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our  patient's  needs  are. 
And  we  have  the  medical  and 
professional  staff  to  meet 
these  needs. 

In  1980,  Saint  Albans 
Psychiatric  Hospital  opened  a S7.8 
million  building  with  162  beds 
and  expanded  clinical  facilities. 
The  hospital  is  fully  accredited  by 
the  Joint  Commission  on  the 
Accreditation  of  Hospitals. 

In  addition  to  our  general 
psychiatric  services,  we  offer 
specific  programs  for  alcoholics 
and  substance  abusers,  children/ 
adolescents,  and  older  adults. 

Saint  Albans,  the  only 
private,  not-for-profit  psychiatric 
hospital  in  Virginia,  has  served 
southwestern  Virginia  since  1916. 

When  you  have  a patient 
who  needs  the  specialized  ser- 
vices of  a psychiatric  hospital,  call 
Saint  Albans.  Admission  can 
be  arranged  24  hours  a day  by 
calling  1-800-368-3468. 
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P.  O.  Box  3608 
Radford,  Virginia  24143 

Saini  Albans  Psychiatric  Hospital  is  approved  for  Blue  Cross, 
Champus,  Medicare,  and  most  major  insurance  companies. 

For  a free  brochure,  write  Robert  L.  Terrell,  Jr.,  administra- 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

"Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague." 


Joseph  A.  Ricd,  M.D. 

Associate  Medical  Director 

"One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company's  service  to  policyholders.” 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/Q.A. 

"We’re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you.” 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  or  broker,  or  contact  us  at  the  address  below. 
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You  can  rely  on  our  experience 
for  yourcardiolgy  needs. 


Cardiac  Rehabilitation  Institute,  a group  of  skilled  cardiologists  and 
medical  technologists,  combines  experience  and  training  with  quick 
response  and  an  absolute  devotion  to  excellence. 

Rely  on  CRI  for  your  cardiology  needs  in— 

Echocardiography— M-Mode  Display  and  Two-Dimensional 
echocardiograms. 

24-hour  Holier  Monitoring— Detects  and  documents  cardiac  arrhythmias. 

Nuclear  Cardiology— Advanced  nuclear  scanners  enhance  the  evaluation 
of  ischemic  heart  disease  and  quantitates  cardiac  function. 

Stress  Testing— Jest\ng  programs  evaluate  cardiovascular  performance 
and  aid  in  detection  of  ischemic  heart  disease. 

Computerized  ECG's— ECG  reports  available  in  minutes  round  the 
clock— and  storage  and  ECG  management  simplified. 

The  important  extra  when  you  deal 
with  CRI:  Confidence 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue 
Pittsburgh,  PA  15232 
Phone-412/682-6201 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

CALL  COLLECT 

MASTER  SERGEANT  BARRY  FLOYD 
AT  703-982-4612 


Rehabilitation  of  Neurological 
Disorders  At  Peterson  Hospital 


The  staff  of  the  Comprehensive  Rehabilitation 
Program  at  Peterson  Hospital,  a division  of  the 
Ohio  Valley  Medical  Center,  is  prepared  to 
admit  patients  with  neurological  disorders. 

• Rehabilitation  services  have  been  very  valu- 
able in  a number  of  neurological  cases  in- 
cluding Parkinsonism,  Guillian  Barre  Disease, 
Multiple  Sclerosis,  Amyotrophic  Lateral 
Sclerosis,  Peripheral  Neuropathy  and  others. 

• Teaching  takes  place  with  the  family  in  both 
the  hospital  and  home  with  recommendations 
made  for  home  adaptations  by  the  team  mem- 
bers with  actual  on-site  home  evaluations.  As 
a result  of  these  recommendations  many 
severely  disabled  individuals  can  be  cared  for 
at  home,  rather  than  turning  to  a nursing 
facility.  Close  cooperation  between  com- 
munity agencies  and  the  Comprehensive  Re- 
habilitation Unit  may  permit  the  patient  to 
remain  at  home  while  receiving  services. 
Outpatient  services  are  also  available. 

• Occupational  Therapy  emphasizes  specific 
training  in  all  activities  of  daily  living;  groom- 
ing, dressing,  bathing  and  eating  with  fabrica- 
tion of  assistive  devices  as  necessary. 

• Physical  Therapy  normalizes  muscle  tone  to 
maximize  functional  mobility,  improve  muscle 
strength,  range  of  motion  of  joints  and  in- 


creases coordination  to  promote  the  greatest 
level  of  independence. 


• Psychological  services  are  available  when 
necessary  for  the  patient  and  family.  Social 
Services  are  available  as  a resource  to  pa- 
tients and  their  families. 

• Recreation  and  Music  Therapy  use  enjoyable 
activities  that  result  in  better  exercises,  so- 
cialization and  anti-depressive  goals. 

CALL  (304)233-4711 
PETERSON  HOSPITAL, 

Wheeling,  West  Virginia  26003 


A Division  of 

CfJf/C  THE  OHIO  VALLEY  MEDICAL  CENTER 
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BRIEF  SUMMARY 

PROCARDIA  * (nifedipine)  CAPSULES  For  Oral  Use 

INDfCATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  py  any  of  the  tollowihg  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked Py  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compafible  with  intermittent  vaso- 
spasm. or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Efforl-Associaled  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adeguate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CDNTRAINDICATIDNS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment , and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROITARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl,  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and , 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the,time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  befa  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
lo  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginhing 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCWDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dyslunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  lailure,  care  should  betakeh 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indicationsand  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acfing  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

(iarcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  loint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  le- 
ver, sweating,  chills,  ahd  sexual  difficulties  Very  rarely  ihtroductioh  of  PRIDCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  trom  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate , transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH , BOOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uhcertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SLIPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  trom 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77"F  (15'  to  25’C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  irttormation  available  on  request  s 1982,  Pfizer  Inc 

LABORATORIES  DIVISION 

PFIZER  INC 


I "Icandothingsthatl 
I c(xi^ntch^r3yrs.inclu^^ 

I joining  the  human  race  again" 


oaotes  ffom  an  unsolicited  ^ 

Icfterreeemdty  Pfjfer  from  an 
artiina  patient. 

KKfiifethispatieot'sexpS'ience,  , 
IS  representative  of  many  M 

unlrei^ci^edcomn^1elas^e<xived 
not  aHp^ients  will  respond  ter 
Procardia  nor  will  they  all  j 

respond  to  thwmmne  decree  , 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIAt*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, = doing  more,  and  being  more 
productive  once  again 


Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 


PROCARDIA 


(NIFEDIPINE)"" 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


Moh’in 


600 mg  Idblets 


More  conveKuentibr  your  potienls. 


Upjohn 


$1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49CXD1  USA 
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CHARLESTON  DATA  SYSTEMS 

"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  following  benefits:’’ 


■ INCREASED  INCOME  ■ HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  ■ TAX  SAVINGS 

■ SIMPLICITY  OF  OPERATION  ■ MONEY  BACK  GUARANTEE 


For  additional  information  call  (304)  344-5803  or  contact  us  directly  at: 
CAMC  Medical  Staff  Building,  3100  MacCorkle  Avenue,  S.  E.,  Charles- 
ton, WV  25304. 


THE  ONLY  WAY  THROUGH  TODAY’S  FINANCIAL  MAZE 
ISA  SINGLE.  KNOWLEDGEABLE  GUIDE. 


BUTTHERE’S  A WAY 


GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 


It's  called  GAIN.  Kanawha  Valley  Bank's  Guided  Asset 
Investment  Network®.  An  arsenal  of  complete  financial  ser- 
vices from  a single,  confidential  source  underyour  direction. 

GAIN  Isa  continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  responsible 
to  you.  who  has  access  to  the  disciplines  of  cash  manage- 
ment. lending,  asset  management,  investments,  trust  and 
financial  management  specialties,  and  tax  planning. 


WITH  GAIN.  YOU  CAN  REVIEW 
YOUR  TOTAL  FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System  automatically  provides  you  with  a 
comprehensive  monthly  statement,  easy-to-read... 


GAIN  is  unique  and  available  only  at  Kanawha  Valley 
Bank  because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work.  And  because  we  have  the  investment 
objectivity,  financial  perspective,  knowledge,  resources  and 
services  to  make  this  concept  work  for  you. 


THE  GAIN  SYSTEM®. 

IT  KEEPS  YOU  FROM  BEING  OVERCOME 
WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial  services, 
call  john  Ziebold  (304)  348-0919  or  Don  Santee  (304) 
348-738 1 Because  you  can  only  get  where  you're  going 
with  someone  who  knows  the  way. 


We’re 
OKanawha 


Kanawha  Valley  Bank  • One  Valley  Square  • Box  1 793  • Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  1 867  • Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  \A/EST  VIRGINIA.  INC, 
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Special  Article 


Strengths  And  Weaknesses  Of  The  U.  S.  Role 
In  International  Medicine* 


SAMUEL  P.  ASPER,  M.  D. 

President,  Educational  Commission  for  Foreign 
Medical  Graduates,  Philadelphia;  and  Professor  of 
Medicine,  The  Johns  Hopkins  University  School  of 
Medicine,  Baltimore 


T count  it  a signal  honor  to  be  asked  to  give 
the  Thomas  L.  Harris  Address.  Doctor 
Harris,  long  a member  of  the  West  Virginia 
State  Medical  Association  and  your  President 
in  1945,  gave  himself  to  the  advancement  of 
medicine  and  the  betterment  of  his  community. 
All  of  us,  even  those  who  know  Doctor  Harris 
only  through  reading  of  his  accomplishments, 
wish  to  emulate  his  sterling  qualities. 

My  attachment  to  West  Virginia  medicine 
dates  back  to  the  late  1930s.  As  you  know,  your 
University  had  a preclinical  medical  school  for 
many  years.  Each  year  several  West  Virginia 
medical  students  transferred  to  Johns  Hopkins 
for  their  last  two  years.  Some  became  my  close 
friends  there.  Then  later,  post-World  War  11, 
at  Hopkins,  I was  invited  to  Wheeling,  Martins- 
burg,  Morgantown,  and  Clarksburg  to  talk  on 
endocrinology.  Several  West  Virginia  physicians 
often  sent  me  patients  with  difficult  clinical 
problems  over  which  I pondered  long  but  seldom 
added  to  their  astute  diagnoses  and  therapeutic 
regimens.  More  recently,  I have  witnessed  the 
rise  of  your  academic  medical  centers.  The 
growth  of  medicine  in  West  Virginia,  especially 

"Presented  as  The  Thomas  L.  Harris  Address  during 
opening  exercises  of  the  116th  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association,  the  Greenbrier, 
White  Sulphur  Springs,  Friday,  August  26,  1983. 


the  mounting  strength  of  this  Association,  would 
please  Doctor  Harris. 

It  is  in  the  nature  of  man  to  make  com- 
parisons, especially  to  compare  opposites.  Christ 
compared  the  pharisee,  who  in  prayer  thanked 
God  that  he  was  not  like  other  men,  to  the 
publican  whose  supplication  to  God  was  for 
mercy  and  forgiveness.  In  the  Tale  of  Two 
Cities,  Dickens  wrote,  “It  was  the  best  of  times; 
it  was  the  worst  of  times  . . .”  The  aged,  infirm, 
hut  mentally  alert  patient  may  complain  that  life 
is  miserable  but  better  than  the  alternative.  In 
present-day  parlance  we  say,  “There  is  good  news 
and  there  is  bad  news,”  and  we  add,  usually 
with  a smile,  “which  do  you  wish  to  hear  first?” 

Strengths  and  Weaknesses 

The  title  of  my  remarks  today  also  indicates 
that  there  are  opposites  in  the  role  of  the  United 
States  in  international  medicine,  for  I plan  to 
show  you  both  its  strengths  and  its  weaknesses. 
Which  shall  we  discuss  first?  Since  we  are  a 
proud  nation,  let  us  speak  forcefully  about  our 
strengths,  but  humbly  and  not  with  the  attitude 
of  the  pharisee;  then  quietly  but  knowingly 
about  our  weaknesses,  dedicating  ourselves  to 
the  task  of  correcting  them. 

First,  let’s  set  the  scene. 

Since  1776,  the  United  States  has  been  con- 
sidered a land  of  opportunity.  Thomas  Jefferson 
and  other  founding  fathers  encouraged  immigra- 
tion of  those  with  talents  and  skills  that  could 
be  put  to  use  here.  In  Medicine,  however,  our 
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country  was  not  a land  of  opportunity  until 
recently.  In  the  1800s,  as  lucidly  described  by 
Paul  Starr  in  bis  recent  book.  The  Social  Trans- 
formation of  American  Medicine,^  medical 
practice  in  the  United  States  was  not  truly 
scientific  and  quackery  was  not  rare.  In  the 
latter  part  of  the  century  and  in  the  early  years 
of  this  one,  U.  S.  physicians  who  sought  a 
stronger  scientific  base  in  medicine  travelled  to 
Great  Britain,  France,  and  especially  Germany, 
to  study. 

Then,  after  World  War  II,  a great  upsurge  in 
American  scientific  medicine  occurred,  reversing 
the  flow  of  physicians  seeking  educational 
opportunities  abroad.  In  the  past  30  years  many 
physicians  have  come  from  foreign  lands  to 
study  and  to  advance  their  clinical  skills  in  our 
medical  centers.  Thus,  we  note  with  satisfaction 
the  large  numbers  of  physicians  from  abroad 
who  have  done  postgraduate  study  here  and  who 
either  have  returned  home  better  to  serve  their 
own  peoples  or  have  remained  here  to  make  their 
own  contributions  to  the  science  of  medicine. 

10  Per  Cent  More  FMGs  in  State 

hat  has  been  the  magnitude  of  this  migra- 
tion to  the  United  States  and  to  West  Virginia? 
The  most  recent  available  data  show  that  of 
485,123  physicians  in  our  nation,  110,542,  or 
22.8  per  cent,  studied  medicine  abroad.^  The 
State  of  West  Virginia  has  approximately  2,646 
licensed  physicians,  and  of  these,  850,'"'  or  32 
per  cent,  are  graduates  of  foreign  medical 
schools.^  In  other  words,  West  Virginia  has 
about  10  per  cent  more  foreign  medical  gradu- 
ates among  its  licensed  physicians  than  does  the 
United  States  as  a whole. 

The  population  of  the  United  States  is  approxi- 
mately 233  million  persons,  and  of  these  about 
two  million  are  residents  of  West  Virginia.  The 
State  can  claim  0.85  per  cent  of  the  U.  S.  popu- 
lation and  0.5  per  cent  of  the  U.  S.  physicians. 
The  physician-population  ratio  in  the  United 
States  is  0.2,  and  in  West  Virginia  is  0.13.  In 
other  words.  West  Virginia  has  fewer  physicians 
among  its  citizenry  than  does  the  Fh  S.  as  a 
whole. 

It  may  well  be  that  during  the  period  from 
1955  to  1976,  when  U.  S.  policy  permitted 
immigration  and  naturalization  of  qualified 
foreign  physicians,  many  foreign  medical  gradu- 
ates found  West  Virginia  a land  of  opportunity. 
According  to  the  latest  available  data  on  the 

°\\'hile  exact  data  are  lacking,  it  appears  that  fewer  than 
75  of  these  are  U.  S.  citizen  graduates  of  foreign  medi- 
cal schools. 


physician-population  ratio  in  West  Virginia  ( 135 
per  100.000),  the  opportunity  still  exists — that 
is,  if  one  assumes  that  the  national  average  of 
206  physicians  per  100,000  population  is  ideal 
and  appropriate  for  each  state.  Such  an  assump- 
tion, however,  is  debatable  and  not  germane  to 
our  subject  this  morning. 

Surely  the  United  States  has  benefitted  from 
the  influx  of  physicians  from  abroad.  In  the  post 
World  War  II  period  when  many  new'  hospitals 
were  built  and  medical  research  was  sharply  in- 
creased, graduates  of  foreign  schools  filled  vital 
posts  as  house  officers  in  hospitals  and  as  fellows 
in  research.  Today,  those  who  remain  here  are 
making  their  contributions  both  in  practice  and 
in  academe.  From  1971  to  1976,  25  per  cent 
of  all  new  faculty  appointments  were  graduates 
of  foreign  medical  schools.  In  1978,  the  most 
recent  year  for  which  data  are  available,  19  per 
cent  of  all  full-time  medical  school  faculty  held 
M.  D.  degrees  from  foreign  schools. 

In  other  words,  the  distribution  of  foreign 
graduates  in  medical  academe  in  the  U.  S. 
approximates  that  in  the  pool  of  physicians 
( 22.8  per  cent ) . This  clearly  shows,  I believe, 
that  deans  of  V.  S.  medical  schools  readily  accept 
well-qualified,  foreign-educated  physicians  as 
teachers  and  investigators.  It  speaks  well  also 
for  medical  education  in  foreign  lands. 

Congress  Reduces  Flow 

In  1976,  Congress  declared  that  a shortage 
of  physicians  in  the  United  States  no  longer 
existed  and  established  a new  statute,  Public  Law' 
94-484.  This  law'  and  its  subsequent  amendments 
now  permit  qualified  foreign  physicians  to  enter 
prescribed  courses  of  training,  provided  tbe 
foreign  governments  approve  and  give  assurances 
that  opportunities  will  exist  for  the  physicians 
in  their  homelands  following  their  graduate 
training  programs  in  the  F^nited  States.  The 
present  regulations,  then,  can  be  viewed  as 
having  dual  purposes;  first,  reducing  the  flow 
of  physicians  of  other  nationalities  into  per- 
manent resident  status  in  the  United  States,  and 
second,  advancing  medical  care,  teaching  and 
research  in  other  countries  by  those  physicians 
who  have  had  graduate  training  in  the  U.  S.  and 
have  returned  home  to  serve.  The  goals  of  these 
regulations  are  praiseworthy. 

There  is  a paradox  in  our  role  in  education 
of  foreign  nationals.  Collegiate  education  is 
avidly  sought  by  many  students  from  abroad. 
Indeed,  some  of  our  colleges  cater  to  foreign 
students.  Of  the  12.4  million  students  enrolled 
in  U.  S.  colleges  and  universities  in  1981-82, 
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326,300,  or  2.6  per  cent,  are  foreign  students.^ 
By  contrast,  in  all  U.  S.  medical  schools  in  1982- 
83  there  were  only  354  foreign  nationals,  com- 
prising 0.5  per  cent  of  all  medical  students.^ 
And  in  further  contrast,  many  foreign  medical 
graduates  enter  graduate  training  programs  in 
the  United  States;  of  69,142  residents  on  duty 
in  1982  in  the  United  States,  6,735  ( nearly  10 
per  cent)  were  foreign  nationals.' 

There  is  an  explanation,  I believe,  for  this 
paradox;  most  nations,  including  the  United 
States,  are  reluctant  to  grant  licenses  to  physi- 
cians who  are  graduates  of  medical  schools  other 
than  their  own.  For  example,  in  the  Middle  East 
a Lebanese  citizen  who  attends  and  graduates 
from  a medical  school  in  Amman,  Baghdad  or 
Damascus  may  find  it  difficult  to  gain  licensure 
in  Lebanon.  Before  granting  a license  to  a 
physician  who  studied  medicine  abroad,  our  own 
state  medical  licensing  boards  make  certain  that 
the  applicant  meets  at  least  the  minimal  standard 
required  of  U.  S.  medical  school  graduates.  The 
comparable  standard  is  graduation  from  a medi- 
cal school  recognized  by  the  World  Health 
Organization  and  successful  completion  of  the 
ECFMG  examinations  in  medical  science  and 
English  language. 

Additionally,  most  states  require  at  least  one 
year  of  internship  in  an  accredited  program  in 
the  Lnited  States,  as  well  as  successful  com- 
pletion of  the  FLEX  Examination,  which  is  more 
or  less  comparable  to  the  examination  of  the 
National  Board  of  Medical  Examiners. 

Medicine  Abroad  Helped 

Now  let’s  look  at  the  other  side  of  the  coin. 
Even  prior  to  the  present  regulations  restricting 
immigration — that  is,  during  the  years  of  the 
open-door  policy — many  foreign  physicians  did 
return  home  after  graduate  study  here.  Some 
graduate  education  programs  in  the  L’nited  States 
for  foreign  physicians  were  specifically  aimed  at 
improving  medical  care  and  education  in  de- 
veloping countries. 

Eor  example,  between  1949  and  1969,  the 
Kellogg  Eoundation  provided  the  American 
College  of  Physicians  with  funds  to  bring  selected 
fellows  from  Latin  American  Countries  for  twm 
years  of  training.  Over  this  20-year  period,  167 
fellows  from  Latin  America  were  placed  in 
selected  U.  S.  medical  centers.  Today,  except 
for  a few  who  have  died  and  eight  w'ho  later 
returned  to  the  United  States  or  Canada,  the 
others  reside  and  w'ork  in  their  own  countries. 
Most  of  them  hold  professorships  and  are  division 
or  department  chiefs,  and  several  are  deans. 


rectors  of  universities,  and  ministers  of  health.® 
The  benefits  of  this  program  are  beyond  measure, 
and  now,  wisely,  the  College  and  the  Eoundation 
are  bringing  some  of  these  former  fellows  back 
to  the  L'nited  States  for  three  months  of  refresher 
experience. 

A similar  program  at  Johns  Hopkins,  sup- 
ported by  the  Commonwealth  Fund,  resulted  in 
providing  good  faculty  to  medical  schools  in 
Lima,  Ibadan,  and  Beirut.^  Other  examples  of 
programs  that  have  strengthened  medicine 
abroad  could  be  cited.  L'nfortunately,  however, 
there  is  a paucity  of  quantitative  data  on  the 
extent  to  which  we  have  helped  other  nations 
through  our  endeavors  in  graduate  medical  edu- 
cation. 

The  Department  of  Health  and  Human 
Services  has  attempted  to  measure  this  benefit 
in  a recently  published  document  entitled,  Re- 
port to  Congress  on  Physician  Exchange  Visitor 
Programs}^  Under  existing  public  law  the 
Secretary  of  HHS  is  required  “.  . . to  evaluate 
the  effectiveness  and  value  to  foreign  nations 
and  to  the  United  States  of  exchange  programs 
for  the  graduate  medical  education  or  training 
of  aliens  who  are  graduates  of  foreign  medical 
schools.”  This  report  shows  that  the  current 
immigration  regulations  are  being  carried  out. 
It  further  shows  unequivocally  that  many  other 
countries  are  the  benefactors  of  U.  S.  graduate 
training  programs,  with  clear  gains  in  patient 
care,  medical  education,  research,  and  admini- 
stration. 

ECFMG’s  Primary  Function 

The  primary  function  of  ECFMG  is  to  examine 
and  certify  those  medical  students  and  graduates 
of  foreign  medical  schools  who  seek  graduate 
training  in  the  L-nited  States.  The  tests  that  are 
administered  measure  knowledge  of  both  the 
basic  medical  and  clinical  sciences.  Known  as 
the  ECFMG  examination  and  the  Visa  Quali- 
fying Examination,  they  measure  cognitive 
knowledge. 

At  ECFMG  we  believe  that  these  examinations 
have  indirectly  strengthened  medical  education 
abroad.  In  recent  years  about  20,000  physicians 
of  foreign  nationality  have  taken  the  ECFMG 
examination  annually.  Keep  in  mind  that  passing 
the  examination  does  not,  in  most  cases,  permit 
them  to  enter  the  United  States  for  graduate 
training.  To  enter  they  must  pass  the  Visa 
Qualifying  Examination.  Why  do  so  many  take 
the  ECFMG?  Perhaps  they  may  wish  to  measure 
the  extent  of  their  cognitive  knowledge  in  a kind 
of  self-assessment  test,  for  the  result  of  the 
examination  is  made  known  only  to  the  applicant. 
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Some  who  pass  may  want  only  to  display  the 
certificate.  And  some  test-takers  may  express 
their  concerns  to  their  professors  and  deans  about 
those  areas  in  the  curriculum  in  which  they  be- 
lieve their  education  is  sparse  or  lacking. 

ECFMG’s  New  Examination 

In  1984  both  the  ECFMG  and  VQE  tests  will 
be  replaced  by  a single  test,  the  Foreign  Medical 
Graduate  Examination  in  the  Medical  Sciences, 
to  be  given  both  to  foreign  nationals  and  U.  S. 
citizens  studying  medicine  abroad.  The  new 
examination  corrects  certain  inequalities  in  the 
present  tests  and  therefore  should  be  better 
accepted  worldwide,  lender  development  also  by 
ECFMG  is  a test  to  measure  clinical  skills  of 
applicants.  To  assess  clinical  skills  is  difficult, 
and  to  produce  and  validate  a test  requires  much 
effort  and  time. 

In  recent  years  a significant  but  confusing 
phenomenon  unique  to  the  United  States  has 
appeared  — that  is,  the  opening  of  many  new 
proprietary  medical  schools,  especially  in  the 
Caribbean  islands  and  Mexico.  Unlike  most 
other  medical  schools  outside  of  the  United 
States  that  were  established  primarily  to  benefit 
the  countries  in  which  they  are  located,  these 
schools  cater  to  and  profit  from  U.  S.  students 
who  have  not  gained  admission  here  or  do  not 
apply  for  fear  of  refusal  due  to  their  age,  college 
grades,  or  other  factors.  ECFMG  also  examines 
these  American  citizens  who  are  students  or 
graduates  of  foreign  medical  schools  to  determine 
if  they  are  qualified  to  enter  graduate  programs 
in  the  United  States.  In  1982,  over  6,000  were 
examined,  and  1,868  1 30  per  cent  I passed  the 
test. 

U.  S.  Faculties,  Facilities  Superb 

Our  role  in  international  medicine  can  be 
looked  at  from  several  aspects:  education, 

service,  financial  support,  manpower,  economics, 
and  politics.  Without  doubt,  our  greatest  strength 
in  education  resides  in  the  superb  faculties  and 
facilities  for  graduate  medical  education  in  our 
medical  centers.  This  includes  advanced  edu- 
cation in  both  the  basic  medical  sciences  and 
clinical  sciences.  Considering  the  large  numbers 
of  physicians  who  have  studied  in  these  centers, 
we  can  conclude  that  the  United  States  has  made 
and  continues  to  make  a valuable  contribution. 

At  the  graduate  level,  we  recognize  the  very 
generous  opportunities  that  teaching  hospitals 
have  offered  thousands  of  foreign  trainees.  Their 
investment  probably  amounts  to  many  millions 
of  dollars  over  the  past  25  years,  for  which,  in 
return,  the  hospitals  have  had  the  services  of  the 


trainees.  Another  financial  benefit  worthy  of 
mention  is  one  often  unrecognized  by  physicians 
but  fully  appreciated  by  those  in  the  health  care 
industry,  especially  equipment  and  pharmaceuti- 
cal manufacturers.  This  benefit  is  the  financial 
gain  of  the  United  States  made  possible  by 
American-trained  physicians  who,  on  return  to 
their  home  countries,  usually  purchase  U.  S. 
medical  supplies. 

Arising  Problems 

There  are  weaknesses  in  our  role  in  inter- 
national medicine.  We  have  long  been  acquainted 
with  the  fact  that  residency  programs  in  some 
hospitals  in  the  United  States  are  unable  to  at- 
tract graduates  of  U.  S.  medical  schools.  These 
hospitals,  some  of  which  are  located  in  large 
urban  centers,  enroll  large  numbers  of  foreign- 
educated  physicians.  Their  teaching  programs 
are  considered  adequate  and  are  accredited; 
nonetheless,  training  programs  that  have  only 
foreign  medical  graduates  can  hardly  be  con- 
sidered ideal. 

Moreover,  as  tbe  number  of  graduates  of  medi- 
cal schools  in  the  United  States  increases,  oppor- 
tunities for  clinical  training  of  foreign-educated 
physicians  decrease,  especially  in  some  of  our 
leading  centers.  This  dilemma  can  be  solved 
satisfactorily,  but  not  without  cost.  Since  resi- 
dency training  is  improving  in  many  countries 
abroad,  there  is  now  a greater  need  for  specialty 
training  of  foreign  physicians,  and  this  is  best 
provided  by  means  of  scholarships.  The  U.  S. 
government  supports  only  a few  Fulbright  Fellow- 
ships; perhaps  the  time  has  come  to  create  more 
medical  scholarships.  Perhaps,  also,  we  should 
encourage  foreign  governments  to  provide 
scholarships  for  the  purpose  of  training  physi- 
cians to  fill  the  specific  needs  of  their  countries. 

Foreign  Proprietary  School  Issue 

On  the  issue  of  proprietary  schools  that  cater 
to  Americans,  there  are  few  recognizable 
strengths.  These  medical  schools  fall  outside 
the  jurisdiction  of  our  standard-setting  mech- 
anism for  medical  schools  within  the  United 
States.  While  I do  not  speak  against  these 
schools  or  their  graduates,  some  of  whom  are 
making  creditable  accomplishments  in  medicine, 
I can  say  only  that  this  development  at  present 
must  be  regarded  as  a weakness  in  the  educa- 
tional system  we  have  so  carefully  constructed  in 
medicine  since  the  days  of  Abraham  Flexner. 

“Medical  Manpower”  is  always  a much- 
debated  issue  in  the  United  States.  The  New 
York  Times  recently  carried  a lengthy  report*’ 
that  included  the  troublesome  question  of  the 
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off-shore  medical  education  of  thousands  of  U.  S. 
citizens,  all  of  whom  hope  to  gain  licensure  in 
the  United  States.  The  projections  of  the 
GMENAC  Report  of  a physician  glut  are  per- 
ceived now  as  a reality.  Thus,  some  consider 
that  our  current  unrestrictive  policy  on  U.  S. 
citizens  studying  medicine  abroad  contributes  to 
a surplus  of  physicians — and  they  regard  this  as 
a weakness. 

Medicine  and  Politics 

Finally,  a discussion  of  international  medicine 
would  not  be  complete  without  a word  or  two 
about  politics.  Here  and  abroad,  most  physicians 
are  highly  respected  in  society,  their  opinions 
sought  on  many  issues  besides  medicine.  Great 
strength  is  often  shown  by  those  who  have 
studied  here,  understand  our  way  of  life,  and 
promulgate  democratic  principles  of  government, 
in  addition  to  being  competent  physicians. 

Our  eyes  are  opened  wide,  however,  when  we 
observe  that  communist  nations  are  exploiting 
graduate  medical  education  to  the  fullest.  There 
are  thousands  of  physicians  from  Latin  America, 
Africa,  and  the  Middle  East  in  graduate  programs 
in  Russia,  eastern  bloc  nations  and  Cuba,  all  of 
whom  are  subsidized  by  communist  governments. 
It  is  well-known  that  much  of  their  training  is 
in  political  ideology,  with  perhaps  just  enough 
medicine  to  disguise  this  fact.  Let  us  hope  that 
doctors  all  over  the  world,  called  to  a profession 
that  serves  humanity,  will  not  be  blinded  by 
politics  but  will  instead  lead  the  way  toward 
peace  and  understanding  among  nations. 

Thank  you  for  asking  me  to  honor  Doctor 
Harris  by  speaking  to  you  this  morning.  Our 
presence  here  is  a tribute  to  him. 


References 

1.  Starr  P:  The  Social  Transformat' on  of  American 
Medicine,  New  York,  Basic  Books,  1982. 

2.  American  Medical  Association;  Physician  Char- 
acteristics and  Distribution,  1982  Edition.  Chicago, 
American  Medical  Association,  in  press. 

3.  Jensen  LE,  Wunderman  LE,  Goodman  LJ:  Char- 

actertistics  of  Physicians:  'West  Virginia.  December 

31,  1979.  DHHS  Pub  No  (HRA)  82-149.  Washington, 
DC,  US  Department  of  Health  and  Human  Services, 
1982. 

4.  Higgins  EJ:  Comparison  of  Characteristics  of  US 
Medical  School  Salaried  Faculty  in  the  Past  Decade, 
1968-1978.  Washington,  DC,  Association  of  American 
Medical  Colleges,  1979. 

5.  Institute  of  International  Education:  Open  Doors 
1981/1982.  New  York,  Institute  of  International  Educa- 
tion, 1982. 

6.  Association  of  American  Medical  Colleges,  Division 
of  Student  Services;  US  Medical  School  Enrollments  for 
1982-1983.  Washington,  DC,  Association  of  American 
Medical  Colleges,  Oct  29,  1982. 

7.  American  Medical  Association:  83rd  Annual  Re- 
port on  Medical  Education  in  the  US,  1982-1983.  Chi- 
cago, American  Medical  Association,  1983. 

8.  Report  of  the  American  College  of  Physicians  to 
the  WK  Kellogg  Foundation,  Philadelphia,  American 
College  of  Physicians,  June  20,  1980. 

9.  Turner  TB  et  al.:  The  Johns  Hopkins  Common- 
wealth Foreign  Exchange  Program.  John  Hopkins  Med  J 
1976;  139:  (Supplement  to  December  issue)  1-29. 

10.  Report  to  Congress  on  Physician  Exchange  Visi- 
tor Programs.  US  Department  of  Health  and  Human 
Services,  PHS/HRSA/BHM,  Division  of  Medicine. 
Washington,  DC,  US  Department  of  Health  and  Human 
Services,  1983. 

11.  Lyons  RD;  Foreign  doctors  stream  to  farmlands 
and  inner  cities.  New  York  Times,  Aug  23,  1983,  pp  Cl 
and  C4. 


January,  1984,  Vol.  80,  No.  1 


5 


Acute  Meningococcemia  With  DIC,  Septic  Shock 
Complicated  By  Hypersensitivity  Monoarthritis 

(Case  Report  In  A 20-Month-Old  Patient 
With  Complete  Clinical  Recovery) 


LOUIS  A.  VEGA,  M.  D. 

Department  of  Pediatrics,  Stevens  Clinic  Hospital, 
Welch,  West  Virginia 


A case  of  overwhelming  meningococcemia  in 
20-month-old  child  is  presented.  Within  a feiv 
hours  after  admission,  disseminated  intravascular 
coagulation  and  septic  shock  developed.  Therapy 
with  intravenous  penicillin,  volume  expanders, 
fresh  blood,  platelets,  dopamine,  heparin  and 
hydrocortisone  was  followed  by  a dramatic 
response  in  spite  of  initial  severe  leukopenia, 
thrombocytopenia,  shock,  and  absence  of  menin- 
gitis — all  of  which  are  considered  to  be  very 
grave  prognostic  signs. 

On  the  seventh  hospital  day,  the  illness  was 
further  complicated  by  onset  of  acute  right  knee 
arthritis.  This  effusion  teas  thought  to  be  secon- 
dary to  a hypersensitivity  phenomenon,  and  sub- 
sided with  conservative  measures. 

Clinical  recovery  was  complete. 

AyTENlNGOCOCCEMlA  is  One  of  the  most  dreaded 
infectious  diseases  encountered  in  pediatric 
practice.  A very  rapidly  progressive  illness,  it 
carries  a high  incidence  of  serious  complications 
and  high  mortality  rate.  Diagnosis  is  based  on 
the  identification  of  Neisseria  meningitidis  from 
blood,  cerebrospinal  fluid  or  purpuric  skin 
lesions. 

The  patient  should  be  isolated  for  the  first  24 
hours  after  initiating  therapy.  The  specific  anti- 
biotic against  Neisseria  meningitidis  is  penicillin 
at  a dose  of  250,000  units  per  kg.  per  day. 
Chloramphenicol  is  the  alternate  drug  recom- 
mended for  patients  who  are  allergic  to  peni- 
cillin. Immediate  treatment  of  shock*  with 
volume  expanders  is  started  with  simultaneous 
use  of  an  inotropic  and  vasoactive  drug  such  as 
dopamine.^ 

Therapy  is  directed  at  the  disseminated 
intravascular  coagulopathy  (DIC),^  which  masks 
the  underlying  disease  and,  in  the  case  of  sepsis, 
the  specific  organism.  The  therapy  consists  of 
IV  fluids  for  correction  of  dehydration,  acid  base 
imbalance  and  shock,  plus  replacement  of  coagu- 
lation factors  such  as  platelets  — especially  if 
the  patient  is  bleeding. 


Tbe  efficacy  of  heparin  is  doubtful.  Some 
reports  advocate  its  use,'^’^  while  other  more 
recent  data^  suggest  that  heparin  is  rarely  bene- 
ficial. 

Use  of  Hydrocortisone 

Considerable  controversy  as  to  the  use  of 
corticosteroids  remains;  however,  since  they  may 
benefit  cellular  integrity  and  stabilize  lysosomes 
(this  may  be  of  value  in  the  outcome  of  shock), 
hydrocortisone  may  be  administered  at  a dose 
of  35  to  50  mg.  per  kg.  IV  by  push  in  five  to 
10  minutes  and  may  be  repeated  up  to  three  or 
four  times  if  blood  pressure  fails  to  improve.'^ 

Among  the  possible,  numerous  complications 
encountered  in  the  course  of  this  disease  are 
myocarditis  and  pericarditis,  arthritis,  permanent 
deafness,  cranial  nerve  palsies,  adrenal  insuffi- 
ciency, hemiplegia,  etc.  Meningococcal  arthritis 
occurs  more  commonly  in  the  adult  patient,  and 
two  forms  have  been  reported.®  One  appears  in 
the  first  few  days,  and  probably  is  secondary  to 
an  inflammatory  response  to  the  localization  of 
the  organisms  in  the  involved  joint.  The  other 
form  usually  manifests  itself  somewhat  later  in 
the  course  of  the  disease,  sometime  between  the 
third  and  seventh  day,  often  at  a time  when  the 
patient  appears  to  be  responding  well  to  therapy. 
The  knee,  wrist,  elbow  and  ankle  joints  are  more 
commonly  involved,  usually  accompanied  by  a 
rise  in  temperature  and  recurrence  of  malaise. 

It  is  very  difficult  to  culture  organisms  from 
the  effusion  because,  it  is  believed,  of  the  hyper- 
sensitivity phenomenon  ( immune  complex  medi- 
ated disease).  No  specific  therapy  is  required, 
and  usually  the  arthritis  resolves  spontaneously. 

Acute  adrenal  insufficiency  with  adrenal 
hemorrhage  and  necrosis  following  meningococ- 
cal disease  has  been  reported  in  more  than  80 
per  cent  of  pediatric  cases  with  overwhelming 
disease.  However,  severe  purpura  with  irreversi- 
ble circulatory  collapse  ( Waterhouse-Frider- 
ichsen syndrome ) is  most  likely  caused  by 
endotoxin,  and  also  can  be  present  with  normal 
adrenals.^ 

According  to  Stiehm  and  Damrosch,'**  features 
associated  with  grave  prognosis  are:  (1)  onset 

of  petechiae  within  12  hours  prior  to  admission. 
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I 2 ) absence  of  meningitis  I less  than  20  WBC 
per  ml.  of  cerebrospinal  fluid  I,  (3)  shock 
(systolic  blood  pressure  70  mm  Hg.  or  below), 
( 4 ) normal  or  low  WBC,  and  ( 5 ) normal  or  low 
ESR.  In  tbeir  review  of  63  cases,  all  patients 
with  four  or  five  unfavorable  signs  died.  Only 
one  in  seven  patients  with  a score  of  three  sur- 
vived. 

Chemoprophylaxis  of  household  contacts  with 
rifampin  is  currently  recommended.'* 

Case  Report 

A 20-month-old,  white  male  was  admitted 
through  the  emergency  room  on  November  10, 
1981,  because  of  high  fever,  lethargy  and  vomit- 
ing of  seven  to  eight  hours’  duration. 

The  baby  was  in  good  health  until  the  day  of 
admission  when  he  awoke  with  a runny  nose  and 
fever;  he  later  vomited  about  six  times  before 
being  brought  to  the  hospital  that  evening. 

Family  history  was  noncontributory. 

Physical  examination  in  the  emergency  room 
revealed  an  acutely  ill  baby  whose  temperature 
was  40.6°  C;  weight  was  in  the  16th  percentile; 
length  was  in  the  95th  percentile.  Respiration 
was  40  per  minute.  There  were  no  other  positive 
physical  findings.  Skin  was  clear.  Peripheral 
pulses  were  good. 

Laboratory  reports  showed  a CBC  of  hgb  13.1 
gm,  WBC  3800,  three  bands,  55  segs,  41  lymphs, 
hematocrit  38  per  cent,  platelet  count  218,000, 
MCV  80,  MCH  28,  MCHC  35;  sodium  136, 
potassium  3.1,  chloride  105,  CO2  19.  Urinalysis 
showed  specific  gravity  1.025,  trace  albumin. 


Figure  1.  Appearance  of  severe  purpuric  lesions 
on  second  hospital  day. 


1-|-  acetone,  10-15  WBCs  per  hpf.  Blood  was 
drawn  for  Stat.  culture.  Chest  x-ray  was  normal. 

Admitted,  Transferred  to  ICU 

He  was  admitted  to  pediatrics  and  continued 
very  ill.  Temperature  rose  to  41.4°  C rectally 
at  10  P.  M.  On  November  11,  at  1:30  A.  M., 
patient  deteriorated  and  petechiae  started  to 
appear.  He  was  then  transferred  to  ICU. 
Approximately  20  minutes  later  he  was  semi- 
conscious, not  aware  of  his  surroundings,  but 
responded  to  painful  stimuli  by  withdrawal  of 
extremity  and  weak  cry.  Peripheral  pulses  were 
no  longer  palpable.  He  was  pale  but  not 
cyanotic;  his  respiration  was  not  labored.  There 
were  generalized  petechiae  and  scattered  mild, 
small  purpuric  lesions  mostly  on  trunk  and  upper 
extremities.  Blood  pressure  by  auscultation  was 
not  obtainable;  however,  by  palpation  it  was 
barely  present  at  50/0. 

Further  laboratory  reports  evidenced  the  fol- 
lowing: Hgb  11.7,  RBC  4.30  million,  WBC 

4,800,  hmct  35  per  cent.  Platelet  count  had 
dropped  to  135,000  with  MCV  of  81,  MCH  27, 
MCHC  34.  The  prothrombin  time  was  26 
seconds  with  control  13-seconds.  PTT  was  100 
seconds  wdth  control  31-seconds.  Fibrinogen 
blood  level  and  FSP  were  not  done  because  two 
days  are  necessary  for  obtaining  results. 

Treatment 

Treatment  was  started  with  IV  penicillin  one 
million  units  at  three-hour  intervals.  Another 
IV  line  was  secured  and  sodium  bicarbonate 
diluted  in  sterile  water  was  given  by  push  and 
also  added  at  a dose  of  15  mEq  per  500  ml  of 
IV  fluids.  Dopamine  infusion  was  started. 
Solu-Cortef  500  mg.  was  given  slowly  by  push 
once  and  heparin  1,000  units  q four  hours 
started.  Gram  stain  of  one  of  the  purpuric 
lesions  w’as  negative.  ABG,  at  3:40  A.  M.  on 
November  11,  were  reported  as  follows:  pH 

7.18,  pCOj  19,  pOj  31,  HC03  7,  TCO2  8,  base 
excess  -19.  Repeat  ABG  at  5 A.  M.  showed  pH 
7.43,  pC02  26,  p02  204,  HCOa  17,  TCO2  18, 
BE  -5  I patient  receiving  O2  four  liters  per 
minute).  A Foley  catheter  had  been  passed  into 
the  bladder  but  no  urine  output  was  reported. 
Initially,  IV  fluids  were  given  at  30  cc.  per  kg. 
per  hour  but  after  a CVP  line  was  secured  the 
fluids  w'ere  increased  to  50  ml.  per  kg.  per  hour; 
100  ml.  of  fresh  blood  was  given  twice.  The 
CVP  stayed  below  10.0;  pulse  remained  between 
120-190;  respiration  between  32-44;  and  the 
highest  fever  recorded  on  November  11  was 
39.8°  C. 
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Signs  of  Improvement 

On  November  11,  at  8:30  A.  M.,  the  baby 
started  to  show  some  signs  of  improvement,  and 
urine  output  began.  Purpuric  lesions  were  severe 
(Figure  1 I.  Blood  pressure  by  auscultation  was 
70  40  and  CVP  was  eight.  Dopamine  was 
gradually  tapered  off  and,  by  6 P.  M.,  was  dis- 
continued. At  this  time  bis  pulses  w'ere  good  and 
BP  was  stable. 

That  same  evening,  IV  heparin  was  discon- 
tinued because  some  bright  blood  was  reported  in 
his  stools  twice,  and  his  platelets  continued  to 
drop. 

On  the  morning  of  November  12  his  platelets 
bad  dropped  to  45,000  and,  later  that  day,  he 
received  a platelet  transfusion  of  five  units.  The 
penicillin  was  reduced  to  500,000  units  IV  E four 
hours,  a total  dose  of  three  million  units  per 
24  hours.  Because  of  marked  irritability  and 
persistent  fever,  a spinal  tap  was  done:  fluid 

was  colorless  and  clear;  however,  its  pressure 
could  not  be  determined  because  of  the  child’s 
resistance.  The  lab  reported  nine  segs,  four 
lymphs,  three  RBCs,  protein  39,  Pandy’s  trace, 
sugar  68. 

On  November  13  at  8:30  A.  M.,  the  micro- 
biology department  reported  the  blood  culture 
to  be  positive  for  gram-negative  Diplococci 
resembling  Neisseria.  Further  culture  reports 
were  as  follows:  stool  cultures  on  November  12 
and  13  were  negative;  urine  culture  on  November 


Figure  2.  Child  on  13th  hospital  day,  three  days 
before  discharge. 


13  w'as  negative;  spinal  fluid  culture  on  Novem- 
ber 14  showed  no  growth  in  24  hours.  Final 
blood  culture  report  on  November  14  definitely 
identified  Neisseria  meningitidis  as  the  responsi- 
ble organism.  On  November  14,  blood  specimen 
for  cortisol  levels  was  reported  as  21.8  UG/dl 
(normal  morning  values  7.0-25.0  UG/dl). 
Laboratory  studies  on  November  14  revealed 
Hgb  11.8,  BBC  4.30,  WBC  18,400,  22  bands, 
53  segs,  17  lymphs,  one  mono,  one  eos,  six 
atypical  lymphs;  hmct  35.5  per  cent,  platelets 
157,000.  MCV  82,  MCH  28,  MCHC  33. 

Patient  Alert 

On  the  fifth  hospital  day  ( November  15  I the 
baby  was  doing  fine.  Temperature  was  normal. 
He  was  very  alert  and  was  able  to  take  a soft  diet 
without  recurrence  of  vomiting.  The  remaining 
purpuric  lesions  were  localized  to  the  upper  trunk 
and  upper  extremities.  The  CVP  line  was  dis- 
continued and  the  baby  was  transferred  out  of 
the  ICU  into  a pediatric  bed. 

Temperature  rose  again  to  39°  C on  November 
16  and,  on  November  17,  examination  revealed 
a moderately  swollen  knee,  very  tender  to 
palpation,  somewhat  hot  and  with  decreased 
range  of  motion.  There  was  no  redness.  Ortho- 
pedic consultation  reported  a right  knee  effusion 
without  erythema.  Aspiration  of  the  joint  yielded 
eight  ml.  of  cloudy,  yellowish  fluid,  and  the  lab 
reported  60,000  WBCs.  Gram  stain  showed  no 
organisms,  and  culture  was  negative.  Additional 
lab  studies  on  November  17  showed  Hgb  10.5, 
WBC  20,600,  two  juv,  19  bands,  55  segs,  19 
lymphs,  three  monos,  one  eos,  two  atypical 
lymphs;  hmct  33  per  cent,  platelets  416,000, 
MCV  83,  MCH  26,  MCHC  32,  urinalysis  negative 
and  corrected  ESR  40  mm /hr.  Chest  x-ray  was 
normal.  X-rays  of  the  right  knee  and  thigh 
were  negative  for  active  bone  disease;  however, 
a moderate  effusion  into  the  knee  joint  space 
w'as  suggested.  Bone  scan  of  the  lower  extremi- 
ties was  negative. 

Knee  Condition  Abates 

The  IV  penicillin  was  discontinued,  and  IV 
chloramphenicol  and  aspirin,  50  mg  per  kg  per 
day,  was  started.  The  right  knee  was  tapped 
three  or  four  more  times  at  one-  or  two-day 
intervals.  The  joint  fluid  continued  to  reveal 
significant  WBCs  but  no  organisms  were  identi- 
fied. On  November  21,  the  WBC  in  the  knee 
aspirate  was  126,000.  On  November  24,  the  lab 
reported  the  hgb  10.7,  WBC  10,400,  53  segs,  47 
lymphs;  hmct  30  per  cent,  platelets  912,000, 
MCV  81,  MCH  29,  MCHC  36;  corrected  ESR  39. 
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The  baby  continued  to  improve.  By  November 
22,  he  was  alert  and  playful  ( Figure  2 ),  but  still 
was  unable  to  bear  weight  on  his  right  foot  or 
to  walk.  IV  fluids  and  chloramphenicol  were 
discontinued  and,  on  November  25,  he  was  dis- 
charged. 

Follow-up  examination  the  first  week  of 
December,  1981,  and  on  January  4,  1982,  re- 
vealed no  significant  problems.  The  child  had 
continued  to  improve  and,  approximately  12  days 
after  discharge,  had  started  to  walk  normally 
without  any  noticeable  limp. 
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Liquid  Protein  Diets  Can  Cause  Heart  Disease 

Lack  of  essential  minerals  may  be  the  cause  of  the  fatal  cardiac  arrhythmias  that 
have  been  associated  with  liquid  protein  diets,  according  to  a report  in  a recent 
issue  of  Archives  of  Internal  Medicine. 

Researchers  from  the  New  England  Deaconess  Hospital,  Boston,  found  no  abnormal 
cardiac  activity  among  13  patients  who  participated  in  a comparative  study  of  three 
28-day  weight  loss  diets  varying  in  energy  content  from  450  to  820  kilocalories  per  day 
and  employing  both  good  quality  protein  (from  egg  albumin  or  meat)  and  vitamin/ 
mineral  supplementation.  The  findings  suggest  “that  the  arrhythmias  seen  in  subjects 
on  liquid  protein  diets  may  have  resulted  from  mineral  malnutrition  or  from  problems 
inherent  in  the  protein  sources  used,”  said  Stephen  D.  Phinney,  M.  D.,  Ph.D.,  and 
colleagues. 

Individuals  subsisting  entirely  on  a liquid  protein  preparation  tend  to  suffer  significant 
depletion  of  their  bodies’  stores  of  potassium,  magnesium,  calcium  and  phosphorus, 
the  researchers  said.  This  occurs  because  the  refined  protein  (hydrolyzed  collagen) 
adds  few  of  these  nutrients  to  their  diet.  A deficiency  in  one  or  more  of  these  minerals 
can  cause  or  contribute  to  neuromuscular  irritability  with  the  potential  for  serious 
disease  and  death,  the  researchers  pointed  out. 
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Management  Of  Recurrent  Basal  Cell  Epithelioma 


JOHN  TAYLOR,  M.  D. 

Plastic  and  Reconstructive  Surgery, 
Bluefield,  West  Virginia 


Some  aspects  of  the  etiology,  morphology 
and  photobiology  of  basal  cell  carcinomas 
are  covered. 

A discussion  concerning  the  different  treatment 
modalities  available  is  given  and  the  advantages 
and  disadvantages  of  each  pointed  out. 

A case  of  multiple  recurrent  basal  cell  carci- 
noma causing  extensive  debility  and,  ultimately, 
complete  rhinectomy  following  15  surgical  pro- 
cedures is  demonstrated.  A recommendation  for 
definitive  surgical  excision  utilizing  either  frozen 
section  control  or  the  Mohs  technique  is  made, 
particularly  in  the  recurrent  lesions  or  those  of  a 
morpheoform  or  ulcerative-invasive  growth  pat- 
tern. 

' I *HE  most  common  type  of  malignant  tumor  is 
tumor  of  the  skin.  An  incidence  of  over  400 
cases  of  skin  cancer  per  hundred  thousand  popu- 
lation has  been  reported  in  the  United  States, 
and  the  incidence  is  noted  to  be  considerably 
higher  in  the  southern  states  than  in  the  northern. 
Etiological  factors  have  included  solar  exposure, 
age,  sex,  pigmentation,  exposure  to  roentgen 
rays  and  chemicals,  and  scars  and  ulcerations. 
Solar  radiation  may  behave  as  an  initiator  and 
promoter  of  human  skin  cancers  such  as  basal 
cell,  squamous  cell  and  malignant  melanoma. 

The  incidence  of  basal  cell  epithelioma  ex- 
ceeds that  of  squamous  cell  cutaneous  carcinoma 
four  to  one.  Malignant  melanoma  has  a small 
but  apparently  increasing  incidence  with  a ratio 
of  25  cases  per  hundred  thousand  population 
reported  in  the  South.  This  is  a rate  approaching 
that  of  Australia  where  this  lethal  form  of  skin 
cancer  is  most  prevalent. 

It  has  been  shown  that  a person’s  susceptibility 
to  radiation-induced  cutaneous  malignancy  is  in- 
versely proportional  to  the  melanosome  content 
of  the  skin.  That  is  to  say,  highly  pigmented 
races  such  as  black  Africans  have  a very 
low  incidence  of  ultraviolet  radiation-induced 
cutaneous  malignancy,  whereas  patients  of  Celtic 
or  Scandinavian  origin  tend  to  sunburn  with  solar 
exposure,  do  not  tan  well  and  are  higlily  sus- 
ceptible to  the  development  of  cutaneous  malig- 
nancies. 

The  two  major  factors  in  the  development  of 
radiation-induced  cutaneous  malignancies  are 


the  amount  of  inherited  capacity  for  melanosome 
protective  absorption  through  tanning,  and  the 
amount  of  incident  UVB  exposure. 

Electromagnetic  Spectrum 

The  electromagnetic  spectrum  can  be  divided 
into  ultraviolet  radiation  of  one  to  400  nano- 
meters; visible  light,  400  to  700  nanometers; 
and  infrared  radiation,  700  to  10  million 
nanometers.  The  ultraviolet  band  is  not  visible 
to  the  human  eye  and  is  subdivided  into  UVC, 
one  to  290  nanometers;  UVB,  290  to  320 
nanometers;  and  UVA,  320  to  400  nanometers. 
These  wave  lengths  of  nonionizing  radiation  can 
be  generated  by  various  artifical  radiant  sources. 

Clinically,  we  are  most  concerned  with  the 
ultraviolet  radiation  generated  by  the  sun.  Solar 
radiation  which  reaches  the  earth’s  surface  is 
almost  devoid  of  UVC  as  the  present  ozone-rich 
stratospheric  layer  of  the  earth’s  atmosphere 
efficiently  absorbs  ultraviolet  wave  lengths  below 
290.  UVA,  while  effectively  penetrating  the 
earth’s  surface,  is  less  potent  in  the  production 
of  harmful  effects  and  is  considered  to  be  largely 
responsible  for  tanning.  UVB,  representing  the 
narrow  spectrum  between  290  and  320  nano- 
meters, is  felt  to  be  primarily  responsible  for 
the  acute  sunburn  and  chronic  malignant  genera- 
tion effects  on  human  skin. 

Many,  if  not  most,  basal  cell  epitheliomas  seen 
in  office  and  clinical  practice  are  handled  suc- 
cessfully by  dermatological  techniques.  However, 
recurrent  basal  cell  epitheliomas  and  primary 
lesions  of  specific  histological  type  can  be  the 
source  of  considerable  deformity  and  debility. 


Figure  1. 
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A 47-year-old,  white  male  was  treated 
unsuccessfully  by  a previous  surgeon  over 
a 10-year  period  and  underwent  a total  of 
15  separate  surgeries  in  an  attempt  to  con- 
trol a basal  cell  epithelioma  of  the  nose. 
The  tumor  extent  was  mapped  initially 
utilizing  a multiple  biopsy  procedure  and 
followed  by  definitive  excision  under  frozen 
section  control.  This  involved  total  rhi- 
nectomy  as  shown.  The  wound  was  con- 
trolled temporarily  by  a skin  graft  while 
a total  nasal  reconstruction  utilizing  a slid- 
ing forehead  flap  technique  was  constructed 
and  mobilized  (Converse).  This  was  then 
inset  in  a staged  fashion  with  autogenous 
bone  graft  reconstruction  of  the  nasal  bones 
and  chondrocutaneous  nostril  reconstruc- 
tion. ( See  Figures  1-5. ) 

There  are  three  basic  surgical  types  of  basal 
cell  carcinoma:  (1)  nodular  (pigmented),  with 

clearly  defined  lateral  margins  and  confined  to 
dermis;  (2)  ulcerative-invasive,  showing  a 
tendency  to  deep  invasion;  and  ( 3 ) morphea-like 
or  fibrosing,  having  indistinct  borders  and  scat- 
tered, variable  depth  of  penetration. 

The  nodular  type  is  by  far  the  most  common 
but  is  the  easiest  to  excise  completely,  which 
accounts  for  the  overall  high  cure  rates  in  basal 
cell  epithelioma.  The  ulcerative-invasive  group 
and  the  morphea-like  or  fibrosing  group  probably 


Fifiuire  2. 
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former,  because  of  its  highly  aggressive  charac- 
ter, and  the  latter,  because  its  extensions  are 
underestimated. 

Methods  of  Treatment 

Cryotherapy  is  not  established  as  yet  in  the 
treatment  of  BCE.  Topical  chemotherapy  should 
be  considered  in  the  multiple  superficial  lesion 
syndromes  only.  Radiation  therapy  has  been 
shown  to  be  variable  in  effectiveness.  This  will 
leave  essentially  the  same  tissue  defect  after 
scarring  is  complete,  often  requires  multiple 
visits,  and  runs  the  risk  of  radiation  osteitis  and 
chondritis  when  used  over  bone  or  cartilage,  as 
in  the  naso-orbital  area.  However,  it  is  less  pain- 
ful and  requires  less  medication  in  the  debilitated 
patient. 

Electrodessication  and  curettage  is  probably 
the  most  commonly  employed  method;  it  can 
achieve  cure  rates  in  the  range  of  96  to  100  per 
cent  in  properly  selected  lesions.  The  disadvant- 
age of  the  method  is  that  it  cannot  be  used  in 
( 1 ) large  lesions  ( over  2 cm. ),  ( 2 ) lesions  over 
bone  or  cartilage,  ( 3 ) lesions  bordering  mucosa 
vermilion  or  eyelid,  and  ( 4 ) sclerosing  or 
morphea-like  lesions. 

Unfortunately,  these  are  the  troublesome  cate- 
gories for  all  methods,  and  also  include  the  areas 
of  highest  basal  cell  epithelioma  incidence.  In 


Figure  3. 
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Figure  5. 

recent  report,  Saphy  and  Good  updated  the 
literature,  finding  109  documented  cases.  The 
usual  route  of  metastasis  is  to  regional  lymph 
nodes,  with  later  involvement  of  hone,  lung,  and 
rarely,  the  abdominal  viscera.  Mortality  from 
metastatic  basal  cell  carcinoma  approaches  50 
per  cent  with  the  mean  survival  time  after  dis- 
covery of  metastasis  being  10  months. 

In  summary,  some  aspects  of  the  etiology, 
morphology  and  photobiology  of  basal  cell  carci- 
nomas are  covered.  A case  of  extensive  infiltra- 
tion of  basal  cell  epithelioma  is  demonstrated, 
and  a recommendation  is  made  for  careful  ex- 
cision under  microscopic  control,  particularly  in 
the  recurrent  lesions. 
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those  locations  where  dessication  and  curettage 
is  applicable,  surgical  excision  also  has  a very 
high  cure  rate  with  essentially  the  same  tissue 
defect  in  a shorter  healing  time. 

The  critical  consideration  is  that  none  of  the 
above  described  methods  offers  pathological 
identification  of  the  lesion  or  immediate  con- 
firmation of  the  adequacy  of  extirpation.  Only 
cold  knife  surgery  and  chemosurgery  offer  this 
control.  As  has  been  demonstrated  clearly  by 
the  success  of  the  Mohs  method,  careful  patho- 
logical examination  of  the  adequacy  of  excision 
is  the  most  important  factor  in  preventing  recur- 
rence. Inadequacy  of  excision,  or  failure  of  con- 
trol of  the  depths  of  penetration,  particularly  in 
the  young  patient,  may  lead  to  a fruitless  series 
of  excisions  as  the  lesions  pursue  their  inexorable 
course.  Excision  of  the  recurrent  lesion,  having 
regard  for  pathological  type,  and  under  frozen 
section  control,  or  utilizing  the  Mohs  technique, 
provides  optimal  assurance  regarding  the 
adequacy  of  excision  and  allows  definitive  recon- 
struction. 

Metastasizing  Basal  Cell  Carcinoma 

The  incidence  of  metastasis  from  basal  cell 
carcinoma  in  9,050  cases  reviewed  by  Cautrum 
from  Memorial  Hospital  was  .1  per  cent.  In  a 


Figure  4. 
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A Continuing  Medical  Education  Event! 

The  17th  Mid-Winter  Clinical 
Conference 

Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  27-29,  1984 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  Joseph  T.  Skaggs,  M.  D.,  of  Charleston.  Other  members  of  the  Pro- 
gram Committee  are  William  O.  McMillan,  Jr.,  M.  D.,  and  C.  Carl  Tully,  M.  D.,  both  of  Charleston; 
Maurice  A.  Mufson,  M.  D.,  Huntington;  Robert  L.  Smith,  M.  D.,  Morgantown,  and  Richard  C.  Starr, 
M.  D.,  Beckley. 

THE  REGISTRATION  FEE  of  $50  for  the  entire  conference  will  be  charged  all  registrants  except 
nurses,  medical  students,  interns  and  residents.  Advance  registration  is  requested,  and  please  make  checks 
payable  to  "WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Attendance  will  be  acceptable  for  14  hours  of  Category  1 credit  toward  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association;  and  the  program  also  is  acceptable 
for  14  Prescribed  hours  by  the  American  Academy  of  Family  Physicians. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reservation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  he  made  by  January  6.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  with  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Group  rates  are  $52  for  a single  room  and 
$60  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VTR- 
CINTA  STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  17th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  27-29,  1984. 
My  $50  registration  fee  (is  not)  enclosed. 


Name  {please  print)  Specialty 


Address  City 
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THE  COUNCIL  ACTS 


^ I ^HE  holiday  season  is  behind  us,  and  I hope 
that  each  of  you  enjoyed  the  time  away  from 
routine  activities.  Your  Council  has  been  very 
active  during  the  past  several  months,  and  I 
thought  that  it  might  be  appropriate  to  update 
the  membership  on  the  current  activities  and 
plans  for  the  coming  year.  I can  assure  you  that 
it  has  been  a busy  period. 

A brief  summary  of  actions  taken  by  the 
Council  during  its  deliberations  in  November  is 
presented  for  your  information.  The  Association 
has  successfully  recruited  a Deputy  Executive 
Secretary  who  will  begin  his  duties  in  January. 
His  name  is  Bob  Klinglesmith,  and  he  comes  to 
us  from  the  Kentucky  Medical  Association  where 
he  has  worked  for  the  past  12  years.  Also,  the 
Council  endorsed  plans  for  the  awarding  of  the 
contract  to  begin  construction  of  our  own  build- 
ing. The  building,  which  will  have  6,000  square 
feet  of  space,  should  he  completed  in  the  early 
summer. 

The  Council  directed  the  Executive  Committee 
to  continue  to  evaluate  our  sponsored  malprac- 
tice insurance  program  and  other  alternatives. 
The  Association  was  directed  to  formulate  a 
policy  concerning  our  position  in  regard  to  medi- 
cal education  in  West  Virginia.  The  Council 
considered  the  possibility  of  the  State  Association 
bidding  on  the  peer  review  organization  f PRO ) 
contract  for  West  Virginia,  and  it  was  deter- 
mined that  the  Association  should  endorse  the 
West  Virginia  Medical  Institute,  Inc.,  in  its  ap- 
plication for  the  PRO  contract. 

The  concept  of  peer  review  was  endorsed  by 
the  Executive  Committee,  and  a procedure  for 
establishing  a peer  review  mechanism  will  be 
formulated  for  presentation  to  the  Council. 


Much  interest  has  been  generated  about  the 
Annual  Meeting.  A recent  membership  poll  re- 
vealed that  37  per  cent  of  the  respondents  felt 
that  the  Greenbrier  location  should  be  aban- 
doned; a related  question  revealed  that  67  per 
cent  of  the  respondents  felt  that  the  Greenbrier 
location  should  be  considered  during  alternate 
years.  Many  members  felt  that  tbe  Greenbrier 
was  too  expensive  and  that  the  expense  might 
preclude  many  members  from  attending. 

The  Council  has  been  responsive  to  the  mem- 
bership, and  this  is  reflected  again  by  the  follow- 
ing actions.  The  1984  Annual  Meeting  will  be 
at  the  Greenbrier,  but  the  format  will  be  ex- 
panded by  one  day  to  include  approximately  10 
hours  of  AMA  Category  1 credit.  Also,  com- 
mercial exhibits,  eliminated  in  recent  years,  will 
be  started  again.  The  1985  Annual  Meeting 
will  be  in  Charleston  in  early  August.  The 
Greenbrier  location  will  be  used  every  other  year 
until  more  definitive  conclusions  can  be  reached. 
Again,  this  is  an  attempt  to  stimulate  attendance 
and  participation  at  the  Annual  Meeting. 

It  is  essential  that  our  Association  reacts  to 
the  changing  environment  and  plans  a strategy 
for  change.  Many  innovative  ideas  must  be  con- 
sidered as  we  chart  our  course.  The  Council  has 
demonstrated  that  it  is  willing  to  evaluate  new 
ideas  and  is  ready  to  lead  the  Association.  I 
want  to  take  this  opportunity  to  thank  the  Coun- 
cil for  its  support  and  wisdom. 

Cakl  R.  Adkins,  M.  D.,  President 
West  Virginia  State  Medical  Association 
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The  Vest  Virginia  flcdical  Journal 

Editorials 

The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


Synonymous  with  January  is  another  West 
Virginia  legislative  session — and  for  physicians, 
concern  about  proposals  from  various  quarters 
that  can  further  erode  the  quality  of  patient  care. 

In  addition,  the  1984  ses- 
GET  ON  THE  BALL  sion  beginning  its  60-day 
run  January  11  likely  will 
once  more  find  the  Medical  Association  and  its 
membership  on  the  defensive  more  than  might  be 
desirable. 

The  1983  session  brought  its  disappointments, 
with  enactment  of  a highly  suspect  hospital  cost 
containment  measure  and  measures  in  effect 
making  primary  health  care  providers  out  of 
registered  nurses  and  physicial  therapists.  In 
fact,  creation  of  “doctors”  by  legislation  has  be- 
come a problem  not  only  in  West  Virginia  but 
elsewhere. 

If  this  trend  is  to  be  halted,  and  reversed, 
physicians  are  going  to  have  to  play  the  key 
roles  in  their  home  communities.  Medical  As- 
sociation staff  can  stay  atop  legislative  develop- 
ments in  Charleston,  and  have  some  impact  with 
testimony  before  committees  and  other  contacts 
with  lawmakers.  But  the  doctors  and  others  out 
in  the  state  are  the  constituents  of  senators  and 
delegates  — and  it  is  those  doctors  and  their 
patients  who  vote  for  legislators,  not  the  Medical 
Association. 

The  Association’s  strength  in  the  legislative 
arena  therefore  depends  in  most  significant 
measure  on  how  those  of  you  at  the  grass  roots 
level  respond  to  calls  for  help  on  individual  bills 
and  otherwise  stay  current  with  developments. 
Staff  makes  every  effort  to  get  key  information 
to  the  membership,  although  time  and  other 
factors  sometimes  can  impede  those  efforts.  But 
it  must  be  a two-way  street.  Physicians  must 
know  their  legislators,  and  be  ready  and  willing 
to  get  to  them  with  their  concerns  and  feelings 
about  bills  that  trouble  them.  And  this  response 
must  be  quick,  determined  and  thorough  in 
nature. 


In  all  candor,  help  from  the  troops  in  the  field 
was  not  all  that  forthcoming  last  year.  Oh  sure, 
there  was  some  wailing  and  gnashing  of  teeth 
out  there,  particularly  about  the  physicial 
therapist  act.  But  it  mostly  came  after  the  fact — 
after  the  measure  vvas  passed;  and  that  kind  of 
response  falls  in  the  too  little,  too  late  category. 

If  this  editorial  seems  like  a scolding  of  the 
Medical  Association  membership,  then  the  mes- 
sage is  getting  througlit  Physicians  potentially 
are  their  patients’  greatest  and  most  effective 
advocates.  That  power  must  be  reflected  in 
legislative  circles  as  well  as  elsewhere.  But  with- 
out a greater  degree  of  alertness  and  concern, 
backed  up  by  action,  that  potential  never  can  be 
translated  into  reality. 


In  a world  of  constant — and  rapid — change, 
what  will  state  medical  associations  look  like 
five  or  ten  years  from  now;  and  what  will  they 
be  doing?  Will  their  basic  roles  and  status  in 
Medicine  undergo  a major  facelift?  And  what 
about  their  stature  as  vital  components  in 
advocacy  of  availability  and  quality  of  patient 
care? 

These  questions  are  coming  to  the  front  more 
and  more  in  the  minds  of  as- 
STRENGTH  sociation  leaders,  and  staffs, 
IN  CHANGE  across  the  nation.  In  fact,  they 
automatically  appear  on  any 
agenda  for  a meeting  of  medical  society  execu- 
tives. Few  answers  have  been  advanced  to  date, 
but  there  is  general  agreement  that  widespread 
change  lies  ahead. 

Much  of  what  will  happen  of  course  will 
parallel  changes  in  such  things  generally  in  Medi- 
cine as  delivery  systems  for  care,  reimbursement, 
restructuring  of  peer  review  procedures  and  the 
ever-present  bugaboo  of  regulation. 

Let’s  look  first  at  some  of  those  changes  now 
under  way.  The  role  of  third  parties,  for  example, 
in  paying  for  physicians’  services  has  changed 
greatly  in  the  last  30  years. 
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Recent  figures  show  that  third-party  reimburse- 
ment accounted  for  17  per  cent  of  expenditures 
for  physicians’  services  in  1950.  By  1981,  this 
had  grown  to  62  per  cent — and  recently  ac- 
celerated cost  containment  efforts  point  to  further 
new  patterns. 

Many  of  the  Fortune  500  firms  have  initiated 
programs  to  encourage  pre-paid  health  care 
plans.  Sixteen  states  have  cut  back  Medicaid 
programs  by  reducing  or  limiting  physician 
reimbursement  levels.  And  Congress  continues 
to  wrestle  with  several  alternative  methods  for 
reimbursing  physicians. 

Another  recent  survey  showed  that  physicians 
were  active  in  67,  or  more  than  half,  of  the 
nation’s  123  operational  health  care  coalitions. 
That  movement  is  yet  to  pick  up  momentum  in 
West  Virginia,  although  there  has  been  prelimi- 
nary activity  in  some  northern  counties,  and  in 
Charleston. 

Nationally,  the  medical  profession  was  the 
second  largest  group  represented  in  the  coalitions 
with  a primary  goal  of  more  cost-effective  quality 
care.  Business  was  represented  in  113  coalitions, 
25  of  which  were  composed  exclusively  of  busi- 
ness representatives. 

Hospitals  were  participating  in  61;  commercial 
insurance  companies  in  37;  Blue  Cross  and  Blue 
Shield  in  28,  and  organized  labor  in  22.  Govern- 
ment, at  the  city,  county  or  state  level,  was  in- 
volved in  40  coalitions. 

Then  there  is  the  increased  activity,  formal 
and  informal,  toward  local  initiative  by  Medicine 
to  help  those  in  economic  trouble  because  of 
unemployment  or  reductions  in  Medicaid  and 
disability  programs.  Almost  100  medical  socie- 
ties have  encouraged  physician  members  to  pro- 
vide free  or  reduced-fee  care  for  patients  who 
have  lost  their  health  coverage. 

Other  societies  have,  in  various  ways,  urged 
physician  members  to  provide  necessary  care 
regardless  of  a patients’  ability  to  pay.  How 
much  of  this  really  has  been  necessary  might  be 
questionable.  Taking  care  of  those  who  need 
their  services  is  a basic  responsibility  physicians 
always  have  recognized  and  met. 

You  also  can  point  to  a continuing  liability 
insurance  crisis;  to  DRGs;  prospective  reimburse- 
ment patterns  in  general,  and  all  the  other 
evolving  social,  fiscal  and  other  components 
certain  to  have  a major  impact  on  provision  of 
health  and  medical  care. 

But  back  to  the  original  question:  where  will 
medical  associations  stand  amid  all  this  change 
and  pressures  from  so  many  directions?  We  ex- 
pect their  importance  will  become  ever  more  so. 


The  medical  association  first  is  a service 
organization,  to  the  public  and  to  its  members. 
That  role  can’t  help  but  grow.  Some  goals  might 
change  in  the  short  run,  but  the  overall  objective 
is  set  in  concrete. 

The  challenge  obviously  will  come  in  what 
services  will  become  more  important — and  in 
how  to  finance  those  services.  The  day  when 
virtually  all  financial  support  for  association 
activities  comes  from  membership  dues  appears 
to  be  waning.  New  sources  of  income  clearly  will 
be  sought.  And  such  things  as  staff  patterns, 
and  office  procedures  and  practices  for  ac- 
complishing revamped  or  specific  new  goals,  will 
be  key  matters  of  concern. 

Can  medical  associations  meet  the  challenge, 
along  with  Medicine  in  general?  The  answer  is 
simple;  they  have  to.  The  associations  are  the 
keystone  of  united,  organized  efforts  by  Medi- 
cine in  its  vital  role  of  patient  advocate.  The 
associations  are  the  rallying  points,  if  you  will, 
to  get  done  what  needs  to  be  done. 

They  not  only  must  meet  the  pressures  ahead, 
but  they  constantly  must  be  strengthening  them- 
selves, through  growing  numbers  of  members 
and  strong  leadership,  to  accomplish  just  that. 
And  that  effort  must  get  constant  ongoing  at- 
tention from  doctors  and  from  association  staffs. 


For  continuing  medical  education  in  West  Vir- 
ginia, the  last  week  end  in  January  will  be  “show- 
time.” It  will  bring  tbe  annual  Mid-Winter 
Clinical  Conference,  with  another  top-drawer 
group  of  scientific,  general  public  and  other  ses- 
sions. 

For  several  months  now.  The  Journal  has  car- 
ried stories  on  individual  parts  of  the  program. 

By  now,  you  have  received 
CME  SHOWTIME  in  a separate  mailing  a com- 
plete listing  of  topics  and 
speakers,  accompanied  by  a form  to  facilitate 
your  pre-registration. 

Expectations  for  a challenging  and  highly 
beneficial  conference  are — as  usual — running 
high.  In  fact,  evaluations  reviewed  by  the  plan- 
ning committee  for  conferences  over  the  years 
generally  have  indicated  that  physicians  feel  they 
consistently  get  better. 

We  would  urge  that  you  take  particular  ad- 
vantage of  the  pre-registration  opportunity. 
While  the  planning  group  will  be  close  in  its 
attendance  estimates,  it  consistently  is  more 
comfortable  if  it  can  be  certain  it  will  have 
enough  abstracts  of  papers  and  other  hand-out 
materials  those  present  always  have  found  bene- 
ficial. 
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GENERAL  NEWS 


Program  Completed,  Boost 
In  Turnout  Expected 

Papers  on  epilepsy,  disc  disease  and  arthritis 
will  round  out  continuing  medical  education 
offerings  for  the  17th  Mid-Winter  Clinical  Con- 
ference. 

The  program  will  begin  at  2 P.  M.  on  Friday, 
January  27,  at  the  Marriott  Hotel  in  Charleston, 

and  end  at  noon  on 
Sunday.  Sponsors  are 
the  State  Medical  As- 
sociation and  the  Mar- 
shall University  and 
West  Virginia  Univer- 
sity Schools  of  Medi- 
cine. 

“We  believe  the 
combination  of  an  out- 
standing faculty  and 
the  attraction  of  the 
new  Charleston  Town 
Center  directly  across 
from  the  headquarters 
hotel  will  help  boost  attendance  this  year,”  said 
Joseph  T.  Skaggs,  M.  D.,  of  Charleston,  Chair- 
man of  the  Program  Committee. 

Dr.  Carl  F.  McComas  of  Huntington  will  speak 
on  “Status  Epilepticus:  An  Old  Problem  Re- 

visited” during  the  Saturday  morning,  January 
28,  session.  During  the  Sunday  morning  session, 
papers  will  be  presented  on  “New  Modalities  of 
Treatment  of  Lumbar  Intervertebral  Disc  Di- 
sease” by  G.  Robert  Nugent,  M.  D.,  of  Morgan- 
town, and  “Treatment  of  Arthritis,”  by  Anthony 
G.  DiBartolomeo,  M.  D.,  also  of  Morgantown. 

Doctor  McComas  is  MU  Assistant  Professor 
of  Medicine  and  Chief,  Section  of  Neurology, 
Department  of  Medicine;  Doctor  Nugent,  WVU 
Professor  and  Chairman,  Department  of  Neuro- 
surgery; and  Doctor  DiBartolomeo,  WVU  Pro- 
fessor of  Medicine  and  Chief,  Rheumatology  Sec- 
tion, Department  of  Medicine. 

Other  Conference  Features 

In  addition  to  sessions  Friday  afternoon, 
Saturday  morning  and  afternoon,  and  Sunday 
morning,  the  conference  will  offer  special  con- 


current sessions  for  physicians  and  the  public 
Friday  evening,  “Meet  the  Faculty”  cash  bars 
following  the  afternoon  sessions  Friday  and 
Saturday,  and  some  13  exhibits.  (See  ac- 
companying listing  of  exhibits.) 

Doctor  McComas,  born  in  Logan  and  an  MU 
graduate,  received  his  M.  D.  degree  in  1979 
from  WVU.  He  also  took  his  internship  and 
residency  in  neurology  at  WVU.  He  is  the  author 
of  “Multiple  Sclerosis:  A Primary  Myelinoclastic 
Disease,”  appearing  in  the  September,  1981, 
issue  of  The  Journal. 

Doctor  Nugent,  a native  of  Yonkers,  New 
York,  held  teaching  posts  at  Duke  University 
and  the  University  of  Cincinnati  before  coming 
to  WVU  in  1961. 

He  was  Pounding  President  of  the  West  Vir- 
ginia Neurosurgical  Society  in  1980  and  1981, 
Vice  President  of  the  Southern  Neurosurgical 
Society  in  1981,  and  President  of  the  Neuro- 
surgical Society  of  the  Virginias  in  1975  and 
1976. 

Among  a number  of  professional  posts  held 
by  Doctor  Nugent  are  those  as  Chairman,  WVU 
Infectious  Disease  Committee,  and  Chairman, 
Board  of  Directors,  WVU  Medical  Corporation, 
1972-81.  A frequent  participant  in  medico-legal 
activities,  he  is  a member  of  the  Professional 
Liability  Committee  of  the  American  Association 
of  Neurologic  Surgeons. 

Medical  Education 

Doctor  Nugent  was  graduated  from  Kenyon 
College  in  Gambier,  Ohio,  received  his  M.  D. 


G.  Robert  Nugent,  M.  D.  A.  G.  DiBartolomeo,  M.  D. 


Carl  F.  McComas,  M.  D. 
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degree  in  1953  from  the  University  of  Cincinnati, 
and  completed  his  internship  and  residency  in 
neurosurgery  at  Duke  University. 

He  is  the  author  or  co-author  of  some  50 
articles,  has  made  more  than  70  presentations 
throughout  the  United  States,  and  has  received 
several  awards  for  his  exhibits  on  “The  Radio- 
frequency Treatment  of  Trigeminal  Neuralgia” 
at  professional  meetings. 

Doctor  DiBartolomeo,  a native  of  Weirton, 
also  serves  as  Medical  Director  of  Ambulatory 
Care,  and  Assistant  Dean  for  Craduate  Medical 
Education  at  WVU.  He  is  Chief  of  Staff  at  WVU 
Hospital  and  Chairman  of  the  Patient  Care  Re- 
view Committee,  and  has  served  as  Chairman  of 
the  W\  U Medical  Center  Priorities  Committee 
and  Chairman  of  the  Housestaff  Recruitment 
Committee. 

He  received  his  M .D.  degree  in  1967  from 
WVU,  and  completed  postgraduate  work  at 
W alter  Reed  General  Hospital  in  Washington, 
DC,  University  of  Minnesota  Hospitals,  and  Uni- 
versity of  Pittsburgh. 

Doetor  DiBartolomeo  has  received  both  Out- 
standing Teacher  and  Clinician  of  the  Year 
awards  at  WVU. 

Other  Speakers,  Topics 

Other  speakers  and  topics,  as  announced 
previously,  will  be: 

Friday  Afternoon:  “AIDS” — James  N.  Frame, 
M.  D.,  third-year  resident,  internal  medicine. 
Charleston  Area  Medical  Center/WVU  Medical 
Center,  Charleston  Division;  “Children  of 
Divorce:  Problems  and  Solutions” — Arthur  E. 
Kelley,  M.  D.,  Associate  Professor  of  Psychiatry 
and  Child  Psychiatry,  Department  of  Behavioral 
Medicine  and  Psychiatry,  WWU,  Morgantown, 
and  “Flexible  Sigmoidoscopy”  — Ronald  D. 
(iaskins,  M.  D.,  Associate  Professor  of  Medicine 
and  Chief,  Gastroenterology  Section,  WVU. 
Morgantown; 

Saturday  Morning  ( in  addition  to  Doctor 
McComas  I : “Parkinsonism  and  Organic  Brain 
Syndrome”  — Albert  F.  Heck,  M.  D.,  Charles- 
ton, and  Clinical  Professor  of  Neurology,  WVU; 
and  “Geriatric  Pharmacology”  — Mary  Beth 
(iross,  Pharm.  D.,  Assistant  Professor  of  Clinical 
Pharmacy,  WVU  Charleston  Division; 

Saturday  Afternoon:  “Into  and  Out  of  the 

Disability  Trap,”  introductory  speaker,  “Defini- 
tion of  the  Problem,”  Judith  G.  Greenwood, 
Ph.D.,  Director  of  Research  and  Development, 
West  Virginia  W^orkers’  Compensation  Fund, 
Charleston;  Panelists:  John  J.  Banks,  C.R.C., 


Executive  Director,  National  Rehabilitation 
Counseling  Association,  Alexandria,  Virginia; 
Robert  A.  Keisman,  M.  D.,  internist,  Phila- 
delphia, and  Medical  Advisor,  Disability  Pro- 
grams Branch,  Region  HI,  U.  S.  Department  of 
Health  and  Human  Services,  Philadelphia; 

Gretchen  0.  Lewis,  Commissioner,  West  Vir- 
ginia Workers’  Compensation  Fund,  Charleston; 
John  L.  McClaugherty,  LL.B.,  partner  in  the  law 
firm  of  Jackson,  Kelly,  Holt  and  O’Farrell, 
Charleston,  and  S.  F.  Raymond  Smith,  J.D., 
Director,  Benefits  Services  Fund,  United  Mine 
W orkers,  District  29,  Beckley; 

Sunday  Morning  ( in  addition  to  Doctors 
Nugent  and  DiBartolomeo):  “Intracoronary 

Thrombolysis:  Clinical  Experiences  to  Date” — 
Joseph  F.  Hanna,  M.  D.,  Assistant  Professor  of 
Medicine  and  Director  of  Invasive  Cardiology, 
MU  and  Veterans  Administration  Medical 
Center.  Huntington. 

Board  of  Medicine  Update 

“West  Virginia  Board  of  Medicine  Update  ” 
will  be  the  topic  for  the  Friday  evening  physi- 
cians’ session,  and  “Rape  and  Incest:  The  Hid- 
den Crisis”  will  be  discussed  at  the  concurrent 
public  session.  Speakers  for  the  public  session, 
as  announced  previously,  will  be  Diane  C. 
Mufson,  M.  A.,  psychologist,  Cammack  Child- 
ren’s Center,  Inc.,  Huntington,  and  William  E. 
Walker,  M.  D.,  emergency  department  physician 


Conference  Exhibits 

Physicians  and  others  attending  the  17th 
Mid-Winter  Clinical  Conference  will  have  the 
opportunity  to  see  some  13  exhibits. 
Exhibitors  scheduled  to  date  include: 

American  Cancer  Society,  West  Virginia 
Division,  Inc.;  American  Lung  Association  of 
West  Virginia;  Bureau  of  Venereal  Disease 
Control,  WYst  Virginia  State  Health  Depart- 
ment; Charleston  Area  Medical  Center;  Dis- 
ability Determination  Service,  West  Virginia 
Division  of  Vocational  Rehabilitation;  Di- 
vision of  Health  Education,  West  Virginia 
Department  of  Health; 

Family  Medicine  Foundation  of  West  Vir- 
ginia; Marshall  University  School  of  Medi- 
cine; Medical  Publisher’s  Representative,  Inc.; 
Physicians  for  Social  Responsibility;  State 
Medical  Association’s  Group  Insurance  and 
Professsional  Liability  Plans;  West  Virginia 
Division  of  Vocational  Rehabilitation;  and 
West  Virginia  L'niversity  School  of  Medicine. 
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at  St.  Mary’s  Hospital  in  Huntington;  and  MU 
Associate  Professor  and  Chief,  Emergency  Medi- 
cine Section,  Department  of  Surgery. 

Presiding  physicians  will  be  Richard  A.  De- 
Vaul,  Morgantown,  Dean,  WVU  School  of  Medi- 
cine and  Professor  of  Behavioral  Medicine  and 
Psychiatry  (Friday  Afternoon  and  Friday  Even- 
ing Public  Session  ) ; Robert  W.  Coon,  Hunting- 
ton,  MU  Vice  President  for  Health  Sciences  and 
Dean,  School  of  Medicine  (Saturday  Morning); 
Robert  L.  Ghiz,  Charleston,  orthopedic  surgeon 
and  WVU  Clinical  Associate  Professor  of  Ortho- 
pedic Surgery  (Saturday  Afternoon),  and 
Thomas  W.  Mou,  Charleston,  Dean,  WVU 
Charleston  Division  (Sunday  Morning). 

The  program  meets  the  criteria  for  14  hours 
of  credit  in  Catgory  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  As- 
sociation, and  also  is  approved  for  14  Prescribed 
hours  by  the  American  Academy  of  Family 
Physicians. 

A registration  fee  of  $50  will  be  charged  all 
registrants  except  nurses,  medical  students,  in- 
terns and  resdents.  For  advance  registration. 


The  sum  of  $440,648.79  has  been  bequeathed  to 
the  American  Medical  Association  Education  and 
Research  Foundation  (AMA-ERF)  through  the 
Auxiliary  to  the  Harrison  County  Medical  Society 
by  the  late  Mrs.  Hazel  Lynch  Coffindaffer  of  Lost 
Creek.  She  was  the  widow  of  C.  Clyde  Coffindaffer, 
M.  D.,  who  practiced  in  Harrison  County.  Above, 
Mrs.  John  A.  Belotte  of  Clarksburg,  Auxiliary 
President,  is  presented  the  check  by  Thomas  N. 
Teter,  Trust  Officer,  Union  National  Bank  of 
Clarksburg.  On  the  left  is  James  L.  Bryant,  M.  D., 
President  of  the  Harrison  County  Medical  Society. 


make  checks  payable  to  West  Virginia  State 
Medical  Association,  and  mail  to  the  Association 
at  P.  0.  Box  1031,  Charleston  25324. 

The  Charleston  Marriott  is  holding  a block 
of  rooms  for  conference  attendees  through 
January  6,  but  reservations  after  that  date  may 
be  requested  on  a space-available  basis.  Persons 
making  reservations  directly  with  the  hotel — in 
order  to  receive  group  rates — should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical 
Conference.  Croup  rates  are  $52  for  a single 
room  and  $60  for  a double. 

Program  Committee 

Members  of  the  Program  Committee,  in  addi- 
tion to  Doctor  Skaggs,  are  Drs.  William  0.  Mc- 
Millan, Jr.,  and  C.  Carl  Tully,  both  of  Charleston; 
Richard  C.  Starr,  Beckley;  Maurice  A.  Mufson, 
Huntington,  and  Robert  L.  Smith,  Morgantown. 

The  Program  Committee  is  receiving  continu- 
ing assistance  from  WVU  Charleston  Division 
staff  member  J.  Zeb.  Wright,  Ph.D.,  Coordinator 
of  Continuing  Education,  Department  of  Com- 
munity Medicine;  and  Sharon  A.  Hall,  Con- 
ference Coordinator. 


Charleston  Doctor  Honored 
By  University  Chair 

Plans  to  raise  $500,000  to  establish  an 
endowed  chair  at  the  University  of  Charleston  in 
honor  of  Dr.  and  Mrs.  Bert  Bradford,  Jr.,  of 
Charleston  have  been  announced  by  University 
President  Thomas  G.  Voss. 

A native  of  Pennsboro,  Doctor  Bradford  is 
Director  of  Minor  Surgery  at  Charleston  Area 
Medical  Center.  He  also  is  Executive  Director  of 
CAMC’s  Foundation.  A member  of  the  Uni- 
versity’s Board  of  Trustees,  he  currently  serves 
as  Chairman  of  the  Board’s  Committee  on  Uni- 
versity Relations  and  Development. 

Gifts  to  the  Bert  and  Harriet  Davis  Bradford 
Chair  of  Natural  Sciences  will  be  placed  in  a 
permanent  endowment  fund.  The  income  gener- 
ated by  the  fund  will  be  used  to  support  visiting 
professors  in  the  natural  sciences. 


Ophthalmology  Post 

Dr.  George  W.  Weinstein  of  Morgantown  has 
been  named  Secretary  for  Public  and  Profes- 
sional Information  of  tlie  American  Academy  of 
Ophthalmology.  Doctor  Weinstein  is  Professor 
and  Chairman,  Department  of  Ophthalmology, 
at  West  Virginia  University  School  of  Medicine. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  hy 
Charles  W.  Jones,  Ph.l).,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  1)..  WVL  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator. Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
cliange.  It  sliould  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

Jan.  23-27,  Snowshoe,  5th  Mid-Winter  Cardio- 
vascular Symposium  I Charleston  Division  ) 

Feb.  19-22,  Snowshoe,  Second  Annual  Vascular 
Surgery  Conference 

March  23,  Charleston,  Gastrointestinal  Problems 
in  the  Newborn 

April  4,  Charleston,  Oncology  Seminar 
May  9,  Charleston,  Antibiotics 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Jan.  19, 
Eeb.  16  ( Vacation  ) 


Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Jan. 
11,  “Management  of  the  Menopausal  Pa- 
tient Including  Hormone  Therapy,”  Dimitar 
Georgiev,  M.  D. 

Feb.  8,  “Hyperlipidemia”  (speaker  to  be  an- 
nounced ) 

Cassan  a\,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Jan.  4,  “Manage- 
ment of  Pulmonary  Distress,”  George  L. 
Zaldivar,  M.  D. 

Feb.  1,  “Emergency  Care  of  tbe  Acutely  111 
Child.”  Kathleen  Previll,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — Jan.  10,  Feb. 
14  ( Vacation  I 

Oak  Hill,  Oak  Hill  High  .School  (Oyler  Exit,  N 
19  I 4th  Tuesday,  7-9  P.  M.  — Jan.  24,  Feb. 
28  (Vacation) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Jan.  26, 
Feb.  23  ( Vacation  ) 

If  elcli,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Jan.  18,  Feb.  15  (Vaca- 
tion I 

IChitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Jan.  25, 
Feb.  22  ( Vacation  I 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Jan.  5,  Feb. 
2 ( Vacation  I 


MU  Pathology  Chairman 
On  AMA  Panel 

Dr.  Stebbins  B.  Chandor  of  the  Marshall  Lffii- 
versity  School  of  Medicine  has  been  appointed 
to  the  American  Medical  Association’s  Diag- 
nostic and  Therapeutic  Technology  Assessment 
reference  panel. 

Doctor  Chandor,  Professor  and  Chairman  of 
Pathology,  said  the  panel  will  answer  questions 
about  the  relative  merits  of  new  and  existing 
technologies  related  to  medical  practice,  educa- 
tion and  research.  The  panel  is  composed  of 
several  hundred  physician /scientists  in  various 
specialties.  Each  question  is  referred  to  at  least 
20  members. 

Doctor  Chandor  was  nominated  for  the  panel 
by  the  American  Society  of  Clinical  Pathologists. 
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Vascular  Surgery  Conference 
At  Snowshoe  In  February 

Physicians  from  five  states  will  serve  on  the 
faculty  for  the  Second  Annual  Snowshoe  Vas- 
cular Surgery  Conference,  February  19-22. 

The  course,  sponsored  by  the  West  Virginia 
University  Department  of  Surgery  and  Office  of 
Continuing  Medical  Education,  is  designed  for 
the  practicing  general  surgeon  with  an  interest 
in  vascular  surgery.  Lectures  and  panel  discus- 
sions will  address  the  etiology,  pathophysiology, 
evaluation  and  treatment  of  vascular  disease. 

Discussion  topics  will  be  renovascular  disease, 
mesenteric  ischemia,  vascular  infection,  arterial 
trauma,  venous  disorders,  visceral  aneurysms, 
end-state  ischemia,  and  complex  vascular  prob- 
lems. 

Faculty  Members 

Doctors  serving  on  the  faculty  will  be: 

Richard  H.  Dean,  Professor  of  Surgery  and 
Head,  Division  of  Vascular  Surgery,  Vanderbilt 
University;  Calvin  B.  Ernst,  Professor  of  Sur- 
gery, Johns  Hopkins  University  and  Chief,  Sec- 
tion of  Surgical  Sciences,  Baltimore  City  Hos- 
pitals; William  E.  Evans,  Professor  of  Surgery, 
Ohio  State  University  and  Chief,  Department  of 
Surgery,  Saint  Anthony  Hospital,  Columbus, 
Ohio;  Charles  G.  Rob,  Professor  of  Surgery, 
Uniformed  Services  University  of  Health 
Sciences,  Bethesda,  Maryland; 

Marshall  W.  Webster,  Associate  Professor  of 
Surgery,  University  of  Pittsburgh;  and,  from 
WVU,  Ronald  A.  Savrin,  Associate  Professor  of 
Surgery;  Donald  E.  McDowell,  Associate  Pro- 
fessor of  Surgery,  and  J.  Richard  Cunningham, 
Assistant  Professor  of  Surgery. 

The  course  has  been  approved  for  14  hours  of 
credit  in  category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association. 

The  meeting  site  will  be  the  Snowshoe  Moun- 
tain Lodge  at  the  ski  resort  complex. 

Eor  registration  and  other  information,  con- 
tact Doctor  Savrin,  the  Program  Coordinator,  in 
the  Department  of  Surgery,  WVU  Medical  Cen- 
ter, Morgantown  26506.  Telephone  (304)  293- 
3741. 


AAFP  Names  State  Doctors 

Two  West  Virginia  physicians  have  been 
appointed  to  positions  in  the  American  Academy 
of  Family  Physicians. 

John  W.  Traubert,  M.  D.,  of  Morgantown,  Pro- 
fessor and  Chairman,  Department  of  Family 
Practice,  West  Virginia  University  School  of 
Medicine,  has  been  appointed  Representative, 


Alternate-at-Large,  Residency  Review  Committee 
for  Family  Practice. 

Jim  Deline,  M.  D.,  Clarksburg,  has  been  named 
Resident  Member,  Commission  on  Membership 
and  Member  Services. 


WVU  Charleston  Division 
Gets  Thyroid  Grant 

The  West  Virginia  Lffiiversity  Medical  Center  / 
Charleston  Division  has  received  a grant  of 
$33,250  from  the  National  Institute  of  Arthritis, 
Metabolism  and  Digestive  Diseases  for  research 
on  clinical  use  of  measuring  an  abnormal  thyroid 
stimulator  in  the  blood  of  patients  with  over- 
active  thyroid  glands. 

The  award  marks  the  third  and  final  year  that 
Richard  E.  Kleinmann,  M.  D.,  Department  of 
Medicine,  has  received  the  research  award.  The 
endocrinology  professor  is  especially  interested 
in  studying  the  importance  of  TSI  ( thyroid 
stimulating  immunoglobulins  I in  patients  with 
Graves’  disease  of  the  thyroid. 

Before  joining  the  Charleston  Division,  Doctor 
Kleinmann  was  on  the  faculty  of  the  University 
of  Massachusetts  Medical  School  and  the  Boston 
University  School  of  Medicine.  Additionally,  he 
served  as  Deputy  Chief,  Medical  Department, 
U.  S.  Public  Health  Service  Hospital  in  Boston. 


Drs.  Rosemarie  Canarella  of  Harpers  Ferry,  left, 
and  Cathy  Traugh  of  Bridgeport  were  among  par- 
ticipants at  the  recent  9th  annual  Hal  Wanger 
Family  Practice  Conference  at  the  West  Virginia 
University  Medical  Center  in  Morgantown.  The 
conference  is  named  for  the  late  Doctor  Wanger  of 
Shepherdstown  who  inaugurated  its  forerunner,  the 
Shenandoah-Potomac  Valley  Postgraduate  Institute. 
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WVU  Student  Wins  National 
Research  Award 

David  J.  Brailer,  son  of  Mr.  and  Mrs.  Ambrose 
Brailer  of  Kingvvood,  was  awarded  first  place  for 
excellence  in  medical  information  at  the  1983 
Congress  of  the  Symposium  on  Computer  Appli- 
cation in  Medical  Care  ( SCAMC  I held  in  Balti- 
more. 

The  third-year  student  in  the  West  Virginia 
L niversity  School  of  Medicine  also  received  the 
first  annual  Martin  N.  Epstein  award  for  medical 
computing. 

Brailer  became  part  of  the  SCAMC  research 
competition  by  submitting  his  monograph, 
“Digital  Image  Analysis  of  Dynamic  In  Vivo 
Microvasculature.”  He  was  one  of  five  finalists 
invited  to  give  oral  presentations  which  were 
judged  on  the  presenter’s  knowledge  of  com- 
puters and  medicine,  poise,  and  ability  to  with- 
stand interrogation. 

The  research  was  conducted  in  the  In  Vivo 
Microscopy  Laboratory  in  conjunction  with 
W\  U Department  of  Anatomy  faculty  Robert  S. 
McCuskey,  Ph.D.,  Professor  and  Chairman,  and 
Frank  D.  Reilly,  Ph.D.,  Associate  Professor;  and 
Eugene  V.  Cilento,  Ph.D.,  Associate  Professor  of 
Chemical  Engineering. 

The  computer  system  designed  by  Brailer  was 
taught  to  “recognize”  and  analyze  microvascu- 
lature so  that  more  timely  and  accurate  results 
might  he  achieved  from  on-going  research. 


David  J.  Brailer,  third-year  medical  student  from 
Kingwood,  reviews  his  computer  program  for 
analysis  of  data  in  the  In  Vivo  Microscopy  Labora- 
tory of  the  West  Virginia  University  Medical  Cen- 
ter. He  was  awarded  first  place  for  excellence  in 
medical  information  by  the  Symposium  on  Com- 
puter Application  in  Medical  Care. 


“David’s  innovative  study  demonstrates  con- 
clusively that  a microcomputer  can  be  adapted 
for  investigations  of  hepatic  microvasculature,” 
Doctor  Reilly  said.  “The  further  development 
of  digital  image  analysis  should  provide  a con- 
venient approach  for  studying  blood  flow.” 

Member  of  AMA  Council 

The  SCAMC  is  the  largest  study  group  on 
computers  in  medicine  in  the  United  States.  The 
award  for  excellence  in  medical  information  is 
its  top  national  research  honor. 

Brailer  is  a member  of  the  American  Medical 
Association's  Council  on  Long  Range  Planning 
and  Development,  and  also  has  been  asked  to 
chair  the  Task  Force  on  Long  Range  Planning  of 
the  AMA  Medical  Student  Section. 

He  was  the  winner  of  the  Edward  J.  Van  Liere 
Award  in  the  1983  Van  Liere  Memorial  Research 
Convocation  for  WVU  Medical  School  students. 
The  title  of  his  paper,  which  appeared  in  the 
December,  1983,  issue  of  The  Journal,  is 
“Statistical  Image  Modulation,  Detection  and 
Analysis  of  Dynamic  Video-Digitizations  of 
Hepatic  Microvasculature.”  Twelve  students 
participated  in  the  1983  convocation. 


Review  A Book 


The  following  hooks  have  been  received  by  the 
Head(juarters  Office  of  tlie  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Flditor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Basic  and  Clinical  Endocrinology,  edited  by 
Francis  S.  Greenspan,  M.  D.;  and  Peter  H. 
Forsham,  M.  D.  646  pages.  Price  $25.  Lange 
Medical  Publications,  Los  Altos,  California 
94022.  1983. 

Handbook  of  Obstetrics  and  Gynecology,  Sth 
Edition,  by  Ralph  C.  Benson,  M.  D.  804  pages. 
Price  $13.  Lange  Medical  Publications,  Los 
Altos.  California  94022.  1983. 

Handbook  of  Dermatologic  Treatment,  by  R. 
Kenneth  Landow,  M.  I).  219  pages.  Price  $13.95. 
Jones  Medical  Publications,  Greenbrae,  Cali- 
fornia 94904.  1983. 
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Change  Of  Annual  Meeting  Site 
Among  Couneil  Actions 

The  Medical  Association’s  Council,  in  a wide 
range  of  significant  actions,  has  designated  new 
locations  for  Annual  Meetings;  endorsed  the 
finalizing  of  plans  for  a new  headquarters  build- 
ing, and  arranged  for  development  of  an  official 
policy  on  medical  education  in  West  Virginia. 

The  Council  also,  at  its  November  20  meeting, 
endorsed  the  West  Virginia  Medical  Institute, 
Inc.,  as  the  physician  organization  in  West  Vir- 
ginia to  seek  a contract  as  the  quality  control 
peer  review  organization  ( PRO  ) for  the  state; 
voted  to  recommend  to  the  House  of  Delegates 
that  the  Association’s  current  medical  scholarship 
program  be  replaced  by  a loan  program;  and 
approved  the  employment  of  Robert  E.  Klingle- 
smith  of  Louisville,  Kentucky,  for  the  new  As- 
sociation position  of  Deputy  Executive  Secretary. 

1985  Meeting  in  Charleston 

Council  action  on  the  Annual  Meeting  changes 
was  the  result  of  its  approval  of  recommendations 
from  the  Ad  Hoc  Committee  on  the  Annual  Meet- 
ing, chaired  by  Derrick  L.  Latos,  M.  D.,  of 
Wheeling,  calling  for  ( 1 ) the  1985  Annual  Meet- 
ing to  be  held  in  Charleston  some  time  during 
the  first  two  weeks  of  August;  ( 2 ) staff  to  obtain 
information  concerning  available  facilitites, 
costs,  etc.,  to  be  considered  in  designating  future 
Annual  Meeting  sites  to  be  alternated  every  other 
year  with  the  Greenbrier;  ( 3 ) extending  tbe  1984 
meeting  scheduled  for  the  Greenbrier  by  one  day, 
to  run  from  Wednesday  through  Saturday, 
August  22-25,  with  efforts  to  add  specialty 
oriented  scientific  sessions  on  the  extra  day;  (4  I 
staff  to  recruit  industrial  exhibitors  for  tbe  1984 
meeting,  and  ( 5 I an  increase  of  one  day,  to  four 
days,  in  the  1985  Annual  Meeting,  with  efforts 
to  obtain  Category  1 CME  credit  for  all  scientific 
sessions  beginning  in  1984. 

The  Council  endorsed  plans  by  West  Virginia 
State  Medical  Association  Properties,  Inc.,  as 
presented  by  Dr.  John  B.  Markey  of  Charleston 
in  his  role  as  that  Corporation’s  President,  for 
financing  and  construction  of  a headquarters 
building  on  property  the  Corporation  owns  in  the 
Kanawha  City  section  of  Charleston. 

Medical  School  Input 

The  appointment  of  a committee  to  develoj) 
the  official  Association  policy  on  medical  edu- 
cation in  the  state  was  approved  by  Council.  Tbe 
j)olicy  is  to  be  developed  with  input  from  WVU 


and  MU  Schools  of  Medicine,  the  West  Virginia 
School  of  Osteopathic  Medicine  and  otlier 
appropriate  sources.  The  Committee  will  report 
back  to  Council  with  a policy  recommendation, 
including  specific  attention  to  quality. 

The  PRO  structure  will  replace  the  Profes- 
sional Standards  Review  Organization  ( PSRO  ) 
program  currently  conducted  by  the  Medical 
Institute. 

The  recommended  new  loan  program  would 
be  for  students  at  the  WVU  and  MU  Schools 
of  Medicine. 

In  other  actions.  Council: 

— Approved  principles  of  organization  for  a 
Medical  Student  Section  authorized  under  the 
Association  Constitution  and  Bylaws  to  elect  a 
delegate  and  alternate  to  the  Association  House 
of  Delegates. 

— Elected  to  retired  and  honorary  member- 
ship, after  appropriate  component  society  action, 
Robert  S.  Mutch,  M.  D.  (retired),  of  Fairmont; 
Harry  F.  Coffman,  M.  D.  (retired),  Keyser; 
Myer  Bogarad,  M.  D.,  Weirton;  John  V.  Brannon, 
M.  D.,  Bridgeport;  Lawrence  B.  Thrush,  M.  D., 
and  Andrew  J.  Weaver,  M.  D.,  Clarksburg,  and 
Terrell  Coffield,  M.  D.,  New  Martinsville. 

— Re-elected  David  Z.  Morgan,  M.  D.,  of 
Morgantown  to  a new  seven-year  term  on  the 
Publication  Committee,  with  the  term  to  begin 
January  1,  1984. 

Reappointed  as  nucleus  Board  members  of 
tbe  West  Virginia  Medical  Political  Action  Com- 
mittee (WESPAC)  Stephen  D.  Ward,  M.  D..  of 
Wheeling.  First  Congressional  District;  Ralph 
W.  Ryan,  M.  D.,  Morgantown,  Second  Congres- 
sional District;  Carl  J.  Roncaglione,  M.  D.,  South 
Charleston,  Third  Congressional  District,  and 
Frank  J.  Holroyd,  M.  D.,  Princeton,  Fourth 
Congressional  District.  Council  elected  George 
A.  Curry,  M.  D.,  of  Morgantown,  and  re-elected 
Robert  F.  Bible  as  ex  officio  members  represent- 
ing the  Council  and  the  State  Medical  Associa- 
tion staff,  respectively. 

— Approved  for  calendar  and  fiscal  1984 
a Medical  Association  operating  budget  of 
$580,072. 

— Approved  for  continued  study  a proposal 
by  Physicians  Insurance  Company  of  Ohio 
( PICO  ) relative  to  possible  future  endorsement 
of  tliat  Com})any  as  the  Association’s  professional 
liability  carrier;  and  notification  of  CNA,  the 
present  carrier,  of  this  study. 
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NIH  Researchers  Downplay 
British  Pill  Data 

National  Institutes  of  Health  researchers  are 
calling  a new  British  study  that  links  oral  contra- 
ceptives to  cervical  neoplasia  “potentially  im- 
portant but  only  tentative  in  nature,”  saying  that 
more  rigorous  research  is  needed  before  drawing 
final  conclusions. 

The  study,  published  in  a recent  issue  of 
Lancet,  found  that  three  forms  of  cervical 
neoplasia  — invasive  cancer,  carcinoma-in-situ, 
and  dysplasia  — occurred  more  frequently  in 
women  taking  the  pill  than  in  women  using  lUDs 
for  birth  control. 

Incidence  of  Neoplasia 

The  incidence  of  neoplasia  for  women  on  the 
pills  ranged  from  0.9  per  1,000  women-years  in 
those  with  up  to  two  years’  pill  use  to  2.2  per 
1,000  women-years  in  those  with  more  than 
eight  years’  pill  use.  Women  using  an  lUD 
showed  no  similar  trend;  in  this  group,  rate  of 
neoplasias  fluctuated  around  one  per  1,000 
women-years,  reported  Martin  P.  Vessey,  M.  D., 
and  colleagues  at  Radcliffe  Infirmary,  Oxford. 

Based  on  their  findings,  the  researchers  advise 
that  all  women  using  the  pill  for  more  than  four 
years  seek  regular  cervical  cytological  exams. 
This  recommendation  has  been  endorsed  by  the 
Committee  on  Safety  and  Medicines,  Britain’s 
version  of  the  Food  and  Drug  Administration. 

Skeptical  NIH  researchers  point  out  that 
cervical  cancer  can  be  related  to  a large  number 
of  influencing  factors,  such  as  sexual  behavior, 
cigarette  smoking,  and  folic  acid  nutritional 
status. 

Breast  Cancer  Link  Questioned 

NIH  researchers  also  cautioned  about  a new 
British  study  linking  oral  contraceptives  to 
breast  cancer  in  young  women  reported  in  the 
same  issue  of  Lancet.  Recent  American  studies 
discounted  the  risk  and,  in  fact,  praised  the  pro- 
tective effects  of  the  pill. 

At  the  invitation  of  the  NIH,  British  authors 
of  the  study  came  to  Washington,  D.  C.,  where 
they  met  behind  closed  doors  with  American 
researchers  to  exchange  data,  criticism  and  con- 
clusions. Information  obtained  at  the  meeting 
will  be  used  to  form  specific  policy  guidelines  for 
physicians. 


Medical  Meetings 


Jan.  19-21 — Neurosurgical  Society  of  the  Virginias, 
Williamsburg,  VA. 

Jan.  27-29 — 17th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  9-14 — Am.  Academy  of  Orthopaedic  Surgeons, 
Atlanta. 

Feb.  10-12  — Dermatology  & Internal  Medicine: 
Therapeutic  Update  on  Skin  Diseases  (Medical 
College  of  VA),  Hot  Springs,  VA. 

Feb.  12-15 — W.  Va.  Perinatal  Assoc.,  Snowshoe. 

Feb.  15-19 — Am.  College  of  Nuclear  Physicians. 

Feb.  16-17 — AIDS  (Drug  Development  Institute  of 
Am.,  Colts  Neck,  NJ),  New  York  City. 

Feb.  29-March  2 — Cardiac  Disease  & Its  Therapy 
(Am.  College  of  Cardiology),  Bethesda,  MD. 

March  3-7 — Am.  Academy  of  Allergy  & Immunology, 
Chicago. 

March  17 — Annual  Meeting,  W.  Va.  Affiliate, 
American  Diabetes  Assoc.,  Wheeling. 

March  25-29 — Am.  College  of  Cardiology,  Dallas. 

March  30-April  1 — Neurological  Diseases  Seminar 
(United  Hospital  Center),  Clarksburg. 

April  1-14  — Southeastern  Surgical  Congress, 
Nashville,  TN. 

April  6-8 — WV  Chapter,  AAFP,  Charleston. 

April  8-14 — Am.  Academy  of  Neurology,  Boston. 

April  9-13 — Am.  Roentgen  Ray  Society,  Las  Vegas. 

April  26-28  — Pediatric  Springfest  (Medical  College 
of  VA),  Williamsburg,  VA. 

May  2-5 — W.  Va.  Chapter,  Am.  College  of  Surgeons; 
and  W.  Va.  Otolaryngological  Society,  White 
Sulphur  Springs. 

May  6-9 — Am.  Urological  Assoc.,  New  Orleans. 

May  7-9  — Am.  Assoc,  for  Thoracic  Surgery,  New 
York  City. 

May  10-11  — Current  Concepts  in  Nutritional  Sup- 
port (University  of  Cincinnati),  Cincinnati. 

Aug.  22-25  — 117th  Annual  Meeting,  W.  Va.  State 
Medical  Assoc.,  White  Sulphur  Springs. 
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WHY  BMW  CHOSE 

TO  CHANGE  THE 

‘KNHNTESSEHTUL 
SPOmS  SEDAHl’ 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  refine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car:  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  that^^^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THI  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America,  Inc,  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News- 


Compiled  from  material  furnished  by  the  Medical  Center 
Xeics  Service,  Morgantoicn,  W.  Va. 


Nutrition  Chair  Established, 
Wisconsin  Doctor  Named 

\ U School  of  Medicine  has  established  a 
major  new  position  in  nutrition,  the  Charles  E. 
I Jim  I Compton  Chair  of  Nutrition. 

Nearly  200  people  including  baseball  legend 
Joe  DiMaggio  and  U.  S.  Senator  Jennings 
Randolph  recently  attended  dedication  cere- 
monies at  the  Medical  Center. 

Funded  by  Bridgeport  coal  industrialist  Charles 
E.  (Jim  I Compton,  the  chair  will  be  a full  pro- 
fessorship in  the  WVU  Department  of  Medicine. 

Appointed  to  the  position  is  C.  Lawrence  Kien, 
M.  D.,  currently  at  the  Medical  College  of  Wis- 
consin in  Milwaukee  where  he  has  been  on  the 
biochemistry  and  pediatrics  faculty  since  1977. 
During  that  time  Doctor  Kien  also  has  been 
Director  of  the  Parenteral  Nutrition  Team  and 


Dedication  ceremonies  recently  were  held  at  the 
WVU  Medical  Center  for  the  Compton  Chair  of 
Nutrition.  From  left  are  Sen.  Jennings  Randolph, 
Charles  E.  (Jim)  Compton,  Mrs.  Compton,  James 
Harless,  Chairman  of  the  WVU  Foundation  Board, 
and  Dr.  Lawrence  Kien,  first  holder  of  the  new 
Chair  of  Nutrition. 


Director  of  Nutrition  and  Metabolism  at  Mil- 
waukee Children’s  Hospital. 

“There  is  nothing  quite  as  important  to  an 
academic  institution  as  an  endowed  chair,”  said 
Richard  A.  DeVaul,  M.  D.,  Dean  of  the  WVU 
School  of  Medicine.  “This  prestigious  faculty 
position  allows  us  to  recruit  a nationally-promi- 
nent  individual  who  enriches  our  entire  academic 
environment.” 

WVU  President  Gordon  Gee  said  the  Univers- 
ity community  is  “very  excited  about  the 
interdisciplinary  nature  of  this  position  and  what 
it  will  mean  to  the  medical  school,  the  ETniversity, 
and  the  state  of  West  Virginia.” 

Those  interested  in  supporting  education,  re- 
search and  service  through  the  Compton  Chair 
can  contribute  gifts  by  contacting  the  WVU 
Foundation  at  617  Spruce  Street,  Morgantown 
26505.  Telephone  304/296-8251. 


Northern  West  Virginia 
Needs  MEDEVAC 

Use  of  the  State  Police  Air  MEDEVAC  System 
during  a three-week  trial  clearly  demonstrates 
the  need  for  such  a service  in  northern  West  Vir- 
ginia, according  to  the  Medical  Director  of  WVU 
Hospital’s  Emergency  Department. 

Dr.  John  S.  Veach  said  that  between  October 
16  and  November  5,  15  critically  ill  patients  were 
transported  in  the  single-engine  helicopter. 

Results  of  the  trial  will  help  determine  whether 
the  West  Virginia  Legislature  agrees  to  expand 
the  MEDEVAC  program,  now  limited  to  23 
southern  counties  and  based  in  the  Charleston 
area. 

“The  statistics  bear  out  the  fact  that  this  is 
a useful  service  for  this  part  of  the  state,”  Doctor 
Veach  said.  “The  quick  response  capability 
made  a significant  difference  in  tbe  care  and 
outcome  of  transported  patients.” 

Twenty  community  hospitals  were  in  the  net- 
work served  by  MEDEVAC  during  the  trial  pro- 
gram, and  32  requests  for  patient  transport  were 
received. 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro' 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Southern  West  Virginia  Northern  West  Virginia 

MAJ.  Sheila  T.  Bowman,  ANC  MAJ.  James  E.  Kuza,  MSC 

USAR  AMEDD  Procurement  USAR  AMEDD  Procurement 

Forest  Glen  Section  Federal  Building,  Room  304 

Walter  Reed  Army  Medical  Center  1000  Liberty  Avenue 

Washington,  DC  20307  Pittsburgh,  PA  15222 

(301 ) 427-51 01 751 31  (41 2)  644-4432 


Third-Party  News,  Views 
and  Program  Concerns 


Proposed  Medicare  Controls 
Defeated  By  House  Vote 

Congress  adjourned  without  acting  on  pro- 
posals by  Rep.  Dan  Rostenkowski  ( D,  Rl.  ) to 
freeze  physicians’  Medicare  fees  and  require 
physicians  to  accept  assignment  for  hospitalized 
Medicare  patients.  Key  to  this  victory  for  the 
medical  profession  was  the  defeat  of  a rule  on 
HR  4170,  the  Tax  Reform  Act,  by  a vote  of  204- 
214. 

The  American  Medical  Association  supported 
the  defeat  of  the  rule,  which  would  have  pre- 
vented members  of  the  House  from  voting  indi- 
vidually on  three  aspects  of  the  Medicare  pro- 
posal contained  in  the  tax  bill.  The  rule’s  defeat 
signaled  that  no  future  action  would  be  taken 
on  the  tax  bill  or  budget  reconciliation  by  either 
the  Senate  or  the  House  at  least  until  1984. 

AMA  Board  of  Trustees  Chairman  John  F. 
Coury,  M.  D.,  commended  state,  specialty,  and 
county  medical  societies  for  actions  that  led  to 
the  defeat  of  the  Rostenkowski  amendment. 
“Congress  heard  loudly  and  clearly  from  physi- 
cians around  the  nation  on  these  onerous  pro- 
posals,” he  said.  “Strong  physician  involvement 
with  their  congressmen  definitely  made  the  dif- 
ference on  this  critical  issue.” 


New  15-Member  DRG  Commission 
Includes  Six  Physicians 

A Brandeis  University  dean  has  been  chosen 
to  head  a powerful  new  commission  expected  to 
play  a major  role  in  updating  and  modifying 
Medicare’s  diagnosis-related  groups  ( DRG  ) pric- 
ing scheme. 

Stuart  Altman,  Ph.D.,  Dean  of  the  Florence 
Heller  School  at  Brandeis  and  formerly  with  the 
U.  S.  Department  of  Health  and  Human  Services, 
will  serve  a three-year  term  as  Chairman  of  the 
new  Prospective  Payment  Assessment  Commis- 
sion ( PROPAC  ).  Among  the  14  other  new  com- 
mission members  are  six  physicians  and  four 
hospital  officials.  Many  of  the  members  bave 


previous  experience  in  federal  or  state  govern- 
ment or  advisory  panels. 

The  commission  was  mandated  in  the  law  that 
set  up  the  DRG  system.  Beginning  in  1986,  it 
is  to  advise  HHS  on  needed  modifications  or 
additions  in  the  DRGs  to  reflect  technology  and 
practice  changes  and  to  recommend  an  appropri- 
ate annual  increase  in  the  DRGs. 

Among  the  new  commission  members  are: 
John  C.  Nelson,  M.  D.,  a practicing  Salt  Lake 
City  obstetrician /gynecologist  nominated  by  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  Barbara  J.  McNeil,  M.  D.,  a 
Harvard  professor  of  Clinical  Epidemiology  and 
Radiology  nominated  by  tbe  Society  of  Nuclear 
Medicine.  Other  physicians  on  the  commission 
are  James  J.  Mongan,  M.  D.,  Executive  Director 
of  the  Truman  Medical  Center  in  Kansas  City, 
MO;  Yvette  Francis,  M.  D.,  Ph.D.,  Director  of 
Medical  Services  at  the  Sickle  Cell  Center  for 
Research  in  Brooklyn,  NY;  Ernest  Saward,  M.  D., 
Professor  of  Social  Medicine  at  the  University 
of  Rochester  Medical  Center;  and  Steven  A. 
Schroder,  M.  D.,  Professor  of  Medicine  at  the 
University  of  California. 


Medicare’s  New  Hospice 
Benefit  Delayed 

Implementation  of  Medicare’s  new  hospice 
benefit  has  been  delayed  by  renewed  efforts  on 
the  part  of  the  White  House  Office  of  Manage- 
ment and  Budget  to  cut  payment  rates  proposed 
earlier  last  fall.  News  reports  say  that  hospice 
home  care  rates  would  fall  from  about  $53  to 
$42  a day,  and  inpatient  rates  from  $271  to  $255 
a day  under  tbe  0MB  proposal. 

The  hospice  benefit  was  to  have  taken  effect 
November  1,  and  six  bospices  bave  received 
provisional  approval  to  participate  in  tbe  pro- 
gram. About  400  of  tbe  nation’s  1,200  bospices 
are  interested  in  participating,  and  tbe  Health 
Care  Einancing  Administration  (HCFA)  has 
surveyed  45  of  these  and  scheduled  surveys  on 
another  58. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc, 

(A  Thirty-Five-Bed  Accredited  Hospital) 

Charleston,  West  Virginia  25301 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


Phone:  (304)-343-4371 

Toll  Free:  1-800-642-3049 

E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.D. 

R.  Austin  Wallace,  M.D. 


RETINAL  SURGERY 

OPHTHALMIC  PLASTIC  SURGERY 

FLUORESCEIN  ANGIOGRAPHY 

ARGON  LASER  PHOTOCOAGULATION 

STRONTIUM  90  BETA  IRRADIATION 

ORTHOPTICS 

ULTRASOUND 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO2  LASER 

SPEECH  THERAPY 

AUDIOMETRY  VESTIBULAR  LAB 


THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding.  i.MD.  Medical  Diieaor 
■PTon^  f’lOman,  M P H . /'dminisuator 
A Blue  Cross  Memter  Hospital 

Acoedned  By  The  Joint  Commission  On  Acoeditaton  oT  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 
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Obituaries 


CHANDA  JAIN,  M.  D. 

Dr.  Chanda  Jain,  South  Charleston  family 
physician,  drowned  on  November  24  when  her 
car  plunged  into  New  River  near  Gauley  Bridge. 
She  was  42. 

Also  drowned  in  the  accident  were  her 
daughter,  Pratibha  Jain,  12,  and  her  father, 
Mathura  L.  Jain.  The  father,  formerly  of  Indore, 
India,  made  his  home  with  his  daughter. 

The  husband.  Dr.  Vijay  K.  Jain,  whose  office 
is  in  Cross  Lanes,  near  Charleston,  survived  the 
accident. 

A native  of  India,  Doctor  Jain  received  her 
medical  training  there  and  in  England. 

A former  member  of  the  State  Medical  As- 
sociation, she  had  practiced  in  West  Virginia 
for  about  eight  years. 

Also  surviving  are  the  mother,  Suraj  Bai  Jain 
of  Indore;  four  brothers,  Rajan,  Mahendra, 
Hasdi  Mai  and  Shandi  Lai,  all  of  India,  and  a 
sister,  Mrs.  Leela  Kodhari,  also  of  India. 


McLAIN  SURGICAL  SUPPLY,  INC. 

•'Our  125th  Year" 

-k 

Introducing  the  New  Cardiointegraph 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


PHYSICIANS  NEEDED 

Modern  Urgent  Care  and  Multispecialty 
Clinic  seeks  a career  oriented  emergency 
physician,  as  well  as  obstetrician,  gyne- 
cologist, family  practitioner  and  general 
surgeon.  Applicant  should  be  at  least 
board  prepared  in  emergency  medicine  as 
well  as  their  respective  specialty.  Excel- 
lent salary  and  fringe  benefits. 

Send  CV  to: 

J.  A.  Maliska,  M.D. 

812  Main  Street 
Summersville,  WV  26651 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D.  925-0693 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  embtionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Each  program  offers: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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County  Societies 


MONONGALIA 

Dr.  Carl  R.  Adkins  of  Fayetteville,  President 
of  the  State  Medical  Association,  was  the  princi- 
pal speaker  for  the  meeting  of  the  Monongalia 
County  Medical  .Society  on  September  6. 

Doctor  Adkins  spoke  briefly  on  items  of 
general  interest  at  the  national  and  state  levels 
in  Medicine. 

The  -Society  met  again  on  October  4.  The 
speaker  was  Dr.  Jamshid  Tehranzadeh  of 
Morgantown,  whose  topic  was  “CT  of  the  Spine.  ” 
Doctor  Tehranzadeh  is  Associate  Professor  of 
Radiology  at  West  Virginia  University  School 
of  Medicine. 

Fred  Wyant,  Morgantown  businessman  and 
NFL  official,  was  the  speaker  for  the  meeting 
of  the  Society  on  November  1.  His  topic  was 
“Happiness,  the  Key  to  Productivity  and 


Personal  Development.”  — Robert  Bettinger, 
M.D.,  Secretary;  and  Robert  L.  Murphy,  Execu- 
tive -Secretary. 

^ * 

FAYETTE 

The  Fayette  County  Medical  Society  held  a 
joint  meeting  with  its  Auxiliary  on  November  2 
at  the  Hawks  Nest  Country  Club. 

Dr.  Carl  R.  Adkins  of  Fayetteville,  President 
of  the  State  Medical  Association,  spoke  on  cur- 
rent issues  in  medicine. — Serafino  S.  Maducdoc, 
Jr.,  M.  D.,  Secretary-Treasurer. 

Primary  Care  Physicians — 
Internists 

Family  Practice  Physicians 

Excellent  practice  opportunities  in  sub- 
urban Pittsburgh.  Hospital  assistance  and 
start  up  costs  provided. 

Please  send  resume  to  Primary  Care 
Physicians,  P.  O.  Box  1031,  Charleston, 
WV  25324. 


Professional 
Liability  Insurance 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 
its  endorsed  program  to  you  for... 
your  most  considered  review  and 
attention.” 

Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professional  Liability  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Shepherd 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 

McDonough 

Caperton 

Shepherd 

Group 

Uniquely  capable...  Professionally  competent 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling 


Your  profession 
can  help  protect  you... 
with  group  insurance 
at  substantial  savings. 


Sponsored  by  the  West  Virginia  State  Medical  Association: 


■ Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  benefit  up  to  $500  per  week  when  you  are  disabled. 

■ $500,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $500,000  per  person.  Choice  of  $100,  $250,  $500,  or 
$1,000  calendar-year  deductible.  Employees  are  eligible  to  participate. 


■ Hospital  Money  Plan 

Pays  you  up  to  $1 00.00  per  day  when  you  or  a member  of  your  family  is  hospitalized. 


■ Low-Cost  Life  Insurance 

Up  to  $250,000  tor  members,  $50,000  tor 
spouse,  and  $10,000  for  children. 
Employees  can  apply  tor  up  to  $100,000. 

■ $100,000  Accidental  Death  & Dismemberment 
Insurance 

Around  the  clock  protection — 24  hours  a 
day  . . . 365  days  a year . . , world  wide. 

■ Office  Overhead  Disability  Plan 

Pays  your  office  expense  up  to  $5,000  per 
month  while  you  are  disabled. 

■ Professional  Liability  Policy 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Please  send  me  more  information  about  the  plan(s)  I have 


indicated: 

□ Long  Term  Disability  Protection 

□ $500,000  Major  Medical  Plan 
1 1 Hn^pital  Mnnpy  Plan 

NAME 

□ Low-Cost  Life  Insurance 

ADDRESS 

□ $100,000  Accidental  Death  & 
Dismemberment  Insurance 

CITY/STATE 

ZIP  □ Office  Overhead  Disability  Policy 

n Professional  Liability  Policy 

TELEPHONE 

Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 
Telephone:  1-304-347-0708 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone;  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes; 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D, 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D, 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


IN 

Family  Practice 
Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 

PEDIATRICS 

Thomas  F.  Mann,  M.  D. 

Williams  S.  Dukart,  M.  D. 

Anthony  C.  Dougherty,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

Lois  Speiden,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 

Tom  Moore,  R.  T. 

E.  T.  Cobb,  M.  D. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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NEEDED 

FAMILY  PHYSICIAN  OR  INTERNIST 

Family  physician  or  internist,  Board 
certified  or  Board  eligible,  to  join  thriving 
medical  practice.  Competitive  salary  and 
benefits.  Experience  a plus.  Please  send 
CV  to  M.  Schear,  M.  D.,  1100  Salem 
Avenue,  Dayton,  OH  45406;  or  call  collect 
(513)  276-5901. 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


NEEDED 

a 

NEONATOLOGIST 

or 

PEDIATRICIAN 

★ 

Excellent  opportunity  for  Board  Cer- 
tified or  Board  eligible  Pediatrician  or 
a Neonatologist,  as  a partner  in  city  of 
Huntington,  West  Virginia.  Preferably  a 
Board  eligible  Neonatologist  for  com- 
bined Neonatology  and  General  Pedi- 
atrics. Good  salary,  fringe  benefits  and 
good  coverage  at  a level  3 NICU. 

★ 

Please  send  resume  to: 

P.  O.  Box  2152 
Huntington,  WV  25721 


Reproductive  Health  Care 
For  Women 


• Early  Abortion 

• Birth  Control 

• Pap  Smears 

• V.D.  Screening 
and  Treatment 


ALL  SERVICES  COMPLETELY  CONFIDENTIAL 


WHEELING  MEDICAL  SERVICES,  INC. 
600  RILEY  BUILDING 
WHEELING,  WEST  VIRGINIA  26003 

TELEPHONE  (304)  233-7700 


Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call; 

j[[J  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 
Telephone:  412/741-3310 
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117th  ANNUAL  MEETING 


of  the 


West  Virginia  State  Medical  Association 


AUGUST  22-23,  1984 


General  Seientific  Sessions  will  carry  hour  for  hour  Category  1 CME  Credit. 

PLAN  NOW  TD  ATTEND 
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CLASSIFIED 


FAMILY  PRACTICE  OPENINGS— Pendleton  County 
offers  the  rural  medical  practice  challenge  you  are 
seeking.  Located  in  the  picturesque  Eastern  Panhandle 
town  of  Franklin  are  a group  of  active  and  interested 
businessmen  and  citizens  committed  to  recruiting  and 
financially  supporting  the  establishment  of  new  prac- 
tices. This  opportunity  is  worth  exploring!  Contact 
George  I.  Sponaugle,  President  of  Pendleton  Industries, 
Franklin,  WV  26807.  Telephone:  (304)  358-2337. 


POSITION  AVAILABLE  — West  Virginia,  Wheeling: 
Emergency  Physician.  Modern  Emergency  Trauma 
Center  adjacent  to  Interstate  70  just  one  hour  from 
Pittsburgh.  Good  salary  and  executive  fringe  benefit 
package  including  paid  education  time  off  and  educa- 
tional allowance.  Congenial  staff  and  outstanding  rela- 
tionship between  staff  and  administration.  Area  offers 
cultural  and  recreational  opportunities  including  well- 
known  Oglebay  Park,  without  big  city  problems.  Send 
curriculum  vitae  to  Donald  H.  Hofreuter,  M.  D.,  Medical 
Affairs  Coordinator,  Wheeling  Hospital,  Medical  Park, 
Wheeling,  WV  26003.  Telephone:  (304)  243-3735. 


OB-GYN — Opportunity  to  join  private  practice  at  a 
215-bed  hospital.  Princeton  Community  Hospital  is  lo- 
cated in  a desirable  location  in  southern  West  Virginia 
near  Pipestem  State  Park,  colleges  and  good  schools. 
Please  send  CV  to  Pat  MaGann,  M.  D.,  or  call  Princeton 
Community  Hospital,  12th  Street,  Princeton,  WV  24740. 
Telephone:  (304)  487-1515,  Ext.  497. 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


ASSOCIATE  NEEDED  IN  FAMILY  PRACTICE  GROUP 

— Hard  working  West  Virginia  Family  Practice  Group  in 
need  of  an  Associate.  We  have  two  active  offices  and 
a busy  (300  bed  capacity)  hospital  practice.  We  are 
involved  in  the  Cardiac  Rehabilitation,  Exercise  Testing, 
and  Paramedic  Training.  We  are  in  the  country  with 
good  access  to  skiing,  boating,  hiking,  horseback  rid- 
ing, etc.  We  are  twenty  miles  from  the  University  town 
of  Morgantown  and  the  Medical  Center.  We  are  com- 
mitted to  providing  off  time  as  well  as  hard  work. 
Telephone:  304-363-1112. 


PRACTICE  OPPORTUNITY  AVAILABLE— Obstetrician 
and  Gynecologist  needed  for  96-bed  general  hospital 
located  in  Petersburg,  West  Virginia.  Modern  hospital 
facilities.  Medical  service  area  population  approxi- 
mately 20,000.  Good  recreational  facilities  and  excel- 
lent hunting  area.  Financial  incentives  and  office  space 
provided  for  first  year.  Contact  Dewey  F.  Bensenhaver, 
M.  D.,  Grant  Memorial  Hospital,  P.  O.  Box  1029,  Peters- 
burg, WV  26847.  Telephone:  (304)  257-1026. 


RADIOLOGIST  WANTED  — Radiologist  licensed  in 
West  Virginia  with  Nuclear  Medicine  and  special  pro- 
cedure experience  wanted.  Send  resume  to  211  Maple- 
wood Avenue,  Ronceverte,  WV  24970. 


PRACTICE  OPPORTUNITY  AVAILABLE— Pediatrician 
needed  for  96-bed  general  hospital  located  in  Peters- 
burg, West  Virginia.  Modern  hospital  facilities.  Medical 
service  area  population  approximately  20,000.  Good 
recreational  facilities  and  excellent  hunting  area.  Fi- 
nancial incentives  and  office  space  provided  for  first 
year.  Contact  Dewey  F.  Bensenhaver,  M.  D.,  Grant 
Memorial  Hospital,  P.  O.  Box  1029,  Petersburg,  WV 
26847.  Telephone:  (304)  257-1026. 


FAMILY  PRACTITIONER  NEEDED— Excellent  prac- 
tice opportunity  for  qualified  FP  to  serve  the  community 
with  other  hospital  based  specialists  including  Pedi- 
atrician, Internist,  OB/GYN,  General  Surgeon  and 
E.N.T.  Jackson  General  Hospital  is  located  conven- 
iently in  a small  community  35  miles  from  state  capital. 
Join  the  active  medical  staff  at  a 100-bed,  non-profit, 
acute  care  and  skilled  nursing,  J.C.A.H.  accredited  hos- 
pital. Set  up  your  practice  in  private  medical  office 
building  adjacent  to  hospital.  Competitive  salary  guar- 
antee first  year,  relocation  expenses  paid  and  profes- 
sional help  in  setting  up  practice.  Reply:  Executive 
Director,  Jackson  General  Hospital,  Ripley,  WV  25271. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


POSITION  AVAILABLE  — Wheeling,  West  Virginia; 
Emergency-Trauma  Physician.  Modern  Emergency- 
Trauma  Center  in  275  bed  teaching  hospital  adjacent  to 
Interstate  70,  just  one  hour  from  Pittsburgh.  Excellent 
salary  and  executive  fringe  benefits.  Area  offers  cul- 
tural and  recreational  opportunities  including  well- 
known  Oglebay  Park.  Applicant  should  be  at  least 
board  eligible  in  Emergency  Medicine  or  General  Sur- 
gery. Send  curriculum  vitae  to  Donald  H.  Hofreuter, 
M.  D.,  Wheeling  Hospital,  Medical  Park,  Wheeling,  WV 
26003.  Telephone:  (304)  243-3735. 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPell,  M.  D. 

P.  R.  Hedges,  M.  D. 

T G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M,  J.  Lohne,  M.  D.  (St.  Clairsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 
Gastroenterology 
T.  E.  Chvasia,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A Vasquez,  (VI.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

(VI.  H Drews,  ti/l.  D. 

Pulmonary 
C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D, 

E.  C.  Voss,  M.  D. 

J.  H.  (vlahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 
ORTHOPEDICS 

R.  S.  Glass,  M.  D. 

E.  L.  Barrett,  (VI.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D 


GYNECOLOGY/OBSTETRICS 

R.  W Leibold,  (VI.  D. 

T.  A Athari,  (Vl.  D. 

J.  W.  Campbell,  (VI.  D. 

R T.  Brandfass,  (VI.  D. 

C.  V.  Porter,  (VI.  D. 

R.  A,  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F Park,  (yl.  D. 

(VI  E Nugent,  (VI.  D. 

R.  V.  Pangillnan,  M D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 
NEURO-SURGERY 

F.  J.  Payne,  (VI  D 
NEUROLOGY 

H.  L.  Kettler,  (VI.  D. 

S.  G Christopher,  M.  D. 

W.  Zyznewsky,  (^.  D. 

J.  G.  Tellers,  fvl.  D. 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  Ivl.  D. 

D.  P.  Hill,  (VI.  D. 

D.  H.  Smith,  M.  D. 

J.  G.  Tellers,  (VI.  D. 

Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E.  Schul,  Optician 
Speech  Therapy/Audiology 
J.  P.  Frum,  (VI.  S.,  S P A. 
Biofeedback  Laboratory 
(VI.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  Ivl.  T. 

TECHNOLOGISTS 
Electrocardiography 
B.  Ivlaguire,  R.  N 
B.  Mukiewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CfvIET 
J.  Green,  R.  N. 
Roentgenology 

E.  Forester,  R.  T. 
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The  weight  of 

objective  evidence 
supports  the  cUnical 
efficacy  of 

Dalmanc 


Jlurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nulley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
l3:\8-22.  Jan  1971.  4.  Kales  A el  al:  JAMA  241:1092-1605. 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20l:m0-m\.  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Cer/alrSoc  27:541-546,  Dec  1979. 
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Dalmane^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summ^rry  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flur^lzepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoiaeu  wiin  gradual  tapering  of  doscige  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported;  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCl  /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
aiteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights  ^ 
•Seldom  produces  morning  hangover.^ 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued."^ 


15-mg/30-mg  capsules 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary  Consult  the  package  literature  for  prescribing 
Information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sireptococcus  pneumoniae  (Diplococcus  pneumoniae) , Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings.  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
ANO  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions.  General  Precautions~\1  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  (Coombs'  lest  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling's  solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy-Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  SOO-mg  doses 
Average  levels  were  0 18,  0 20,  0 21.  and  0 16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


tefQclor 


Pulvules®',  250  and  500  mg 


Some  ampicillin-resisfanf  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  ()eclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children— Sateiy  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 m 200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vagmitis  (less  than  1 in  100 
patients) 

Causal  Relationship  t/ncerfa/n— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepaf/c— Slight  elevations  of  SCOT,  SGPT.  or  alkaline  phosphatase 
values  (1  m40) 

Hematopoietic— ^lans\er\\  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R1 


'Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  oi  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  pemcillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 
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697-7036 

K.  M.  Fink,  M.  D. 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I,  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermitteht  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiuslment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl , in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  of  these  potential  problems  and , 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery. 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  thttime  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  nol  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCiytDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ol  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

(iarcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PR(jCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ol  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase. CPK  LOH.  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  fherapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66).  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59' to  77'F  (15° to  25=C)  in  the  man- 
ufacturer's original  container 

More  detailed  prolessional  information  available  on  request  © 1982.  Pfizer  Inc 
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not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  thesame  degree  ^ 
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for  the  varied  faces  of  angina 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0,5%). 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 


"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 
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RELEASE 


Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 


ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 


Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 


Economical . . . comparable  efficacy  and  safety  as  other  NSAI  Ds,  yet  costs 
approximately  one-half  as  much. 


Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 


Pioneers  in  medicine  for  the  family 
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ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorpnn  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorpnn  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorpnn,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorpnn  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorpnn  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorpnn  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential  □ Bioavailability  data  for  Zorpnn  have  confirmed 
that  plasma  levels  of  salicylic  acid,  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorpnn  as  for  conventional  release  aspirin  using  the  same  total  daily  dose.  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorpnn  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorpnn's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%), 
salicyluric  acid  (75%)  salicylic  phenolic  (10%),  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorpnn  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis  The  safety  and  efficacy  of  Zorpnn  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care).  □ In  patients  treated  with  Zorpnn  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorpnn  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorpnn  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS)  Zorpnn  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorpnn  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorpnn  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  ol  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age:  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics  □ \A/hile  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid  □ USE  IN  PREGNANCY  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidehce  of  stillbirths  and  neonatal  deaths  in  animals  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potehtial  hazard  to  the  fetus  □ Aspirin  should  hot  be  taken  during  the  last 
3 months  of  preghancy  □ PRECAUTIONS:  Appropriate  precautiohs  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  cautioh  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleedmg  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  beeh  oh  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatmeht  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxicatioh  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  fuhction  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery.  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs.  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2 0 grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding,  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother. 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  hot  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-mduced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes.  e g.  slow-reacting  substance  of  anaphylaxis  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  beeh  reported  to  produce  reversible  hepatic  dysfunction  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusion,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg'dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  7 1 may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants,  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal ) □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  ol  Zorprin  should  be  swallowed  intact  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  prolile  ol  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sullicient  quantities  ol  lluidsISoz  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day  Because  of  Zorpnn's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets.  □ Bottles  of  100  Tablets  — NDC  0524-0057-01.  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4.308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 

12/8/83  0057-04 
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The  structural 
formula  of  aspirin  is: 


COOH 


OCOCH3 
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Roche  salutes 

the  history  ot  West  Virginia  medicine 


THE  FIRST  STATE 
INSTITUTION  WEST 
OF  THE  ALLEGHENIES 


Mental  health  care  in  West  Virginia  began  in  1858 — 
before  statehood— when  the  Virginia  Assembly 
authorized  construction  of  the  first  public  institution 
west  of  the  Alleghenies,  at  Weston. ' 

Completed  by  West  Virginia,  it  opened  in  1864  as 
the  Trans-Allegheny  Lunatic  Asylum,  consisting  of  fhree 
one-sfory  buildings  housing  nine  pafients.  The  asylum 
was  virfually  fhe  only  fangible  property  West  Virginia 
had  to  show  for  ifs  share  of  fhe  dispufed  Virginia  debt 
of  more  fhan  13  million  dollars  at  the  end  of  fhe  War 
Between  the  States.  ’ 


supplied  the  institution's  kitchen.'  To  this  day,  Weston 
Hospital,  as  it  is  now  known,  maintains  its  own 
laundry,  plumbing,  maintenance  and  repair  shops  on 
spacious  grounds.2 

More  important,  it  has  served — and  continues  to 
serve — the  mental  health  requirements  of  the  people 
of  West  Virginia  with  the  most  advanced  skills  and 
sciences.  In  1957,  Weston  reached  a remarkable 
capacity  of  2300  pafienfs^ — a far  cry  from  fhe  original 
nine — a fribufe  fo  the  growth  ot  this  historically 
significant  hospital. 


Copyright  © 1983  by  Roche  Products  Inc  All  rights  reserved 


A self-sufficient  institution 

By  1880,  the  main  building  had  grown  to  nine  acres 
of  floor  space — a handsome  gray  stone  structure  said 
to  be  the  largest  hand-cut  stone  building  in  the 
country.  Planned  to  be  as  self-sufficient  as  possible, 
the  main  building  was  set  on  a 350-acre  farm  that 


References:  1.  Writers'  Program  West  Virginia  A Guide  to  the  Mountain  State 
New  York,  Oxford  University  Press,  1956.  p 363  2.  Data  an  file,  Haffmann- 
La  Roche  Inc  , Nutley,  NJ 


ROCHE 


When  the  history  reveals 
anxious  depression... 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who 
ore  also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiozepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiozine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.' 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  o rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects. 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  os  operating  machinery  or  driving  a cor 

References:  1.  RIckels  K:  Drug  treotment  of  anxiety,  in  Psychopharmacotogy  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977  p 316  2.  Feighner  JP  et  al-  Psychopharmacology  6/  217-229,  Mar  1979  3.  Data  on  file, 
Hoftmann-La  Roche  Inc.,  Nutley  NJ 


In  moderate  depression  and  anxiety 

Umbitnolcv 

Tablets  5-12.5  each  containing  5 mg  chlofdioiepoxide  and  12.5  mg  amitriplvline 
(ds  the  hydrochlonde  soltj 

Tablets  10-25  each  containing  tO  mg  cnlofdiozepoxide  and  25  mg  amitriptyline 
(as  the  hydrochlonde  salt] 


Please  see  summary  of  producf  Informafton  on  following  page. 


LIMBITROL®  TABLETS®  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of 

which  follows: 

Indicofions:  Relief  of  moderofe  fo  severe  depression  ossociofed  wifh  moderofe  fo 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  ochieved  Contraindicated  during  ocute  recovery 
phose  following  myocardial  infarction 

Worrtings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-lype  drugs  Closely  supt  ivise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with  use 
of  tricyclic  antidepressants,  especially  high  doses  Myocardial  intarctian  and  stroke 
reported  with  use  of  this  class  of  drugs ) Caution  patients  about  possible  combined 
effects  with  olcohol  and  other  CNS  depressants  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tronquilizers  during  the  first  trimester 
should  almost  always  be  avoided  becouse  of  increased  risk  of  congenital 
malformations  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  Insfituflng  therapy;  advise  patients  to  discuss  therapy  If  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiozepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addicfion-prone  individuols  or  those 
who  might  increase  dosage,  withdrawal  symptoms  followihg  discohtihuatioh  of  either 
component  alone  hove  been  reported  (nauseo,  heodoche  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  tor 
chlordiozepoxide) 

Precautions:  Use  wifh  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
potients  or  those  on  thyroid  medication,  ond  in  patients  with  impaired  renal  or  hepatic 
functioh  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  lorge  quantities  in  these  patients  Periodic  liver  function  tests  ond  blood 
counts  ore  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  oction  of  guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive  Discan- 
tinue  several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnoncy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  otaxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexio, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  os  side  effects  of  both 
Limbitrol  ohd  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfuhction  have 
been  observed  rarely 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations  myocardiol 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomanio  and  increased  or  decreosed  libido 

Neurologic  Incoordination,  atoxio,  numbness,  tingling  and  paresthesias  at  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  chonges  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  phatosensifizatioh,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  onorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  ga- 
lactorrhea and  minor  menstaiol  irregularities  in  the  female  and  elevation  and  lowering 
ot  blood  sugar  levels 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  beeh  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestotion  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  increased 
up  to  SIX  tablets  or  decreosed  to  two  toblets  daily  as  required  Limbitrol  5-12  5,  initial 
dosoge  of  three  to  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiozepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  ond  blue,  film-coated  tablets,  each 
containing  5 mg  chlordiozepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  50 
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IN 

Family  Practice 
Obstetrics  and  Gynecology 


TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
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J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M.  D. 


Dentistry: 
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Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


Reproductive  Health  Care 
For  Women 


• Early  Abortion 

• Birth  Control 

• Pap  Smears 

• V.D.  Screening 
and  Treatment 


ALL  SERVICES  COMPLETELY  CONFIDENTIAL 
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ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Announcing 
newly  formulated 

Equagesic 


(meDrobamate  with 


See  important  information  on  next  page 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic" 

(meprobamate  with  aspirin)  e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspmn 

INDICATIONS: 

Adjur>ct  in  short-term  treatment  ol  pam  accom- 
panied by  tension  and- or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pam  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS; 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria: 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodol. 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  m life-threalening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  mgestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  ol  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . dnving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressanI 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION; 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  In  several  stud- 
ies. Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier, 
ft  Is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 
PRECAUTIONS; 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabelics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodoi,  and  cross-sensitivity  between  mepro- 
bamate  mebutamate  and  meprobamate' 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ‘ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE; 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspmn 
and  meprobamate  Aspmn  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  tittle  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 S-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3.0  mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to- moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED; 

Scored  tablets,  bottles  of  100.  Redipak*  strip 
pack  25  s.  Redipak  * unit  dose  lOO's.  individ- 
ually wrapped 
Cl  3343-1  9/6'83 


Wyeth  Laboratories 

I Philadelphia  Pa  19101 


\AA 
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You  can  rely  on  our  experience 
for  your  cardiology  needs. 


Cardiac  Rehabilitation  Institute,  a group  of  skilled  cardiologists  and 
medical  technologists,  combines  experience  and  training  with  quick 
response  and  an  absolute  devotion  to  excellence. 

Rely  on  CRI  for  your  cardiology  needs  in— 

Echocardiography— M-Mode  Display  and  Two-Dimensional 
echocardiograms. 

24-hour  Holier  Monitoring— Detects  and  documents  cardiac  arrhythmias. 

Nuclear  Cardiology— Ads/anced  nuclear  scanners  enhance  the  evaluation 
of  ischemic  heart  disease  and  quantitates  cardiac  function. 

Stress  Testing— Jesting  programs  evaluate  cardiovascular  performance 
and  aid  in  detection  of  ischemic  heart  disease. 

Computerized  ECG  's— ECG  reports  available  in  minutes  round  the 
clock— and  storage  and  ECG  management  simplified. 

The  important  extra  when  you  deal 
with  CRI:  Confidence 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue 
Pittsburgh,  PA  15232 
Phone-412/682-6201 


CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ^ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Southern  West  Virginia 

MAJ.  Sheila  T.  Bowman,  ANC 

USAR  AMEDD  Procurement 

Forest  Glen  Section 

Walter  Reed  Army  Medical  Center 

Washington,  DC  20307 

(301)  427-5101/5131 


Northern  West  Virginia 

MAJ.  James  E.  Kuza,  MSC 
USAR  AMEDD  Procurement 
Federal  Building,  Room  304 
1000  Liberty  Avenue 
Pittsburgh,  PA  15222 
(412)  644-4432 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D.  925-0693 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 


CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Each  program  offers: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


THE  ONLY  WAY  THROUGH  TODAY’S  FINANCIAL  MAZE 
IS  A SINGLE,  KNOWLEDGEABLE  GUIDE. 


If  you're  on  your  way  to  an  ambitious  and  secure  finan- 
cial future,  you've  discovered  it  takes  serious  financial  plan- 
ning. And  more  time  and  effort  than  you  expected. 

BUT  THERE'S  AWAY 

It's  called  CAIN,  Kanawha  Valley  Bank's  Guided  Asset 
Investment  Network®.  An  arsenal  of  complete  financial  ser- 
vices from  a single,  confidential  source  under  your  direction. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  responsible 
to  you,  who  has  access  to  the  disciplines  of  cash  manage- 
ment. lending,  asset  management,  investments,  trust  and 
financial  management  specialties,  and  tax  planning. 

WITH  GAIN,  YOU  CAN  REVIEW 
YOUR  TOTAL  FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System  automatically  provides  you  with  a 
comprehensive  monthly  statement,  easy -to -read..  WeVe 

OKanawha 


with  balances  and  transactions  for  your  assets. 
» checking  account  and  loans. 


GAIN  ISA 

IC^NAWHA  VALLEY  BANK  EXCLUSIVE. 

GAIN  is  unique  and  available  only  at  Kanawha  Valley 
Bank  because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work.  And  because  we  have  the  investment 
objectivity,  financial  perspective,  knowledge,  resources  and 
services  to  make  this  concept  work  for  you. 

THE  GAIN  SYSTEM®. 

IT  KEEPS  YOU  FROM  BEING  OVERCOME 
WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial  services, 
call  john  Ziebold  (304)  348-09 1 9 or  Don  Santee  (304) 
348-738 1 . Because  you  can  only  get  where  you're  going 
with  someone  who  knows  the  way. 


Kanawha  Valley  Bank  • One  Valley  Square  • Box  1793*  Charleston.  \AA/A  25326“  Phone  (304)  348-7000  • Organized  1 867  • Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC. 
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600 mg  Tablets 
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The  Upjohn  Company*  Kalamazoo,  Michigan  49001  USA 
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More  coriveiuenl^  your  patients 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide<lerived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide"  should  be  used  with 
caution  in  patients  with  histones  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'.  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  ihterferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  nlfeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
With  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditiohs,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis. and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  although  a causal  relationship  has  not 
been  establish^ 

Supplied:  'Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  ^ckages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak'”  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  Need  to 
Conserve  

Remember  the  Unique 
Red  and  White  Capsule: 


Yom  Assurance  of 


Potassium-  Sparing 

I¥YAy.fTOT 

Each  cap.sule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  Ifears  of  Confidence 


The  unique 
red  and  white 
Dyazide®  cap,sule: 
X)ur  assurance  of 
SK&F  t|ualit)’. 


a product  of 

SK&F  CO. 

Carolina,  PR  00630 
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Special  Article 


The  Forging  Of  Illness 


ROLAND  J.  WEISSER,  JR.,  M.  D. 

Associate  Professor,  Department  of  Family  Practice, 
West  Virginia  University  Medical  Center,  Morgantown 

RANDY  HEAVNER 

Second-Year  Student,  WVU  School  of  Medicine, 
Morgantown 

DAN  HOLTAN 

Second-Y ear  Student,  WVU  School  of  Medicine, 
Morgantown 


A telephone  survey  devised  by  the  West  Vir- 
ginia University  Department  of  Sociology  was 
conducted  to  evaluate  the  stress  endured  by 
workers  at  Weirton  Steel  during  the  recent 
threatened  closing  of  that  plant.  The  survey  was 
conducted  during  the  peak  of  the  uncertainty 
about  the  plant’s  future  and  several  months  be- 
fore the  vote  in  favor  of  the  Employee  Stock 
Ownership  Plan  {ESOP).  Several  of  the  ques- 
tions in  the  survey  were  designed  to  elucidate 
the  effects  of  the  threatened  job  losses  on  the 
mental  and  physical  health  of  the  ivorkers.  Those 
responses  are  discussed  in  the  folloiving  paper. 

Although  this  survey  can  hardly  be  construed 
to  contain  statistically  validated,  objective  in- 
formation, it  is  the  opinion  of  the  authors  that 
the  trends  suggested  by  the  data  may  provide 
some  useful  insights  into  the  effects  of  economic 
stress  on  the  physical  and  mental  health  of  the 
individuals  and  the  geographic  area  concerned. 

V^^EIRTON  Steel,  one  of  West  Virginia’s  largest 
employers  and  biggest  taxpayers,  is  fighting 
for  survival.  And,  as  Weirton  Steel  goes,  so  goes 
the  town  of  Weirton  and  much  of  the  surround- 
ing tri-state  area.  The  struggle  began  on  March 
2,  1982,  when  National  Steel,  since  1929  the 
corporate  owner  of  Weirton  Steel,  decided  to 


limit  its  further  investment  in  the  plant  “as  part 
of  its  ongoing  effort  to  direct  its  capital  funds  to 
areas  of  highest  return.”  At  the  time  of  the 
announcement,  Weirton  Steel  employed  approxi- 
mately 7,500  workers.  Since  that  time,  con- 
tinuing layoffs  have  eroded  that  number  con- 
siderably. 

The  employees  and  the  town  of  Weirton  had 
choices.  The  workers  could  stand  idly  by  as  the 
plant  was  phased  down  into  a small  finishing  mill 
or,  worse,  was  entirely  phased  out.  Or,  they 
could  purchase  the  plant  through  an  Employee 
Stock  Ownership  Plan  (ESOP). 

Eollowing  National  Steel’s  announcement  there 
was  some  despair  regarding  the  threatened  plant 
closing.  But,  from  the  adversity  grew  strength 
in  community  pride  and  enthusiasm  which 
evolved  into  a unique  spirit  of  cooperation  to 
achieve  an  opportunity  for  the  workers  at  Weir- 
ton Steel  to  purchase  the  plant.  Recently,  the 
employees  voted  by  a substantial  majority  to 
effect  tbe  Employee  Stock  Ownership  Plan.  That 
vote  created  the  largest  such  company  currently 
operating  within  the  continental  United  States. 

Survey  of  Employees 

In  the  midst  of  the  turmoil  surrounding  the 
announcement  to  close  the  plant.  Dr.  Arnold 
Levine,  Professor  of  Sociology  at  West  Virginia 
University,  conceived  a plan  to  evaluate  the 
stresses  and  coping  mechanisms  utilized  by  the 
employees  to  deal  with  the  uncertainties  of  their 
future.  To  define  these  parameters,  he  devised 
a questionnaire  describing  the  demographic 
characteristics  of  the  employees  and  eliciting 
their  responses  to  a number  of  questions  con- 
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cerning  their  perceptions  of  the  problems  at  the 
mill,  the  various  management  alternatives,  and 
the  effects  of  the  proposed  changes  on  their 
family  lives,  personal  lifestyles,  and  emotional 
and  physical  health.  The  final  survey  contained 
35  general  questions  with  numerous  sub-sections 
to  which  responses  were  requested  as  specific 
factual  information,  as  yes/no  alternatives,  or  in 
multiple  choice  fashion. 

Weirton  Steel  provided  an  employee  roster  of 
some  7,089  names  from  which  a random  sample 
was  chosen  across  job  classification  levels.  Every 
eighth  name  on  the  list  was  then  selected  for 
interview,  providing  a total  of  919  active  em- 
ployees. The  sample  size  provided  a number  of 
manageable  proportions  but,  at  the  same  time, 
appeared  large  enough  to  insure  an  adequate 
data  base.  A second  sample  of  126  recently 
laid-off  workers  was  similarly  chosen. 

A grouj)  of  35  telephone  interviewers  was  then 
recruited,  and  the  sample  was  surveyed  by  tele- 
phone. As  part  of  a summer  project  in  the  De- 
partment of  Family  Practice  at  the  West  Virginia 
University  Medical  Center,  two  of  the  authors 
( Heavner  and  Holtan ) participated  in  the  tele- 
phone interviewing  and  the  computer  analysis  of 
the  data.  Tlieir  particular  interests  were  in  the 
responses  to  health  and  other  related  items 
focusing  on  individual  well-being. 

Of  the  1,045  workers  in  the  sample,  674  were 
contacted  successfully  through  telephone  inter- 
views that  lasted  from  20-35  minutes.  Of  these, 
599  were  still  employed  and  75  had  been  laid  off. 
Of  the  remaining  371,  “ . . . 105  individuals  re- 
fused to  participate,  and  we  were  unable  to 

contact  266  employees  for  one  of  several  rea- 
”1 

sons. 

Three  Health-Related  Questions 

Three  of  the  questions  in  the  survey  were  con- 
cerned with  the  general  health  and  well-being  of 
the  respondents.  Question  #21  was  posed  con- 
sistently by  interviewers,  who  read  as  follows: 

“Question  #21 — Pm  going  to  read  some  items 
and  Ed  like  to  know  whether  in  the  past  year 
they  have  gotten  better  for  you,  stayed  the  same 
or  gotten  worse.” 

TABLE  1 

Percentage  of  Respondents  Reporting 
“Gotten  Worse” 


Employed  Laid  Off 


Your  marriage 

3.85 

18.67 

Your  family  relationships 

4.52 

17.33 

Your  physical  health 

12.69 

16.00 

Yoiu"  mental  or  emotional  health 

14.69 

26.67 

Table  1 shows  a tabulation  of  the  responses  to 
the  question.  In  each  category,  workers,  whether 
eni])loyed  or  laid  off,  sensed  that  things  had 
“gotten  worse”  during  the  preceding  year.  More 
impressively,  the  degree  of  deterioration  was 
much  more  marked  when  the  worker  category 
was  compared  with  the  laid-off  category. 

The  second  health-related  question,  #23  on 
the  survey,  was  posed  by  interviewers  in  the 
following  format  in  an  effort  to  elicit  the  degree 
of  stress  perceived  by  the  respondents. 

“Question  #23 — I’m  going  to  read  some  state- 
ments that  have  to  do  with  how  people  some- 
times feel  emotionally  and  I’d  like  for  you  to  tell 
me  whether  this  is  true  or  not  for  you.  That  is, 
whether  you  would  say  yes  or  no  to  each  state- 
ment.” 

Once  again,  although  the  stresses  were  felt 
across  the  entire  spectrum  of  employees,  those 
who  already  had  been  laid  off  suffered  most 
profoundly.  These  results  are  shown  in  Table 
2. 

Significant  Difference 

From  Tables  1 and  2 it  is  quite  clear  that  a 
significantly  higher  proportion  of  unemployed 
( laid-off ) workers  perceived  and  reported  that 
their  mental  and  physical  health  had  deteri- 
orated. Further,  a substantially  greater  deteri- 
oration in  marriage  and  family  relationships 
was  rej)orted  by  the  laid-off  workers  when  com- 
pared to  employed  workers.  Almost  half  of  the 
unemployed  workers  reported  feeling  tense  and 
anxious,  and  one  quarter  were  having  difficulty 
sleef)ing  or  felt  unable  to  control  their  lives. 
Twelve  per  cent  of  the  unemployed  workers  re- 
ported they  were  drinking  more  than  usual  to 
forget  their  troubles. 


TABLE  2 

Emotional  Stress  (Percentage  of  Respondents 
Agreeing  with  Questions) 


Employed 

Laid  Off 

I feel  tense  and  anxious  much  of 
the  time 

35.95 

49.33 

I have  been  having  a difficult 
time  sleeping 

14.21 

25.33 

My  home  is  a happy  and  pleasant 
place  to  be 

95.32 

86.67 

I am  often  cross  and  grouchy 
with  people 

14.32 

22.97 

I have  been  drinking  more  than 
usual  to  forget  my  troubles 

2.68 

12.00 

Much  of  the  time  I feel  blue 
or  sad 

9.20 

20.00 

Life  has  changed  so  much  that 
I feel  powerless  to  control 
mv  own  life 

8.86 

25.33 
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Each  member  of  the  sample  also  was  asked  to 
respond  to  the  statement,  “I  feel  that  1 must  take 
drugs  in  order  to  feel  good.”  Only  six  individuals 
from  the  entire  sample,  all  still  employed, 
responded  affirmatively.  No  further  efforts  to 
quantitate  the  increased  use  of  alcohol  or  drugs 
were  attempted  due  to  the  notorious  inaccuracies 
of  self-reporting  techniques  when  applied  to  such 
sensitive  information  categories. 

All  the  respondents  suggest  that  the  unem- 
ployment and  economc  instability  caused  by  the 
possible  plant  closing  posed  major  threats  to 
workers’  security  and  livelihoods.  The  results 
further  suggest  that  a trend  toward  increased 
marital  problems,  anxiety,  and/or  depression 
among  the  stressed  or  unemployed  workers  might 
not  be  unanticipated  sequelae. 

The  Weirton  industrial  community  is  a re- 
markable group.  The  workers  comprise  a rela- 
tively high  middle-class,  family-oriented  group 
with  a strong  community  base.  For  example, 
87  per  cent  of  workers  interviewed  reported  a 
family  income  of  greater  than  $25,000  in  1982; 
89  per  cent  interviewed  were  married,  and  96 
per  cent  of  those  married  had  children.  Another 
indication  of  the  strength  of  community  and 
family  ties  is  that  42  per  cent  of  those  inter- 
viewed reported  having  one  or  more  immediate 
family  members  currently  employed  at  Weirton 
Steel. 

The  economic  wealth  of  the  Weirton  area  and 
the  stability  imposed  by  such  a large  employer 
created  a very  comfortable  socio-economic  en- 
vironment in  which  the  successive  generations 
located  in  close  geographic  proximity  to  Weirton 
Steel,  nurtured  their  families  and  continued  in 
the  degree  of  wealth,  authority,  prestige,  and 
social  position  which  the  preceding  generation 
had  established.  Consequently,  the  possible 
closing  of  the  mill  threatened  not  only  the  finan- 
cial security  of  the  employees,  but,  their  social, 
political,  and  psychological  securities  as  well. 
The  mill  thus  profoundly  influenced  virtually 
every  aspect  of  the  lives  of  its  employees. 


TABLE  3 

Percentag:e  of  Workers  Utilizing 
Various  Community  Support  Facilities 


Employed 

Laid  Off 

Your  family 

27.21 

49.33 

Friends  or  neighbors 

14.86 

20.00 

Other  workers  at  the  plant 

19.23 

17.33 

Priest  or  Minister 

6.69 

10.67 

Private  Doctor 

6.86 

5.33 

A Social  Agency 

1.01 

10.67 

Personal  Support  Sources 

A final  question  in  the  survey  attempted  to 
evaluate  the  source  of  support  most  often  used 
by  the  respondents.  The  question  was  phrased  as 
follows,  and  the  responses  are  shown  in  Table  3. 

“Question  #22 — Sometimes  during  a stressful 
period,  people  turn  to  other  people  or  agencies 
for  assistance  or  support.  During  this  past  year, 
have  you  turned  to  any  of  these  people  for  assis- 
tance of  some  kind?” 

Nearly  one  half  of  the  unemployed  workers 
turned  to  family  for  financial  or  emotional  sup- 
port when  jobs  were  threatened  or  lost.  Empha- 
sizing the  strong  community  network,  the  next 
most  sought  after  help  came  from  friends,  neigh- 
bors and  other  workers.  Assistance  from  private 
physicians  was  the  type  of  support  sought  least 
by  the  unemployed.  Only  5.33  per  cent  of  the 
laid-off  workers  and  6.86  per  cent  of  employed 
workers  sought  contact  with  their  physicians  in 
the  12  months  preceding  the  survey. 

It  is  interesting  to  speculate  why  so  few  work- 
ers viewed  physicians  as  potential  sources  of 
support.  Since  the  percentage  in  each  category 
( employed  and  laid  off ) is  roughly  similar,  it  is 
suggested  that  the  range  of  problems  requiring 
a specific  medical  intervention  is  similar  in  both 
groups.  Does  it  stand  as  an  indictment  of  the 
medical  profession  that,  even  though  declared 
by  training  and  by  cultural  role  definition 
as  the  “helping”  profession,  the  man  on  the 
street  is  unable  to  discern  that  characteristic? 
Is  the  profession  recognized  as  being  inaccessi- 
ble, unwilling  and  unable  to  understand  the 
plight  of  the  unemployed?  Are  physicians  re- 
moved by  social  class,  by  economic  considera- 
tions, or  other  factors  that  buffer  them  from  the 
mainstream  of  society  so  that  they  appear  dis- 
interested, calloused,  and  detached?  Are  physi- 
cians not  really  qualified  to  counsel  during  “hard 
times”  because  they  are  isolated  from  such  situa- 
tions in  their  own  lives?  Or,  have  physician 
charges  priced  them  entirely  out  of  the  competi- 
tive market  for  helpers?  This  study  will  not 
answer  any  of  those  questions,  but,  it  certainly 
does  pose  them! 

There  may  be  another  cryptic  lesson  in  the 
responses.  Individuals  who  are  reluctant  to  turn 
to  physicians  for  help  and  support  also  may  be 
likely  to  find  it  difficult  to  disclose  real  problems 
even  when  they  are  with  the  physician.  Perhaps 
the  spending  of  a few  extra  moments  in  inquiring 
about  the  patient’s  job,  life  style,  and  family 
will  eliminate  some  of  that  reticence  and  prove 
invaluable  in  assessing  the  current  health  status. 
If  nothing  else,  those  few  moments  will  surely 
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convey  the  impression  that  the  physician  is 
genuinely  interested  and  caring. 

Economic  Indicators  and  Social  Costs 

In  1976,  Harvey  Brenner  at  the  Johns  Hopkins 
University  prepared  a study  entitled,  Estimating 
the  Social  Costs  of  National  Economic  Policy: 
Implications  for  Mental  and  Physical  Health, 
and  Criminal  Aggression^  The  purpose  of  the 
study  was  to  “ . . . translate  research  findings  on 
the  pathological  effects  of  unemployment  and 
other  forms  of  economic  distress  into  a form  that 
would  be  useful  for  national  economic  policy 
decisions.” 

In  that  study,  three  indices  of  economic  be- 
havior ( per  capita  income,  unemployment  rate 
and  rate  of  inflation  I were  studied  in  relation 
to  measures  of  social  cost  ( mortality  rates,  men- 
tal hospital  admission  rates,  and  imprison- 
ment rates ) . The  analyses  were  performed 
using  regression  techniques.  It  was  pointed  out 
that  such  techniques  “ ...  do  not  demonstrate 
causation.  They  only  establish  that  certain  fac- 
tors vary  in  similar  fashion  and  appear  to  be 
statistically  linked.” 

The  findings  suggested  that  “the  most  consis- 
tent pattern  of  relationship  between  national 
economic  changes  and  each  of  the  measures  of 
social  costs  was  demonstrated  with  the  unem- 
ployment rate.”  The  other  social  costs  ( rate  of 
inflation  and  per  capita  income ) also  showed 
significant  relationships  to  mortality  rates,  but 
not  with  the  same  degree  of  consistency.  Spe- 
cifically, mortality  from  cardiovascular-renal  dis- 
ease increased  ( with  a lag  period  of  one  to  three 
years  ) following  a rise  in  unemployment.  Mental 
hospitalization  and  cirrhosis  I with  a lag  of 
approximately  two  years),  and  suicide  I with  a 
lag  of  one  to  three  years ) followed  a similar 
trend. 

Entire  Community  Affected 

It  is  important,  also,  to  note  that  any  anti- 
cipated increase  in  the  incidence  of  pathology 
will  not  be  confined  to  the  stressed  individuals 
alone,  but  will  encompass  the  entire  community. 
For  example,  the  wife  and  children  of  a worker 
or  the  local  businessman  may  well  be  sharing  the 
same  anxieties,  uncertainties,  and  / or  depression 
as  the  worker.  It  is,  unfortunately,  impossible  to 
identify  the  specific  members  of  the  community 
who  will  be  most  stressed  and  therefore  the  most 
likely  candidates  for  a pathologic  reaction. 


Whether  or  not  the  ESOP  will  be  successful 
and  forestall  an  economie  calamity  in  the  Weir- 
ton  area  remains  to  be  seen.  Meanwhile,  the 
Weirton  Steel  survey  suggests  that  there  is  sub- 
stantial anxiety  and  depression  manifested  as 
strained  family,  marital  and  interpersonal  rela- 
tionships among  workers  who  are  stressed  by  the 
economic  turmoil.  Physical  health  is  being  un- 
dermined by  reported  losses  of  sleep  and  in- 
creasing consumption  of  alcohol.  There  is  grow- 
ing insecurity  and  instability  in  a community 
that  traditionally  has  been  secure.  Physicians, 
although  in  a position  to  help,  either  have  not 
been  recognized  as  potential  sources  of  support, 
or  have  been  unapproached  by  this  beleaguered 
population. 

Economic  Stress  May  Presage  Illness 

Under  no  circumstances  should  the  data  con- 
tained in  this  study  be  construed  as  statistically 
valid.  The  data  are  the  result  of  an  observational 
effort  wherein  the  observers  attempted  to  collect 
and  tabulate  the  subjective  responses  of  the  sam- 
ple population.  Nevertheless,  the  lopsided  pre- 
ponderance of  the  responses  makes  it  exceedingly 
difficult  to  overlook  the  potential  negative  impact 
of  threatened  job  loss  or  frank  unemployment  on 
virtually  every  aspect  of  the  workers’  lives.  The 
congruence  of  opinion  suggests  a massive  simi- 
larity of  human  response  to  a common  threat, 
rather  than  a curious  coincidence. 

If  economic  stress,  as  intimated  in  the  Brenner 
monograph,  is  in  fact  a harbinger  of  increased 
j)athology,  then  the  Weirton  area  may  experi- 
ence some  increases  in  the  incidence  rates  of 
cardiovascular-renal  disease,  cirrhosis,  mental 
illness,  and  suicides  in  forthcoming  years.  Per- 
haps by  being  forewarned,  the  medical  profes- 
sion also  can  be  forearmed. 
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Despite  extensive  postmortem  studies,  be- 
ginning around  1912,  it  has  not  been  possible  to 
develop  a unifying  hypothesis  regarding  the 
pathophysiology  of  acute  myocardial  infarction. 
Recent  studies  using  coronary  arteriography 
during  the  first  few  hours  in  acute  myocardial  in- 
farction confirmed  that  in  a high  percentage  of 
patients  there  is  thrombosis  and  total  occlusion 
of  the  arteries  supplying  the  zone  of  infarction. 
On  this  premise,  streptokinase,  an  enzyme  pos- 
sessing anticoagulant  properties,  is  being  infused 
directly  into  occluded  coronary  arteries  during 
acute  transmural  infarction  with  the  hope  of  dis- 
solving the  clot  and  salvaging  myocardium. 

This  procedure  was  performed  on  a 56-year- 
old  female  who  teas  admitted  to  West  Virginia 
University  Medical  Center  ivith  an  acute  inferior 
wall  myocardial  infarction.  Intra-coronary  strep- 
tokinase ivas  successful  in  reopening  a 100-per 
cent  occluded  right  coronary  artery.  The  patient 
subsequently  underwent  coronary  artery  bypass 
grafting  ( CABG  ),  and  presently  remains  asymp- 
tomatic. 

/^ARDIAC  catheterization  within  the  first  few 
'^hours  of  an  acute  myocardial  infarction  con- 
firms that  occlusion  is  due  to  thrombosis  of  the 
artery  supplying  the  area  of  infarction  in  a 
high  percentage  of  patients.  Plaque  hemorrhage 
may  he  the  most  common  cause  of  coronary 
thrombosis.  The  atherosclerotic  plaque,  which 
gradually  encroaches  on  the  lumen  of  coronary 
vessels  in  almost  all  individuals  in  the  course  of 
a lifetime,  is  composed  of  cholesterol  crystals  in 
fibrous  tissue  with  a fibrous  cap.  Small  blood 
vessels  grow  from  the  vasa  vasorum  into  the 
jilaque.  When  these  vessels  rupture  within  the 
})laque,  the  hemorrhage  may  extrude  through  the 
fibrous  cap  and  into  the  lumen  where  it  initiates 
clotting. 

The  trigger  mechanism  that  initiates  the  pro- 
cess is  not  known.  Some  investigators  believe 


that  spasm  plays  a part  in  disrupting  a fibrous 
cap.  Regardless,  once  the  process  of  bleeding 
and  clot  formation  begins  in  an  already-narrowed 
vessel,  blood  flow  slows  and  acute  occlusion  can 
occur.* 

Case  History 

S.  G.,  a 56-year-old,  white  female,  presented 
to  the  Emergency  Room  complaining  of  severe 
substernal  chest  pain  of  two  hours’  duration.  She 
previously  had  been  well  and  had  no  prior  his- 
tory of  heart  disease.  There  was  no  change  in  the 
character  of  chest  pain  following  administration 
of  sublingual  nitroglycerin  in  the  Emergency 
Room. 

Physical  examination  revealed  a blood  pres- 
sure of  90  '60  with  a pulse  of  100  per  minute  and 
a respiratory  rate  of  15  per  minute.  An  S3  gallop 
was  noted  at  the  apex,  and  the  examination  was 
otherwise  unremarkable. 

An  EGG  at  this  time  showed  ST  elevations  in 
the  inferior  leads  ( Eigure  1).  There  was  no 
change  in  the  ST  elevations  following  the  ad- 
ministration of  sublingual  nitroglycerin.  The 
initial  CPK  determination  was  340  mgs.  per  cent. 

After  consent  forms  w^ere  signed  and  the  in- 
vestigative nature  of  the  special  procedure  ex- 
plained to  the  patient,  she  was  taken  to  the 
Cardiac  Catheterization  Laboratory  where  angio- 
graphy and  the  experimental  protocol  were  per- 
formed. Cardiac  catheterization  revealed  inferior 
wall  akinesis  with  an  elevated  left  ventricular  end 
diastolic  pressure  of  24  mms.  of  Hg.  There  was 
a 40-per  cent  lesion  noted  in  the  proximal  left 
anterior  descending  artery  I LAD).  The  left 
circumflex  artery  was  normal. 

The  right  coronary  artery  ( RCA  I was  totally 
occluded  proximally  I Eigure  2a  I . Intracoronary 


“ K\  J\  A ^ 
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Figure  1.  ECG  in  the  emergency  room  showed 
ST  elevations  in  the  inferior  leads. 
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Figure  2a.  100-per  cent  occluded  right  coronary 
artery  (RCA). 

streptokinase  was  then  administered.  Small  Q 
waves  were  noted  in  the  inferior  leads  in  the 
follow-up  tracings  despite  improved  inferior  wall 
motion.  The  CPK  value  rose  from  340  mgs.  per 
cent  in  the  ER  sharply  to  1600  mgs.  per  cent 
following  reperfusion.  This  value  fell  rapidly 
to  normal  within  the  next  24  hours.  Follow-up 
catheterization  studies  two  weeks  later  revealed 
definite  improvement  in  the  left  ventricular  end 
diastolic  ])ressure  and  left  ventricular  ejection 
fraction  when  compared  with  the  initial  cardiac 
catheterization  data. 

Throml>olytic  Therapy 

Cardiac  catheterization  was  performed  using 
the  modified  Judkins  technique.  A left  ventri- 
culogram was  performed  in  the  right  anterior 
oblique  I RAO  I projection  using  a No.  8 Pigtail 
catheter  and  45  cc.  of  76-per  cent  Renografin  at 
15  cc.  per  second.  Selective  left  coronary 
arteriography  was  performed  in  the  left  anterior 
oblique  I LAO  I and  in  the  RAO  projections, 
using  a No.  8-4  Judkins  left  coronary  artery 
catheter  using  9 cc  of  dye  at  3 cc/sec.  Selective 
right  coronary  arteriography  was  performed  in 
the  LAO  and  RAO  projections  using  a No.  8-5 
Judkins  right  coronary  artery  catheter  using  6 cc 
of  dye  at  3 cc/sec. 

The  right  coronary  catheter  remained  in  posi- 
tion in  the  right  coronary  ostium,  and  a bolus  of 
20,000  units  of  streptokinase  was  given  through 
the  catheter  directly  into  the  artery.  A con- 
tinuous infusion  of  streptokinase  using  4,000 
U 'minute  was  begun  via  the  same  RCA  catheter. 
A repeat  cineangiogram  of  the  RCA  was  per- 
formed at  15-minute  intervals. 

The  continuous  lidocaine  drip  using  a con- 
centration of  two  grams  at  500  cc.  of  D5W  was 
administered  at  3 mg.  per  minute  during  the 
procedure  via  the  peripheral  intravenous  route. 


Figure  2b.  Patent  RCA  after  streptokinase  in- 
fusion. 

At  the  termination  of  the  procedure  the  patient 
was  placed  on  a continuous  IV  infusion  of 
heparin  at  1000  U/Hour  for  24  hours’  duration, 
at  which  time  ASA  and  Persantine  were  substi- 
tuted for  the  heparin. 

Results 

After  90  minutes  of  intracoronary  steptokinase 
infusion,  repeat  arteriograms  demonstrated  a 
patent  right  coronary  artery  with  an  80-per  cent 
proximal  segmental  stenosis.  At  the  time  of 
reperfusion  there  were  numerous  ventricular 
extra  systoles  noted  including  one  run  of  ventri- 
cular tachycardia  which  subsided  after  a bolus 
of  100  mg.  IV  lidocaine  was  given  intravenously. 

The  ST  segment  elevation  came  down  almost 
to  baseline  ( Figure  3 ) , and  the  patient’s  chest 
pain  disappeared  as  well  following  reperfusion 
of  the  right  coronary  artery. 

Good  hemostasis  was  obtained,  and  the  patient 
was  transported  from  the  Cardiac  Catheterization 
Laboratory  in  good  condition.  The  patient  un- 
derwent repeat  cardiac  catheterization  with  selec- 
tive coronary  arteriography  two  weeks  following 
streptokinase  therapy.  She  also  underwent  two- 
dimensional  and  M-mode  echocardiographic 
study. 


Figure  3.  ST  segment  elevation  down  almost  to 
baseline  following  reperfusion. 
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The  repeat  left  ventriculogram  revealed  a small 
segment  of  inferior  hypokinesia  with  an  ejection 
fraction  of  64  per  cent.  The  left  ventricular  end 
diastolic  pressure  was  12  mmHg  (normal).  On 
coronary  arteriography,  the  40-per  cent  LAD 
lesion  was  unchanged.  The  RCA  remained 
patent  throughout  with  an  80-per  cent  proximal 
segmental  stenosis  in  the  area  of  former  total  oc- 
clusion. The  echocardiographic  studies  revealed 
a small  inferior  wall  motion  defect.  The  ejection 
fraction  was  estimated  at  60  per  cent  by  two- 
dimensional  studies.  There  were  no  clots  noted 
in  the  left  ventricular  chamber,  and  the  valvular 
function  was  normal. 

Discussion 

Streptokinase  was  used  as  a clot-dissolving 
entity  as  early  as  the  1940s.  The  enzyme  was 
isolated  in  the  work  of  Dr.  Sol  Sherry  et  al.  when 
they  were  investigating  the  therapeutic  potential 
of  a fibrinolysin  made  by  hemolytic  strepto- 
cocci. Other  groups  of  investigators  found  that  a 
“plasma  lysing”  factor  normally  existed  in  hu- 
man plasma  in  the  form  of  an  inactive  precursor, 
and  that  streptococcal  fibrinolysin  served  to  acti- 
vate this  proteolytic  enzyme.  Doctors  Christen- 
sen and  MacLeod  renamed  Streptococcal  Fib- 
rinolysin “Streptokinase,”  and  called  the  inactive 
plasma  precursor  “Plasminogen.”  The  active 
proteolytic  enzyme  was  “Plasmin.” 

Doctor  Sherry  used  the  streptokinase  to  break 
down  a loculated  effusion  in  a patient  with  cystic 
bronchiectasis  who  had  required  a pneumon- 
ectomy. When  the  patient  improved  after  the 
blood  was  finally  drained  via  thoracocentesis, 
further  development  of  streptokinase  preparation 
was  begun  for  therapeutic  purposes.®  Eventually, 
the  streptokinase  was  used  for  treatment  of  acute 
coronary  occlusions. 

Bleeding  has  been  a complication  of  throm- 
bolytic therapy.  This  occurs  almost  exclusively 
at  the  site  of  the  invasive  procedure.  The  inci- 
dence of  internal  bleeding  is  less  than  five  per 
cent.®  Avoidance  of  this  type  of  therapy  in  pa- 
tients with  recent  strokes,  advanced  cerebro- 
vascular disease,  intracranial  neoplasms,  and 
severe  hypertension  is  recommended  to  reduce 
the  slightly  higher  incidence  of  intracerebral 
hemorrhage. 

Intracoronary  Infusion  More  Successful 

The  infusion  of  intracoronary  streptokinase  as 
opposed  to  intravenous  streptokinase  significant- 
ly reduces  bleeding  complications  by  maintaining 


higher  levels  of  local  fibrinolytic  activity.  Thus, 
the  duration  of  treatment  may  be  prolonged  with- 
out an  increased  risk  of  systemic  complications, 
affording  a higher  success  rate  in  reperfusing 
coronary  arteries. 

We  have  used  three  basic  parameters  of  myo- 
cardial function  as  indicators  of  successful  treat- 
ment in  our  patient:  1 ) regional  wall  motion, 

2 ) EKG  changes,  and  3 ) serum  enzyme  ( CPK  ) 
activity. 

Regional  wall  motion  is  of  little  help  early  in 
the  course  of  an  acute  ML  There  was  definite 
inferior  wall  improvement  with  a favorable  drop 
in  the  left  ventricular  filling  pressure  in  our  pa- 
tient two  weeks  following  her  infarction. 

EGG  evidence  of  an  inferior  wall  injury  (ST 
elevations ) resolved  immediately  following  re- 
perfusion. The  CPK  enzymes  rose  sharply 
initially  but  fell  to  normal  within  24  hours  after 
the  procedure.  This  phenomenon  is  noted  as  the 
“wash-out  effect”  of  enzymes  and  electrolytes.  It 
is  believed  that  during  acute  vessel  occlusion 
without  reperfusion,  the  CPK  enzymes  and  elec- 
trolytes are  released  in  a slow  and  steady  fashion 
enabling  one  to  measure  the  size  of  the  infarction. 
Reperfusion  causes  a rapid  wash-out  effect, 
however,  probably  rendering  enzyme  values  in- 
accurate in  determining  infarct  size.  It  is  be- 
lieved that  the  Q-waves  also  may  be  due  to  a 
wash-out  effect,  and  may  not  correlate  with  the 
infarct  size. 

Bypass  Surgery  Done 

According  to  reports,  patients  have  a ten- 
dency to  reocclude  the  vessel  within  a six-week 
period.  Eor  this  reason,  early  bypass  surgery 
was  recommended  for  our  patient.  Surgery  was 
successful  and  the  patient  is  presently  asympto- 
matic. She  is  off  all  medication  with  the  ex- 
ception of  aspirin,  five  grains  daily. 

It  is  not  the  purpose  of  this  paper  to  argue  the 
pros  and  cons  of  thrombolytic  therapy.  We  feel 
that  in  this  patient  we  managed  to  salvage  viable 
myocardium,  thus  improving  her  long-term  prog- 
nosis. However,  we  also  feel  that  further  study 
with  streptokinase  alone  and  in  combination  with 
beta  blockers  and  calcium  channel  blockers 
definitely  is  indicated  in  order  to  assess  appro- 
priately the  success  or  failure  of  salvaging  myo- 
cardium. Further  studies  are  needed  to  deter- 
mine how  long  after  the  onset  of  symptoms 
irreversible  myocardial  damage  has  taken  place. 

The  special  procedure  described  in  this  case 
report  was  performed  on  October  20,  1981. 
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THE  BRIGHTER  SIDE 


ATany  of  my  colleagues  have  related  to  me 
their  general  feeling  of  despair  with  regard 
to  the  future  of  Medicine.  They  relate  that  the 
profession  is  constantly  being  challenged  by 
many  diverse  groups.  The  present  emphasis  upon 
cost  containment  and  alternative  delivery  systems 
has  caused  many  physicians  to  become  disen- 
chanted with  Medicine.  Yes,  the  health  care 
structure  is  in  a process  of  dynamic  change,  and 
the  next  several  years  will  be  most  difficult.  But, 
let  us  put  this  in  perspective. 

I still  believe  that  being  a physician  is  the 
greatest  privilege  that  anyone  may  have. 
Physicians,  perhaps,  more  than  any  other  occupa- 
tion, can  see  direct  contribution  to  society  by 
their  routine,  everyday  actions.  Only  a physician 
can  understand  the  satisfaction  obtained  when 
treating  a very  ill  patient  who  returns  to  good 
health.  What  could  possibly  compare  with  seeing 
a patient’s  life  radically  improved  because  of 


something  you  or  I,  as  a physician,  did?  Physi- 
cians will  continue  to  be  respected  and  will  de- 
liver the  very  best  health  care  that  they  can. 
Yes,  physicians  will  continue  to  be  leaders  in 
their  communities  and  will  continue  to  donate 
hours  of  time  to  charitable  causes. 

Experimentation  with  the  health  care  structure 
will  continue;  however,  no  amount  of  experimen- 
tation can  dampen  the  fires  that  cause  many 
young  men  and  women  to  become  physicians. 
So,  fellow  physicians,  do  not  despair;  plan  a 
strategy  for  change,  but  continue  to  take  care  of 
your  patients  and  to  enjoy  the  greatest  profes- 
sion. 

Carl  R.  Adkins,  M.  D.,  President 
West  Virginia  State  Medical  Association 


34 


The  West  Virginia  Medical  Journai. 


The  We5t  Vuginla  Tledical  Journal 

Editorials 

The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


We  commend  to  your  attention,  “The  Forging 
of  Illness,”  appearing  on  page  25.  This  is  a dif- 
ferent sort  of  article  for  The  Journal,  not  particu- 
larly scientific  hut  very  thought  provoking.  Some 
of  these  thoughts  are  disquieting. 

Although  the  locus  of  the  study  referred  to 
is  Weirton,  the  conclusions  derived  need  not  be 
confined  to  the  northern  pan- 
THE  FORGING  handle.  Hard  times  are  prevalent 
OF  ILLNESS  throughout  West  Virginia.  This 
article  points  up  the  social, 
emotional  and  medical  sequellae  of  threatened 
and  actual  hard  times  and  unemployment. 

The  article  strongly  suggests  that  the  pre- 
valence of  stress-related  disorders  will  be  found 
to  have  increased  in  the  area  of  the  study.  This 
is  a phenomenon  of  some  interest  and  concern 
to  everyone  involved  in  medical  care  in  the  area 
and  perhaps  beyond. 

Effects  on  the  business  aspects  of  medical  care 
are  unaddressed  in  any  specific  way  but  specula- 
tion on  these  suggests  some  devastating  effect. 

Perhaps  the  most  unsettling  inference  to  be 
drawn  from  the  article  is  the  unflattering  hint 
that  the  quality  of  the  physician-patient  relation- 
ship is  not  what  we  would  have  hoped.  Our 
notion  of  the  traditional  character  of  that 
relationship  has  always  been  one  in  which  the 
physician  is  the  wise,  understanding  and  bene- 
volent seer  ministering  to  his  devoted  and  grate- 
ful beneficiary. 

This  study  suggests  that  in  hard  times  and 
when  he  needs  some  sort  of  boost,  the  patient 
is  not  inclined  to  see  very  much  of  his  doctor. 
He  is  much  more  likely  to  talk  to  a host  of  other 
people  including  family,  neighbors,  preachers 
and  social  w'orkers  before  he  turns  to  the  friendly 
counsel  of  “good  old  Doc.”  And  even  though 
unemployed  and  finding  himself  sicker,  he  sees 
his  doctor  less  frequently.  It  almost  suggests  that 
in  bad  times  the  doctor  is  actively  avoided. 

Attorneys  for  years  thought  malpractice  suits 
have  been  trying  to  convince  us  that  patients 
don’t  like  us  very  much.  Perish  the  thought,  they 


might  be  right!  And  here  we  have  been  saying 
all  those  nasty  things  about  that  slavering  pack 
of  professional  predators.  Someone  should  re- 
mind us  to  apologize. 

There  is  food  for  thought  here.  Our  relation- 
ship with  patients  needs  a little  polishing.  As  the 
authors  suggest  in  their  closing  remarks,  perhaps 
the  warning  contained  herein  can  lead  to  new 
insights  which  might  improve  the  physician- 
patient  relationship,  the  deterioration  of  which 
can  be  expected  to  result  in  added  stress  to  both 
parties  in  the  set. 


As  part  of  its  thorough  and  ongoing  review  of 
proposed  federal  legislation  and  regulations,  the 
American  Medical  Association  recently  ex- 
pressed strong  opposition  to  H.  R.  2956,  the 
Preferred  Provider  Health  Care  Cost  of  1983. 

And  in  so  doing,  it  flagged  once 
STATES'  RIGHTS  again  what  has  become  an  ir- 
ritating trend  in  Washington 
toward  efforts  to  override  or  pre-empt  state  laws 
and/or  regulations. 

You’ll  recall  the  almost  bloody  struggle  over 
the  last  several  years  against  determined  Federal 
Trade  Commission  moves  to  pre-empt  the  li- 
censing and  regulatory  authority  of  state 
agencies  such  as  boards  of  medicine.  There  have 
been  numerous  similar  power  grab  attempts  from 
various  directions  in  recent  years. 

H.  R.  2956  would  create  a feder.al  pre-emption 
of  state  laws  it  was  felt  might  restrict  the  forma- 
tion and  development  of  preferred  provider 
organizations  ( PPOs).  Its  sponsor  has  expressed 
specific  concern  that  non-discrimination  pro- 
visions in  insurance  laws  of  some  states  might 
inhibit  the  development  of  PPOs.  There  also  has 
been  a contention  that  some  state  freedom-of- 
choice  laws  might  prohibit  insurers  from  in- 
fluencing a covered  patient’s  choice  of  physicians 
or  other  provider  of  health  care. 

Above  all  else,  H.  R.  2956  seeks  explicitly  to 
override  state  laws — something  AMA  has  very 
correctly  opposed  in  strong  language.  States 
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generally  have  shown  very  clearly  over  the  years 
that  they  are  perfectly  capable  of  enacting  laws 
to  provide  protection  to  their  citizens  concerning 
the  delivery  of  health  care — and  should  retain 
that  clear  authority. 

Because  PPOs  represent  a relatively  new  entity 
in  the  health  care  market,  the  legal  status  of  such 
plans  with  regard  to  existing  legislative  and 
regulatory  ])rovisions  is  not  settled  in  all  juris- 
dictions. In  at  least  five  states,  measures  have 
been  enacted  to  set  up  statutory  provisions  gov- 
erning development  and  conduct  of  PPOs. 
Similar  bills  are  pending  elsewhere. 

Once  again,  consistent  with  history  and  jiroper 
precedent,  states  are  acting  to  fashion  legislation 
provisions  responsive  to  and  meeting  their  par- 
ticular needs.  Now  we  have  in  H.  R.  2956  an- 
other example  of  federal  intrusion  to  override  all 
state  laws  in  a step  that  could,  unintentionally  or 
otherwise,  do  such  damage  as  eliminating  state 
provisions  necessary  to  provide  public  protection 
and  or  consumer  benefits. 

Issues  involved  in  formulating  insurance  laws 
are  dealt  with  best  at  the  state  level,  and  not  in 
\^ashington.  States  must  retain  the  ability  to 
develoj)  their  own  laws  governing  PPOs  so  that 
their  particular  needs  and  conditions  can  proper- 
ly and  fairly  he  met. 


Drunk  driving  continues  to  gain  in  popularity 
as  a topic  of  conversation  and  editorial  comment 
but  there  is  little  evidence  of  any  real  progress 
in  its  control.  The  State  Legislature  continues 
its  reluctance  to  pass  a law  sufficiently  punitive  to 
deter  drinking  people  from 
DRUNK  MAYHEM  driving.  It  is  difficult  to  un- 
derstand that  reluctance  in  the 
face  of  the  horrifying  slaughter  of  innocent  men. 
women  and  children  on  our  highways.  One  can 
only  wonder  about  the  pressures  being  brought 
to  hear  on  the  legislators  to  deter  them  from 
effective  action. 

The  tragic  deaths  of  a prominent  legislator  and 
his  family  apparently  spurred  the  Legislature  to 
enact  a hill  making  j)enalties  somewhat  heavier; 
hut  on  examination  the  new  statute  presents 
some  disturbing  paradoxes.  For  example:  the 

irresponsible  drunk  driver  is  })ermitted  to  injure 
and  maim  an  unspecified  number  of  people  in 
three  separate  wrecks  before  his  minimum  penal- 
ties are  lifetime  suspension  of  license,  S3.000 
fine  and  one  year  in  jail.  That  could  he  one  per- 
son in  another  vehicle  or  60  people  in  a ]>as- 
senger  bus.  Or  he  gets  a lifetime  suspension  of 
license  three  times  for  three  separate  wrecks,  in 


each  of  which  one  or  more  persons  are  killed. 
Moreover,  each  additional  time  he  kills  people — 
again  one  to  a busload — with  his  automobile,  his 
minimum  penalty  remains  at  $1,000  and  one  year 
in  jail  j)lus  lifetime  suspension  of  his  license. 
This  comic  opera  law  doesn’t  specify  how  many 
times  the  drunk  will  be  allowed  to  kill  his  fellow 
citizens — j)resumably  as  long  as  he  can  get  drunk 
and  find  a car. 

Just  how  appropriate  is  a law  that  allows  a 
drunk  to  kill  time  after  time,  each  time  drawing 
penalties  of  lifetime  license  revocation,  a $1,000 
fine  and  one  year  in  jail?  And  mind  well  the 
leniency  of  our  courts,  which  have  a great  track 
record  for  giving  suspended  sentences  and 
paroles.  Quite  obviously  the  matter  of  deterrence 
is  not  addressed  in  this  legislation  on  a drunk 
driving;  rather,  a system  of  increasing  penalties 
is  devised  for  successive  infractions,  similar  to 
penalties  for  crimes  such  as  breaking  and  enter- 
ing or  assault. 

hat  good  is  a law  that  imposes  minimal 
penalties  after  the  drunk  has  maimed  and  killed? 
What  is  needed  is  a true  deterrent  to  drinking 
and  driving  in  the  first  place.  The  remedy  must 
lie  in  persuading  the  drunk  not  to  drive;  the  fear 
of  having  an  accident  just  doesn't  enter  his  mind, 
so  that’s  no  deterrent.  If  a one-year  suspension 
of  license  ])lus  a mandatory  $5,000  fine  and 
IdO-day  jail  term  faced  him  just  for  being  caught 
behind  the  wheel  with  an  alcohol  blood  level  of 
0.05  per  cent,  he  would  have  an  actual  deterrent 
to  driving  after  taking  a drink,  whether  or  not 
he  believes  himself  to  he  “under  the  influence.” 

Which  brings  us  to  the  question:  Why  this 
weak-kneed  approach  to  a situation  that  results 
in  tens  of  thousands  of  deaths  and  hundreds  of 
thousands  of  injuries  each  year  in  the  United 
States?  That  is  a hard  question  to  answer.  But 
the  action  of  the  Legislature  following  the  tragic 
deaths  of  .Senator  Kaufman  and  his  family  might 
give  a clue.  Is  the  Legislature’s  reluctance  to 
face  the  facts  squarely  due  to  the  belief  that  so 
many  people  drive  home  from  the  restaurant  or 
tavern  after  having  a few  drinks,  including  legis- 
lators? by  would  the  Legislature  be  so  reluc- 
tant to  pass  a truly  deterrent  law — one  that  would 
make  the  penalty  so  unacceptable  as  to  really 
deter  most  people  from  taking  a chance  on  being 
caught  behind  the  wheel  after  taking  a drink? 
One  also  might  look  at  the  economics  of  the 
situation  to  find  out  who  would  be  most  hurt 
financially  by  tough  drinking  laws:  logically,  that 
would  seem  to  be  the  makers  and  dispensers  of 
alcoholic  drinks. 

In  Norway,  drunk  driving  is  almost  non- 
existent. The  j)enalty  for  being  found  with  0.05 
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per  cent  blood  alcohol  is  so  terrible  that  when 
people  go  partying,  one  member  has  to  refrain 
from  taking  even  one  drink  so  he  can  act  as 
chauffeur.  Again,  the  nagging  question:  why 

are  our  drunk-driving  laws  so  anemic? 

Most  ])hysicians  have  been  involved  closely 
in  many  cases  of  tragic  injury  and  death  among 
their  patients  caused  by  the  drunk  driver.  Most 
have  influence  in  their  home  towns.  Of  all  the 
preventable  causes  of  death,  surely  this  one  is 
crying  out  for  every  responsible  person  to  do  his 
utmost  to  turn  around  this  mayhem  on  our  high- 
ways. Tragic  though  the  deaths  of  servicemen 
abroad  may  be  to  their  loved  ones,  how  does  that 
tragedy  compare  with  26,000  dead  and  hundreds 
of  thousands  injured  by  drunk  drivers  in  one 
year?  Doctors  and  wives,  go  out  and  join  the 
fight  for — not  more  abundant,  but  more  effective 
— legislation  and  enforcement  of  laws  to  cure 
the  drunk  driving  problem  by  persuading  the 
drunk  that  it  is  in  his  best  interest  not  to  drive. 

— JNJ 


The  American  Medical  Association  House  of 
Delegates  has  approved  a constitutional  amend- 
ment and  hvlaws  language  to  provide  positions 
on  the  Board  of  Trustees  for  a medical  student 
and  a resident  physician. 

In  West  \ irginia.  there’s  every  indication  that 
the  State  Medical  Association 
FUTURE  fS  HERE  House  will  have  a student 
delegate  and  alternate  at  the 
1984  Annual  Meeting  in  August. 

Never  in  the  history  of  Medicine  have  young 
doctors  and  Associations  such  as  ours  needed 
each  other  more.  That’s  true  across  a wide 
horizon  stretching  from  the  political  component 
to  rapid  scientific  and  technological  advances. 

It  will  he  the  young  doctor  who  will  have  an 
ever-increasing  personal  and  professional  role  in 
all  of  this  activity.  And  what’s  the  one  strong, 
overall  base  for  that  challenge?  Organized  Medi- 
cine, at  the  county,  state  and  national  level. 

T1  le  future  is  already  here. 


Discouraging  The  Smoking  Habit 

For  the  last  20  years  I have  been  using  chest  ex- 
pansion with  a tape  measure  to  discourage  smoking.  I 
have  found  only  one  or  two  smokers  whose  expansion 
is  over  tw'O  and  one  fourth  inches.  The  great  majority 
have  less  than  two  inches  of  expansion.  After  measuring 
the  patients’  expansion,  I show  them  my  own  expansion. 


Since  I am  older  than  most  of  the  patients  and  have 
from  three  and  a half  to  three  and  three  quarters  inches, 
I do  not  morahze  on  the  difference  between  the  patients’ 
expansion  and  my  own.  I do  tell  them  that  it  has  been 
about  50  years  since  I smoked  my  last  cigarette— I did 
smoke  all  through  medical  school.  Most  of  the  patients, 
that  is  the  male  patients,  will  say,  “If  it  does  that  to  me 
I’m  through.”  I do  not  have  a similar  measurement  stand- 
ard for  women. 

In  more  recent  years,  for  both  male  and  female,  I have 
been  advising  the  taking  of  five  of  the  deepest  breaths 
they  can  before  putting  a cigarette  in  their  mouth.  I 
explain  to  them  that  in  deep  breathing  you  take  in  more 
oxygen  and  blow  off  more  carbon  dioxide.  Carbon  dioxide 
in  water  and  blood,  too,  forms  Carbonic  acid,  H2CO2, 
which  gives  the  phizz  to  cokes  and  similar  drinks. 

My  own  estimation  of  success  of  these  two  methods  is 
that  approximately  80  per  cent  of  the  people  will  stop 
smoking  over  a period  of  several  months’  time. 

An  example  of  the  “breathing  method”;  As  I left  the 
building  one  day  a man  was  asking  me  about  his  mother. 
In  the  course  of  our  conversation  he  smoked  three  cig- 
arettes. At  that  point  I commented  that  he  would  wreck 
his  health  by  smoking  and  he  said  “I  tried  every  way 
possible  to  quit  smoking  and  can’t  quit.”  Then  I told 
him  about  the  five  deep  breaths.  In  a moment  he  started 
to  reach  for  a cigarette,  and  I said  “Remember  the  five 
deep  breaths,”  and  he  took  them.  A few  minutes  later 
his  hand  automatically  went  to  his  pocket,  and  I said 
“five  deep  breaths.”  Again  he  took  his  deep  breaths. 

Last  month  he  was  parked  on  the  parking  lot  as  I left 
the  building  and  he  asked,  “How  much  do  I owe  you?” 
Then  he  said  he  had  not  smoked  a single  cigarette  since 
the  day  we  had  talked  about  his  mother.  In  former  years 
I had  threatened  and  used  every  persuasive  method  that 
I knew  of. 

The  expansion  of  the  lungs  and  the  deep  breathing 
before  putting  a cigarette  in  the  mouth  has  been  the  most 
successful  method  that  I have  used. 

Charles  E.  Staats,  M.  D. 

123  W.  Washington  Street 

Charleston  25302 


'Smoking  and  Pregnancy'  Kit  Available 

I enjoyed  reading  the  article  [Home  Monitoring  of 
Infants  in  West  \'irginia:  A Clinician’s  Viewpoint]  by 
Doctors  Myerberg  and  Burech  in  the  November,  1983, 
Journal.  While,  as  indicated,  there  are  “100  divergent 
theories  about  why  infants  die  suddenly  and  unex- 
pectedly” from  SIDS,  we  do  note  that  SIDS  infants  are 
found  much  more  frequently  among  mothers  who  smoked 
during  pregnancy.  Certain  studies  have  shown  that  the 
pregnant  smoker  runs  an  increase  in  the  risk  of  SIDS  by 
50  per  cent. 

M’hile  it  is  not  known  whether  or  not  passive  exposure 
of  the  baby  after  birth  is  more  important  than  smoking 
during  pregnancy  in  this  regard,  the  difficulty  in  dis- 
tinguishing between  the  two  lies  in  the  fact  that  most 
women  who  smoke  during  pregnancy  continue  to  do  so 
afterward. 

The  .American  Lung  Association  has  available  a pro- 
vider kit  entitled  “Smoking  and  Pregnancy.”  The  kit 
contains  teaching  aids  including  a flip  chart  and  informa- 
tion on  counseling  the  pregnant  smoker.  We  encourage 
> our  members  who  are  seeing  expectant  mothers  to  order 
and  utilize  the  kit.  By  doing  so,  they  can  help  prevent 
SIDS  and  a host  of  other  problems  associated  with  smok- 
ing during  pregnancy. 

John  C.  Heavener.  Jr. 

Executive  Director 
American  Lung  Association  of 
West  Virginia 
P.  O.  Box  3980 
Charleston  25339 
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GENERAL  NEWS 


AM  A President  To  Speak 
At  Annual  Meeting 

Dr.  Joseph  F.  Boyle,  who  will  be  installed  as 
President  of  the  American  Medical  Association 
in  June,  will  speak  during  the  State  Medical  As- 
sociation’s 117th  Annual  Meeting  in  August. 

Doctor  Boyle,  of  Los  Angeles,  a private 
practitioner  of  internal  medicine  and  diseases  of 
the  chest,  will  address  the  first  session  of  the 
House  of  Delegates  Wednesday  afternoon, 
August  22. 

The  convention  will  be  held  August  22-2.5  at 
the  Greenbrier  in  White  Sulphur  Springs,  mark- 
ing a return  to  a four-day  format  after  being 
shortened  to  three  days  in  1981,  1982  and  198.3. 

The  lengthened  schedule,  designated  by  the 
Association’s  Council  last  fall,  also  will  permit 
the  return  to  three  scientific  sessions  instead  of 
the  two  held  in  1981-83. 

Doctor  Boyle,  elected  to  the  AMA’s  Board  of 
Trustees  in  197.5,  served  as  its  Chairman  from 
June,  1981,  to  June,  1983.  He  has  long  been 
active  in  organized  medicine  at  the  local,  state 
and  national  levels.  He  has  served  in  numerous 
elected  capacities  including  President  of  the 
California  Medical  Association  and  the  Los 
Angeles  County  Medical  Association;  Speaker 
of  the  California  Medical  Association  House  of 
Delegates,  and  Delegate  to  the  AMA’s  House 
of  Delegates. 

Temple  Graduate 

Born  in  Jersey  City,  New  Jersey,  Doctor  Boyle 
received  his  M.  D.  degree  from  Temple  Uni- 
versity School  of  Medicine.  His  postgraduate 
work  was  done  in  both  New  Jersey  and  Cali- 
fornia. Doctor  Boyle  is  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 

In  addition  to  being  on  the  staff  of  several 
Los  Angeles-area  hospitals.  Doctor  Boyle  has 
been  Associate  Clinical  Professor  of  Medicine  at 
the  Liniversity  of  Southern  California,  School  of 
Medicine,  since  1954,  and  Past  President  of  the 
California  Chapter  of  the  American  College  of 
Chest  Physicians. 

Doctor  Boyle’s  community  activities  have  in- 
cluded the  Los  Angeles  Area  Chamber  of  Com- 


merce, and  the  California  State  Chamber  of  Com- 
merce where  he  recently  completed  a three-year 
term  on  its  Board  of  Directors,  the  State  of  Cali- 
fornia Disaster  Office,  and  the  California  Citizens 
Committee  on  Tort  Reform.  In  1966  he  served  as 
President  of  the  Board  of  Directors  of  the 
Tuberculosis  and  Health  Association  of  Los 
Angeles  County.  He  currently  is  a member. 
Board  of  Directors,  National  Organization  on 
Disability. 

Doctor  Boyle  is  the  author  of  numerous  papers 
on  the  subject  of  pulmonary  and  respiratory 
diseases. 

CME  Credit  Offered 

The  general  scientific  sessions  will  be  held 
Thursday,  Friday  and  Saturday  mornings  and, 
for  the  first  time,  will  offer  hour-for-hour  credit 
in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA.  The  scientific  sessions  also 
are  expected  to  be  approved  for  Prescribed  Credit 
by  the  American  Academy  of  Family  Physicians. 


Joseph  F.  Boyle,  M.  D. 


38 


The  West  Virginia  Medical  Journal 


Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual  pre- 
convention  meeting  of  the  Council  at  9:30  A.  M. 
on  Wednesday,  and  the  opening  session  of  the 
House  of  Delegates  at  2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be  held  immedi- 
ately following  9 A.  M.  opening  exercises  on 
Thursday. 

The  expanded  convention  format  also  will  pro- 
vide additional  time  for  breakfast,  luncheon  and 
other  scientific  or  business  meetings  of  the 
various  sections  and  specialty  organizations 
affiliated  with  the  Medical  Association.  It  is 
anticipated  that  the  bulk  of  these  again  will  be 
scheduled  on  Friday  (August  24). 

A Saturday  evening  reception  for  members  and 
guests  will  follow  the  second  and  final  House 
session  at  2:30  P.  M.  on  Saturday.  At  that 
House  session.  Dr.  Carl  J.  Roncaglione  of  South 
Charleston  will  be  inaugurated  as  President  to 
succeed  Dr.  Carl  R.  Adkins  of  Fayetteville. 

Industrial  Exhibits  Return 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits.  The 


Review  A Book 


riie  following  books  have  been  received  by  the 
Headquarters  Office  of  tlie  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  recpiesis  to 
Editor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Handbook  of  Obstetrics  and  Gynecology,  8th 
Edition,  by  Ralph  C.  Benson,  M.  D.  804  pages. 
Price  S13.  Fange  Medical  Publications,  Los 
Altos,  California  94022.  1983. 

Handbook  of  Dermatologic  Treatment,  by  R. 
Kenneth  Landow,  M.  D.  219  pages.  Price  S13.95. 
Jones  Medical  Publications,  Greenbrae,  Cali- 
fornia 94904.  1983. 

Current  Medical  Diagnosis  and  Treatment, 
1984,  by  Marcus  A.  Krupp,  M.  D.;  and  Milton 
J.  Chatton,  M.  D.  1153  pages.  Price  $26.  Lange 
Medical  Publications,  Los  Altos,  California 
94022.  1984. 


reinstitution  of  the  industrial  exhibits  also  was 
directed  by  Council. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  in  charge  as  the  Auxiliary’s 
President,  again  will  run  concurrently  with  the 
Association’s  convention. 

Reservation  forms  for  the  Greenbrier  have 
been  mailed  to  all  Association  members,  as  an 
enclosure  with  the  Executive  Secretary’s  1983 
year-end  bulletin  early  in  January,  and  those 
planning  to  attend  the  Annual  Meeting  are  en- 
couraged to  give  them  their  earliest  possible  at- 
tention. 

Serving  on  the  Annual  Meeting  Program  Com- 
mittee are  Maurice  A.  Mufson,  M.  D.,  Hunting- 
ton,  Chairman;  Doctor  Roncaglione;  Joe  N. 
Jarrett,  M.  D.,  Oak  Hill;  Eric  Radin,  M.  D., 
Morgantown;  D.  L.  Latos,  M.  D.,  Wheeling,  and 
T.  Keith  Edwards,  M.  D.,  Bluefield. 

More  specific  information  relative  to  general 
session  topics  and  speakers  will  be  provided  in 
upcoming  issues  of  The  Journal. 


Diabetes  Teaching  Day 
March  17,  Wheeling 

The  American  Diabetes  Association,  West  Vir- 
ginia Affiliate  has  scheduled  its  Annual  Teaching 
Day  for  March  17  at  Wilson  Lodge  at  Oglebay 
Park  in  Wheeling. 

The  program  will  cover  new  methods  of 
diagnosis  and  treatment  of  diabetes  mellitus  and 
its  complications. 

Guest  speakers  and  their  topics  will  be:  Dr. 

James  W.  Anderson,  Professor  of  Medicine  and 
Clinical  Nutrition,  University  of  Kentucky  School 
of  Medicine,  “Nutrition  Options  for  Diabetic 
Patients  in  the  1980s;”  Dr.  William  Tamborlane, 
Associate  Professor  of  Pediatrics,  Yale  Medical 
School,  “Tight  Control:  Advantages  and  Dis- 
advantages;” and  Dr.  Stephen  Podolsky,  Assist- 
ant Clinical  Professor  of  Medicine,  Harvard 
Medical  School,  “The  Diabetic  Foot.” 

.Afternoon  workshops  will  include:  “New 

Concepts  in  Management  of  Ketoacidosis,” 
“Home  Glucose  Monitoring,”  “Atherosclerosis  in 
the  Diabetic,”  and  a panel  discussion  on  “Living 
with  Diabetes.”  There  also  will  be  a special 
seminar  on  ADA  chapter  organization. 

Additional  information  may  be  obtained  from 
Arlene  S.  Feder,  M.  D.,  Program  Chairman, 
Ohio  Valley  Medical  Center,  Wheeling  26003. 
Telephone  (304)  234-0123. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  1).,  WVU  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

J lie  jirogram  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Outer,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

Feb.  19-22,  Snowshoe,  Second  Annual  Vascular 
.Surgery  Conference 

March  23,  Charleston,  Gastrointestinal  Problems 
in  the  Newborn 

April  4,  Charleston,  Oncology  Update 

April  13-14,  Morgantown,  Infection  Control 
Workshop 

May  9,  Charleston,  Second  Annual  WV  Con- 
ference on  Infectious  Diseases 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Feh.  16 
I Vacation  I 


Cabin  Creek,  (iabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Feb.  8, 
“Management  of  the  Menopausal  Patient  In- 
cluding Hormone  Therapy,”  Dimitar  Georgiev, 
M.  D. 

Cassan  ay,  Braxton  (io.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Feb.  1,  “Emergency 
Care  of  the  Acutely  111  Child,”  Kathleen 
Previll,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — Feb.  14 
I Vacation  I 

Oak  Hill,  Oak  Hill  High  School  ( Oyler  Exit,  N 
191  4th  Tuesday,  7-9  P.  M.  — Feb.  28 
I Vacation  ) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Feb.  23 
( V acation  I 

H rich,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Feb.  15  (Vacation) 

IP liilesville.  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Feb.  22 
I Vacation  ) 

Williamson,  A|)i»alachian  Power  Auditorium.  1st 
Thursday,  6:30-8:30  P.  M.  — Feb.  2 (Vaca- 
tion I 


‘Coal  Camp’  Memories  Wanted 

Doctor  Claude  A.  Frazier  of  Asheville,  North 
(Carolina,  formerly  of  West  Virginia,  is  seeking 
for  a book  he  is  writing  information  from  physi- 
cians who  are  practicing  in  — or  who  formerly 
jiracticed  in  West  Virginia  “coal  camps.” 

Doctor  Frazier  is  asking  such  physicians  to 
share  their  thoughts,  memories  and  experiences, 
and  photographs,  by  contacting  him  at  Doctors 
Park,  Building  4,  Asheville,  North  Carolina 
28801. 


Chemical  Posting  Law 

Physicians  having  10  or  more  employees  are 
reminded  of  the  requirements  of  West  Virginia 
Code  Ann.  21-3-18  (“Chemical  Posting  Law”). 

In  brief,  tbe  law'  requires  the  posting  of  a 
sjiecific  warning  notice  if  any  of  up  to  600 
hazardous  chemical  substances  are  used  or  pro- 
duced. 

The  current  list  and  specific  notice  require- 
ments are  available  from  the  West  Virginia  De- 
partment of  Labor,  Room  451,  Building  6,  State 
Ca])itol,  Charleston  2.530.5. 
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Family  Physicians’  Meeting 
Scheduled  In  April 


Edward  H.  Wiseman,  Ph.D.  Roland  J.  Weisser,  Jr.,  M.  D. 

Managing  the  arthritic  patient  will  be  the 
general  subject  of  discussion  for  tbe  opening 
session  of  the  32nd  annual  scientific  assembly 
of  tbe  West  Virginia  Chapter,  American  Academy 
of  Family  Physicians,  to  be  held  April  6-8. 

The  meeting  site  will  be  the  Holiday  Inn 
Dow'ntown  Charleston  House  in  Charleston,  with 
the  first  session  to  begin  Friday  morning,  April 
6. 

Some  16  |)bysicians  and  others  will  make  u}) 
the  faculty  for  the  scientific  sessions  which,  in 
addition  to  the  Friday  morning  session,  will  be 
held  Friday  afternoon,  Saturday  morning  and 
afternoon,  and  Sunday  morning. 

Other  general  topics  of  discussion  will  be 
cardiovascular  strategies  for  tbe  family  physician, 
on  Saturday  morning,  and  psychiatry  for  the 
primary  care  physician,  Sunday  morning. 

Varied  topics  are  scheduled  Friday  afternoon 
and  Saturday  afternoon. 

Family  physicians  will  be  welcomed  to  the 
scientific  assembly  by  Dr.  Arlo  P.  Brooks,  Jr., 
of  Parkersburg,  President.  Opening  remarks  will 
be  made  by  Dr.  William  H.  Harriman,  Jr.,  of 
Terra  Alta,  President  Elect  and  Program  Chair- 
man. 

Speakers  From  Nine  States 

In  addition  to  West  Virginia  physicians, 
speakers  from  eight  other  states  will  be  on  the 
faculty. 

Presenting  five  cases  during  the  opening  ses- 
sion on  arthritis  will  be  Drs.  John  S.  Davis  IV, 
Professor  of  Medicine  and  Chief,  Division  of 
Kheumatology,  University  of  Virginia;  and  Peter 
D.  Utsinger,  Professor  of  Clinical  Medicine, 
Temple  University. 


Other  speakers  and  their  topics  will  be: 

Friday  Afternoon:  “New  Drugs — An  Example 
of  Discovery  and  Development” — Edward  H. 
Wiseman,  Ph.D.,  Executive  Director,  Research 
Administration,  Medical  Research  Laboratories, 
Pfizer  Central  Research,  Groton,  Connecticut; 
“Recent  Therapy  of  Osteoporosis” — Roland  J. 
Weisser,  Jr.,  M.  D.,  Associate  Professor,  Depart- 
ment of  Family  Practice,  West  Virginia  Uni- 
versity School  of  Medicine,  Morgantown,  and 
“Antibiotic  Llpdate  for  the  Family  Physician” — 
Robert  Fekety,  Jr.,  M.  D.,  Professor  of  Internal 
Medicine  and  Chief,  Division  of  Infectious 
Diseases,  University  of  Michigan; 

Carcliovasular  Strategies 

Saturday  Morning  ( “Cardiovascular  Strategies 
for  the  Family  Physician”):  “Cardiovascular 

Strategies  for  the  Family  Physician” — Usman 
Ahmad,  M.  D.,  Chief,  Division  of  Endocrinology 
and  Metabolism,  McKeesport  ( Pennsylvania ) 
Hospital,  and  Clinical  Assistant  Professor  of 
Medicine,  University  of  Pittsburgh;  and  “Con- 
verting Enzyme  Inhibition  in  the  Management 
of  Hypertension  and  Heart  Eailure” — Robert 
DiBianco,  M.  D.,  Associate  Clinical  Professor  of 
Medicine,  Georgetown  University,  and  Director, 
Cardiology  Research,  Washington  Adventist 
Hospital,  Takoma  Park,  Maryland; 

Saturday  Afternoon:  “Management  of  Asthma 
and  COPD:  Good  News  and  Bad  News”  — 
Gregory  R.  Owens,  M.  D.,  Assistant  Professor  of 
Medicine,  Llniversity  of  Pittsburgh;  “Effects  of 
Oral  Hypoglycemics  and  Insulin  in  Obese  Type 
Two  Diabetics”  — Charles  R.  Shuman,  M.  D.. 
Professor  of  Medicine,  Temple  University; 
“Lipids,  Potassium  and  Diuretic  Toxicity”  — 
Paul  K.  Wbelton,  M.  D.,  M.Sc.,  Associate  Pro- 
fessor of  Medicine  and  Epidemiology,  and 
Director,  Outpatient  Clinical  Research  Center, 
Johns  Hopkins  University,  and  “Newer  Treat- 
ment for  Hypersecretory  States”  — Robert  T. 


Robert  Fekety,  Jr.,  M.  D.  Paul  K.  Whelton,  M.D.,  M.Sc. 
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Jensen,  M.  D.,  Senior  Investigator,  Digestive 
Diseases  Branch,  National  Institutes  of  Health; 

Psychiatry 

Sunday  Morning  (“Psychiatry  for  the  Primary 
Care  Physician”  I : “Try  Weekly,  Try  Weekly, 
Try  Weakly  — Sexual  Dysphoria  in  the  Older 
Patient”  — William  J.  Selfer,  D.  0.,  Dayton, 
Ohio,  Associate  Clinical  Professor  and  Coordi- 
nator of  Clinical  Education,  Department  of 
Obstetrics  and  Gynecology,  Ohio  University 
School  of  Osteopathic  Medicine,  Athens;  and 
Judith  Huffman-Selfer,  Ph.D.,  Dayton,  Certified 
Sex  Educator  and  Sex  Counselor  ( by  American 
Association  of  Sex  Educators,  Counselors  and 
Therapists  I ; and  Certified  Sexologist,  American 
College  of  Sexologists;  “Management  of  Two 
Behavioral  Disturbances  of  the  1980s,  Suicide 
and  Eating  Disorders”  — Robert  P.  Grancher, 
Jr.,  M.  D.,  Assistant  Clinical  Professor  of 
Psychiatry,  University  of  Kentucky,  Lexington; 

“Psychopathology  of  Aging”  — Donald  S. 
Robinson,  M.  D.,  Chairman,  Department  of 
Pharmacology,  and  Professor  of  Pharmacology, 
Medicine  and  Psychiatry,  Marshall  University; 
and  “Benzodiazepines  — Use  and  Misuse”  — G. 
John  Digregorio,  M.  D.,  Ph.D.,  Director,  Di- 
vision of  Toxicology,  and  Professor  of  Pharma- 
cology and  Medicine,  Hahnemann  University, 
Philadelphia. 

Additional  meeting  details  are  scheduled  to 
appear  in  the  March  issue  of  The  Journal.  Mean- 
while, registration  and  other  information  may  be 
obtained  by  calling  (304)  776-1178. 


New  Tests  In  Breast  Cancer 
Therapy  Questioned 

A cautionary  note  about  the  new  tests  using 
monoclonal  antibodies  to  determine  the  effective- 
ness of  breast  cancer  treatment  is  sounded  in  a 
recent  issue  of  Archives  of  Pathology  and 
Laboratory  Medicine. 

Kenneth  S.  McCarty,  Jr.,  M.  D.,  Ph.  D.,  and 
colleagues  from  Duke  University  Medical  Center 
reported  that  the  newer  histochemical  techniques, 
while  showing  impressive  results  in  the  labora- 
tory, do  not  correlate  with  patient  results. 

At  issue  is  the  ability  to  predict  the  biologic 
response  of  breast  cancer  to  treatment  by  hor- 
mones. The  standard  approach  has  been  estrogen 
receptor  analysis  by  biochemical  methods 
( sucrose  density  gradient  analysis  and  dextran- 
coated  charcoal  analysis  are  two  well-established 


methods ) . A newer  approach  involves  histo- 
chemical methods,  using  monoclonal  antibodies, 
which  have  several  potential  advantages,  includ- 
ing lower  tissue  requirements  for  testing. 


DRG,  Prospective  Payment 
Booklet  Available 

A publication  on  DRGs  and  the  prospective 
payment  system  is  available  from  the  American 
Medical  Association. 

DRGs  and  the  Prospective  Payment  System: 
A Guide  for  Physicians  provides  the  basic 
elements  of  the  prospective  legislation  and  key 
points  of  the  regulations  for  implementation  of 
this  system. 

Copies  of  this  publication  are  available  from 
the  AMA  Order  Department  at  the  cost  of  $1 
per  copy  plus  the  following  postage  and  handling 
charges: 

One  to  four  booklets  ( add  S2.50  to  purchase 
price);  five  to  nine  (add  $3);  10  to  24  (add 
$3.50);  and  25  to  99  (add  $4). 

Eor  100  or  more  copies,  contact  the  AMA 
Order  Department  at  ( 312 ) 751-6765  for  an 
estimate  of  the  postage  and  handling  charges. 

Send  orders  to:  Order  Department  OP-230, 
American  Medical  Association,  P.  0.  Box  10946, 
Chicago,  Illinois  60610. 

Eor  questions  relating  to  the  substance  of  the 
booklet,  contact  AMA’s  Department  of  Health 
Care  Resources  at  (312)  751-6781  or  6423. 


MU  Pediatric  Surgeon 
Area’s  First 

The  Marshall  University  Sehool  of  Medicine 
has  added  to  its  faculty  the  area’s  first  surgeon 
specializing  in  the  treatment  of  children,  accord- 
ing to  Dr.  Robert  L.  Bradley,  Professor  and 
Chairman  of  Surgery. 

Dr.  Stephen  A.  Wolf  previously  taught  at  the 
University  of  Chicago.  He  received  his  M.  D. 
degree  from  New  York  Medical  College,  per- 
formed his  residency  in  general  surgery  at  the 
Mayo  Graduate  School  of  Medicine,  and  spent 
an  additional  two-year  fellowship  in  pediatric 
surgery  at  the  Children’s  Hospital  of  Michigan. 
He  has  been  certified  by  the  American  Board  of 
Surgery  in  both  general  surgery  and  pediatric 
surgery. 

Doctor  Wolf  serves  as  an  associate  professor 
in  the  departments  of  Surgery  and  Pediatrics. 
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Revised  JCAH  Medical  Staff 
Standards  Approved 

The  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  has  approved  final  language 
for  the  Medical  Staff  Chapter  of  the  Accredita- 
tion Manual  for  Hospitals. 

Included  in  the  final  wording  was  an  amend- 
ment proposed  by  the  seven  American  Medical 
Association  commissioners  to  the  JCAH  board. 
The  amendment,  based  on  substitute  resolution 
45  passed  by  the  AM  A House  of  Delegates  just 
days  before  at  the  December  Interim  Meeting  in 
Los  Angeles,  says:  “Individuals  are  granted  the 
privilege  to  admit  patients  to  inpatient  services 
in  accordance  with  state  law  and  criteria  for 
standards  of  medical  care  established  by  the  indi- 
vidual medical  staff.” 

The  proposed  revisions  to  the  JCAH  medical 
staff  standards  underwent  four  intensive  field 
reviews.  The  new  standards  become  effective 
July  1,  1984,  although  they  will  not  affect 
accreditation  decisions  until  January  1,  1985. 

William  Y.  Rial,  M.  D.,  Immediate  Past  Presi- 
dent of  the  AMA  and  Chairman  of  the  Committee 
of  AMA  Commissioners  to  the  JCAH,  said, 
“Every  effort  has  been  made  to  incorporate  the 
concerns  expressed  by  the  various  constituencies 
throughout  the  revision  process.”  Doctor  Rial 
said  the  new  standards  include  the  six  principles 
concerning  JCAH  standards  adopted  by  the  AMA 
House  of  Delegates  at  its  1983  Annual  Meeting. 

The  revised  standards  provide  that: 

• The  medical  staff  includes  fully  licensed 
physicians  and  may  include  other  individuals 
permitted  by  law  and  by  the  hospital  to  provide 
patient  care  services  independently  in  the  hos- 
pital. 

• All  medical  staff  members  have  delineated 
clinical  privileges  that  allow  them  to  provide 
patient  care  services  independently  within  the 
scope  of  their  clinical  privileges. 

• All  members  of  the  medical  staff  and  all 
others  with  individual  clinical  privileges  are  sub- 
ject to  medical  staff  and  departmental  bylaws  and 
rules  and  regulations,  and  to  review  as  part  of 
the  hospital  quality  assurance  program. 

• Patients  admitted  to  inpatient  services  by 
non-pbysician  members  of  the  medical  staff  who 
have  such  privileges  will  undergo  a prompt  medi- 
cal evaluation  by  a physician  ( M.  D.  or  D.  0.  I 
member  of  the  medical  staff.  This  requirement 
does  not  apply  to  qualified  oral  surgeons  who 
have  been  granted  the  clinical  privileges  to  per- 
form a history  and  physical  examination. 


• Each  patient  admitted  for  inpatient  care 
has  a history  taken  and  a comprehensive  physical 
examination  conducted  by  a physician  who  has 
such  privileges. 

• Each  patient’s  general  medical  condition  is 
the  responsibility  of  a qualified  physician  mem- 
ber of  the  medical  staff. 


Child  Sexual  Abuse  Subject 
For  Wheeling  Seminar 

A Connecticut  physician  who  also  serves  as 
a co-director  of  a treatment  center  for  sexually 
abused  cbildren  will  be  the  speaker  for  a seminar 
on  March  15  at  Ohio  Valley  Medical  Center,  Inc. 
in  Wheeling. 

A clinical  psychologist  who  is  co-director  of 
the  treatment  center  and  Director  of  the  Sex 
Offender  Program  for  the  Connecticut  Depart- 
ment of  Correction  at  Somers  State  Prison  will 
lecture  on  the  following  day,  March  16. 

“Sexual  Abuse  of  Children”  is  the  title  for  the 
overall  program  of  the  two  lectures. 

The  Upper  Ohio  Valley  Sexual  Assault  Help 
Center,  Inc.,  Wheeling,  is  the  sponsor. 

The  physician,  Suzanne  M.  Sgroi,  is  in  private 
practice  in  Suffield,  Connecticut,  and  is  Co- 
director, with  A.  Nicholas  Groth,  Ph.D.,  of  the 
St.  Joseph  College  Institute  for  the  Treatment 
and  Control  of  Child  Sexual  Abuse,  West  Hart- 
ford, Connecticut. 

The  title  of  Doctor  Sgroi’s  talk  will  be  “The 
Child  as  Victim:  Investigation,  Assessment, 

Intervention.” 

She  served  as  program  developer  for  the 
Connecticut  Department  of  Children  and  Youth 
Services’  Sexual  Trauma  Treatment  Program 
from  1977  to  1979. 

Doctor  Groth’s  program  will  be  entitled,  “The 
Offender:  Assessment,  Disposition,  Treatment.” 

Doctor  Groth  is  a member  of  the  Advisory 
Board  to  the  National  Center  for  the  Prevention 
and  Control  of  Rape,  and  a training  instructor 
for  the  Massachusetts  Criminal  Justice  Training 
Council. 

Both  Doctors  Sgroi  and  Groth  are  authors  of 
books  on  sexual  abuse  and  assault. 

The  registration  fee,  prior  to  March  8,  will  be 
$30  per  day  or  $60  for  both  days;  at  door,  $40 
each  day. 

For  additional  registration  and  other  informa- 
tion, contact  Sexual  Assault  Help  Center,  Inc., 
P.  0.  Box  6764,  Wheeling  26003.  Telephone 
(304)  234-1783. 
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Clarksburg  Neurological 
Seminar  In  March 

Registrations  are  being  accepted  for  the 
Seminar  on  Neurological  Diseases  to  be  held  in 
Clarksburg  March  30-April  1. 

The  course  is  designed  for  practicing  patho- 
logists, neurologists,  neurosurgeons  and  other 
interested  physicians,  and  is  sponsored  by  the 
departments  of  Pathology  and  Staff  Develop- 
ment, United  Hospital  Center. 

The  meeting  site  will  be  the  Sheraton  Inn 
where  a block  of  rooms  is  being  held  for  course 
attendees  until  February  28. 

The  opening  Friday,  March  30,  morning  ses- 
sion is  for  nurses  who  are  involved  in  the  care 
and  treatment  of  neurological  patients.  The 
nurses  will  join  the  physicians  for  the  remainder 
of  the  seminar,  which  will  conclude  at  3 P.  M. 
Sunday. 

The  course  has  been  approved  for  15  hours 
in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association,  and 
for  15  Prescribed  hours  by  the  American 
Academy  of  Family  Physicians. 

Physicians  from  Virginia,  Canada  and  New 
York  will  join  state  physicians  on  the  faculty. 
( See  story  in  November  issue  of  The  Journal. ) 

For  registration  and  other  information,  contact 
the  Course  Director,  Dr.  Chinmay  K.  Datta,  De- 
partment of  Pathology,  FInited  Hospital  Center, 
Clarksburg  26301.  Telephone  ( 304  I 624-2309. 


April  Infection  Control 
Workshop  Planned 

Physicians  from  six  states  will  serve  on  the 
faculty  for  the  Fourth  Infection  Control  Work- 
shop, April  13-14,  at  Sheraton  Lakeview  Resort 
and  Conference  Center  in  Morgantown. 

To  he  presented  by  the  Monongalia  General 
Hospital,  Morgantown,  and  the  West  Virginia 
Flniversity  Department  of  Medicine,  Section  of 
Infectious  Diseases,  the  workshop  purpose  is  to 
acquaint  participants  with  selected  principles  and 
practical  aspects  of  running  an  infection  control 
program. 

The  program  has  been  approved  for  10  credit 
hours  in  Category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association. 

Registration  deadline  is  March  30.  For 
registration  and  other  information,  call  1 304 ) 
599-8802. 


Medical  Meetings 


Feb.  9-14 — Am.  Academy  of  Orthopaedic  Surgeons, 
Atlanta. 

Feb.  10-12  — Dermatology  & Internal  Medicine: 
Therapeutic  Update  on  Skin  Diseases  (Medical 
College  of  VA),  Hot  Springs,  VA. 

Feb.  12-15 — W.  Va.  Perinatal  Assoc.,  Snowshoe. 

Feb.  15-16  — 3rd  Annual  Sports  Medicine  Con- 
ference (Glenville  State  College  Dept,  of 
Athletics,  WV  Intercollegiate  Athletic  Con- 
ference, Kyle  Clinic,  Stonewall  Jackson 
Memorial  Hospital,  and  Gilmer  County  High 
School),  Glenville. 

Feb.  15-19 — Am.  College  of  Nuclear  Physicians. 

Feb.  16-17 — AIDS  (Drug  Development  Institute  of 
Am.,  Colts  Neck,  NJ),  New  York  City. 

Feb.  29-March  2 — Cardiac  Disease  & Its  Therapy 
(Am.  College  of  Cardiology),  Bethesda,  MD. 

March  3-7 — Am.  Academy  of  Allergy  & Immunology, 
Chicago. 

March  15-16  — Upper  Ohio  Valley  Sexual  Assault 
Help  Center,  Inc.  (Sexual  Abuse  of  Children), 
Wheeling. 

March  17  — Annual  Meeting,  American  Diabetes 
Assoc.,  W.  Va.  Affiliate,  Wheeling. 

March  25-29 — Am.  College  of  Cardiology,  Dallas. 

March  30-April  1 — Neurological  Diseases  Seminar 
(United  Hospital  Center),  Clarksburg. 

March  30-April  1 — WV  State  Urological  Society, 
Charleston. 

April  5-6 — WV  Chapter,  Am.  Academy  of  Pediatrics, 
Wheeling. 

April  6-8 — WV  Chapter,  AAFP,  Charleston. 

April  8-11  — Am.  College  of  Emergency  Physicians 
(Winter  Symposium),  Scottsdale,  AZ. 

April  8-14 — Am.  Academy  of  Neurology,  Boston. 

April  26-28  — Pediatric  Springfest  (Medical  College 
of  VA),  Williamsburg,  VA. 

May  2-5 — W.  Va.  Chapter,  Am.  College  of  Surgeons; 
and  W.  Va.  Otolaryngological  Society,  White 
Sulphur  Springs. 

May  6-9 — Am.  Urological  Assoc.,  New  Orleans. 

May  10-11  — Current  Concepts  in  Nutritional  Sup- 
port (University  of  Cincinnati),  Cincinnati. 

Aug.  22-25  — 117th  Annual  Meeting,  W.  Va.  State 
Medical  Assoc.,  White  Sulphur  Springs. 
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SA ABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front- wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News— 


Compiled  from  nuitcrial  furnished  by  ihe  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


WVU  Visiting  Professor 
Diabetes  Authority 

P rederick  G.  Goetz,  M.  L).,  Director  of  the 
Diabetes  Clinic  at  the  University  of  Minnesota 
Hospitals  and  a noted  research  scholar  in 
diabetes,  was  the  first  HI.  B.  Flink  Visiting  Pro- 
fessor of  Medicine  at  WVU  School  of  Medicine. 

Doctor  Goetz  spent  two  weeks  at  the  Medical 
(Center  in  December  and  returned  for  two  more 
weeks  in  January.  His  schedule  included  faculty 
conferences,  sessions  with  students  and  house- 
staff,  making  rounds  of  patients  with  various 
endocrine  disorders  including  diabetes,  and 
lectures  for  faculty  and  students. 

Doctor  (ioetz,  who  arrived  December  6,  at- 
tended a dinner  that  evening  with  the  Monongalia 
County  Medical  Society.  His  first  major  address 
was  on  “Insulin-Dependent  Diabetes:  Patho- 

genesis, Insights  from  Family  Studies  and  Trans- 
plantations, and  Management.” 

Metaholism-Endocrinology  Emphasis 

He  worked  mainly  with  the  Metabolism  and 
Endocrinology  Section  of  the  Department  of 
Medicine  headed  by  Dr.  Stanley  R.  Shane,  and 
where  Doctor  Flink  is  Benedum  Foundation  Pro- 
fessor of  Medicine.  But  he  also  conferred 
frequently  with  physicians  in  pediatrics,  ophthal- 
mology and  pathology. 

The  E.  B.  Flink  Visiting  Professorship  was 
established  with  an  endowment  fund  contributed 
by  Mrs.  Hazel  Ruby  McQuain  of  Morgantown. 

Doctor  Goetz  is  a Wisconsin  native  who  re- 
ceived his  medical  degree  from  Harvard  in  1946, 
and  did  his  residency  and  endocrinology  fellow- 
ship work  at  Boston  hospitals. 

He  joined  the  Minnesota  medical  faculty  in 
1955,  the  same  year  he  became  Director  of  the 
Diabetes  Clinics  in  Minneapolis.  He  also  is  Pro- 
fessor of  Medicine  in  the  Section  of  Endocri- 
nology and  Metabolism,  and  Program  Director 
of  the  General  Clinic  Research  Center  at  the  Uni- 
versity of  Minnesota. 

xiv 


Doctor  Goetz  has  written  144  research  publica- 
tions, most  of  them  dealing  with  aspects  of 
diabetes  mellitus.  He  served  six  years  on  the  na- 
tional board  of  directors  of  tbe  American  Di- 
abetes Association,  bas  been  active  in  its  research 
work,  and  in  1978  received  the  ADA’s  Upjohn 
Award  as  Physician-Educator. 


Ambulatory  Surgery  Program 
Cousidered  Success 

An  estimated  3,500  patients  have  had  one-day 
surgery  at  WVTi  Hospital  during  the  past  five 
years  and  the  program,  first  of  its  kind  in  the 
state,  is  considered  a success. 

“It  has  meant  substantial  savings  for  patients, 
we've  been  able  to  use  our  available  beds  quite 
consistently,  and  our  surgeons  have  become  more 
comfortable  using  it,”  according  to  Ellen 
Hrabovsky,  M.  D. 

She  said  growing  numbers  of  WVU  surgeons 
have  had  experience  with  ambulatory  surgery  at 
previous  stations,  “and  they  want  to  use  it  here.” 

Doctor  Hrabovsky  is  a pediatric  surgeon,  and 
children  make  up  a substantial  portion  of  tbe 
ambulatory  patients  — about  one  in  five. 

The  obvious  benefit  of  one-day  surgery  for 
patients  is  to  save  money  and  time.  Their  room 
charge  is  SlOO  while  the  minimum  for  two  days 
in  a semi-private  room  is  S380. 


Michigau  Graduate  Joius 
Surgical  Staff 

Keith  N.  Apelgren,  M.  D.,  has  joined  the 
faculty  as  Assistant  Professor  of  Surgery  on  the 
Trauma  Surgery  Service. 

Doctor  Apelgren,  who  received  his  bachelor’s 
degree  from  Michigan  Technological  University, 
is  a graduate  of  the  FTniversity  of  Michigan 
Medical  School  at  Ann  Arbor.  He  completed  his 
surgery  residency  in  1980  at  the  University  of 
California,  Davis,  and  then  served  on  the  surgical 
staff  of  the  Veterans  Administration  Hospital  in 
Martinez,  California. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 

(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Urn,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO:;  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Third-Party  News,  Views 
and  Program  Concerns 


‘National-Origin’  Lawsuit 
Dropped  By  Doctors 

The  $100-billion  class  action  lawsuit  against 
the  American  Medical  Association,  the  state  and 
territorial  medical  societies,  and  others  has  been 
dismissed  at  the  request  of  the  plaintiffs. 

“The  primary  reason  that  we  have  decided  to 
dismiss  the  complaint  is  because  of  lack  of  suf- 
ficient funds  to  pursue  it,”  Reynaldo  Abejuela, 
M.  I).,  and  Merlin  Venzon,  M.  1).,  told  the  U.  S. 
District  Court,  San  Francisco. 

The  tw'o  physicians,  both  graduates  of  a 
Philip})ine  medical  school,  had  alleged  in  the 
civil  rights  suit  that  AMA  Resolutions  23,  .56, 
and  72  I A-82 1 have  caused  hospitals  and 
licensing  authorities  to  exclude  Asian  medical 
school  graduates  on  tlie  basis  of  national  origin. 

Among  the  numerous  defendants  named  in  the 
suit  were  the  Accreditation  Council  on  Graduate 
Medical  Education  and  every  state  medical 
licensing  board. 


AMA  Antitrust  Case  Rehearing 
Petition  Turned  Down 

An  AMA  ])etition  for  a rehearing  in  the  Wilk 
case  recently  was  denied  by  the  U.  S.  Court  of 
Appeals.  Chicago.  The  Board  of  Trustees  de- 
cided last  September  to  seek  the  rehearing  after 
a two-judge  panel  reversed  a 1981  jury  verdict 
finding  the  AMA  innocent  of  antitrust  charges 
that  had  been  brought  by  (Chester  A.  Wilk  and 
four  other  chiropractors. 

The  panel  ruled  that  improper  instructions  had 
been  given  to  the  jury  and  ordered  a new  trial. 
It  did  not  address  the  substance  of  whether  the 
AMA  and  the  other  defendants  were  guilty  of 
antitrust  violations  under  the  Sherman  Act.  The 
AMA  had  argued  in  the  petition  that  the  in- 
structions were  })ioper,  and  asked  for  a review 
of  new  antitrust  principles  that  the  panel  had 
aj)plied  in  reaching  its  decision. 


In  the  original  suit,  the  plaintiffs  alleged  that 
the  AMA  conspired  with  other  medical  groups 
to  isolate  and  eliminate  the  chiropractic  profes- 
sion through  ethical  prohibitions. 

Other  defendants  are  the  American  Hospital 
Association,  Joint  Commission  on  the  Accredita- 
tion of  Hospitals,  American  College  of  Surgeons, 
American  College  of  Physicians,  American  Col- 
lege of  Radiology,  American  Academy  of  Ortho- 
paedic Surgeons,  and  the  Illinois  State  Medical 
Society. 

Chiropractors  in  Michigan  and  Iowa  have  filed 
similar  lawsuits  in  the  federal  courts. 


Physician  Procedure  Manual 
Has  New  Features 

Current  Procedural  Terminology  has  become 
the  most  widely  accej)ted  nomenclature  for  re- 
porting physician  procedures  and  services  in 
health  insurance  programs.  Now  that  the  U.  S. 
Health  Care  Financing  Administration  has 
adopted  the  AMA  system  for  reimbursement 
purposes.  CPT  1984  is  expected  to  surpass  the 
distribution  of  preceding  editions. 

The  revised  manual  contains  a number  of  new 
features  for  identifying  and  coding  medical  pro- 
cedures. The  periodic  update  mechanism  has 
been  eliminated  and  replaced  with  an  annual 
reprint  of  the  entire  book.  Each  annual  edition 
will  indicate  the  year  on  the  cover,  and  will  be 
color-coded  to  distinguish  one  year’s  edition  from 
the  next.  Purchasers  of  CPT  1984  will  be  noti- 
fied automatically  of  the  availability  of  the  next 
publication. 

CPT  1984  is  available  for  $25  per  copy  — 
less  10-per  cent  discount  for  AMA  members  — 
plus  shipping,  handling,  and  taxes  where  appli- 
cable. The  nomenclature  also  is  available  in 
computer  taj)e  form. 

To  order,  write  to  AMA  Order  Dept.  OP  341, 
AAIA,  P.  0.  Box  10946,  Chicago,  Illinois  60610. 
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CHARLESTON  DATA  SYSTEMS 

"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  following  benefits:” 


■ INCREASED  INCOME  ■ HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  ■ TAX  SAVINGS 

■ SIMPLICITY  OF  OPERATION  ■ MONEY  BACK  GUARANTEE 


For  additional  information  call  (304)  344-5803  or  contact  us  directly  at: 
CAMC  Medical  Staff  Building,  3100  MacCorkle  Avenue,  S.  E.,  Charles- 
ton, WV  25304. 


County  Societies 


MONONGALIA 

The  Monongalia  County  Medical  Society  met 
on  December  6. 

The  Society  a])proved  the  formation  of  a com- 
mittee to  conduct  an  investigation  of  the  Pre- 
ferred Provider  system  of  health  care  delivery 
and  report  back  to  the  memhership. 

The  Society  also  aj)proved  the  contribution  of 
$5,429.10  to  the  Monongalia  County  Child  Pas- 
senger Safety  Council  “for  the  express  purpose 
of  advertising  the  use  of  child  restraints  and 
seatbelts  in  M onongalia  County  during  the 
calendar  year  1984.”  The  implementing  motion 
stipulated  that  all  advertising  developed  give 
credit  to  the  Society;  and  that  funds  are  to  be 
paid  directly  to  bona  fide  advertising  vendors. 
- Robert  L.  Murphy,  Executive  Secretary. 

* * * 

FAYETTE 

The  Fayette  County  Medical  Society  met  on 
December  7 in  Oak  Hill  at  the  Plateau  Medical 
Center. 


Our  speaker  was  Dr.  Daniel  B.  Doyle  of 
.Scarhro.  who  spoke  on  his  recent  trip  to 
Nicaragua. 

New  officers  for  1984  were  elected. — Serafino 
.S.  Maducdoc.  Jr..  M.  D.,  Secretary-Treasurer. 

It  ^ ft 

BOONE 

The  Boone  County  Medical  Society  elected 
new  officers  at  its  meeting  on  December  17  at 
the  Riverview  Country  Club  in  Madison. 

The  Society  passed  a resolution  to  move  its 
annual  elections  to  the  month  of  November.  — 
Manuel  T.  Uy,  M.  D.,  Secretary. 


VENEREAL  DISEASE  SERVICES 
★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 

Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical /surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  either  in  a sophisticated,  metropolitan  medical 
environment  providing  educational  and  teaching  opportunities,  or  a rural  setting 
offering  a substantial  practice  with  outdoor  recreational  potential  second  to 
none. 

Sound  interesting?  Based  on  your  financial  needs,  our  client  will  offer 
appropriate  income  guarantees,  incentives,  relocation  expenses  and  total 
malpractice  insurance. 

Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 
3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 


Excellence  In  Psychiatry^ 

• A tradition  of  high  quality 
psychiatric  care  that  has 
earned  a national  reputation 

• A tradition  of  individual  at- 
tention to  the  needs  of  the 
patient  and  family. 

Whatever  the  psychiatric  need — from  outpatient 
evaluation  to  intensive  inpatient  treatment  for 
complex  problems — Harding  Hospital's 
comprehensive  services  can  help. 

For  further  information,  call 
(614)  885-5381 


The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
George  T.  Harding,  Jr.,  M.D. 
Medical  Director 
Thomas  D.  Pittman,  M.P.H. 
Administrator 

Member  of  Blue  Ooss  of  Central  Ohio 
Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals 


IKQMmi 

A great  way  of  life 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 
Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

CALL  COLLECT 

MASTER  SERGEANT  BARRY  FLOYD 
AT  703-982-4612 


Professional 
Liability  Insurance 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 
its  endorsed  program  to  you  for... 
your  most  considered  review  and 
attention.” 

Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professional  Liability  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Shepherd 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 

McDonough 

Caperton 

Shepherd 

Group 

Uniquely  capable...  Professionally  competent 


Corporate  Headquarters:  One  Hillcrest  Drive,  tast,  P.O.  Box  1551,  Charleston,  VW  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling 


Your  profession 
can  help  protect  you... 
with  group  insurance 
at  substantial  savings. 


Sponsored  by  the  West  Virginia  State  Medical  Association: 


■ Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  benefit  up  to  $500  per  week  when  you  are  disabled. 

■ $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice  of  $100,  $250, 
$500,  or  $1,000  calendar-year  deductible.  Employees  are  eligible  to  participate. 

■ Hospital  Money  Plan 

Pays  you  up  to  $100.00  per  day  when  you  or  a member  of  your  family  is  hospitalized. 

■ Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for 
spouse,  and  $10,000  for  children. 

Employees  can  apply  for  up  to  $100,000. 

■ $100,000  Accidental  Death  & Dismemberment 
Insurance 

Around  the  clock  protection — 24  hours  a 
day  . . . 365  days  a year  . . . world  wide. 

■ Office  Overhead  Disability  Plan 

Pays  your  office  expense  up  to  $5,000  per 
month  while  you  are  disabled. 

■ Professional  Liability  Policy 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Please  send  me  more  Information  about  the  plan(s)  I have 
indicated: 


I NAME 

I 

ADDRESS 


CITY/STATE  ZIP 


TELEPHONE 


□ Long  Term  Disability  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & 
Dismemberment  Insurance 

□ Office  Overhead  Disability  Policy 

□ Professional  Liability  Policy 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 
Telephone;  1-304-347-0708 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  O. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D (St.  Clairsville) 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 
Gastroenterology 
T.  E Chvasia,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A Vasquez,  M.  D 
Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 
ORTHOPEDICS 

E.  L.  Barrett,  M D 
R.  S.  Glass,  M D. 

UROLOGY 

D.  C.  Trapp,  M,  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

DERMATOLOGY 

K.  W.  Waterson,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  TIu,  M.  D. 

R G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R.  A Porterfield,  M.  D. 

(St  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M,  D. 

S.  G.  Christopher,  M.  D. 

W Zyznewsky,  M.  D. 

J.  G Tellers,  M.  D, 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 
Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S„  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 
TECHNOLOGISTS 

Electrocardiography 
B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 
Roentgenology 

E.  Forester,  R T. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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Practice  Opportunity 
Available 

Family  physician  in  Charleston,  West 
Virginia  needs  an  Associate.  Also  in 
need  of  a Physician  Assistant.  Submit 
curriculum  vitae  to  Vijay  K.  Jain,  M.  D., 
5473  Big  Tyler  Road,  Charleston,  WV 
25312;  telephone  (304)  776-6640. 


HILTON  HEAD 
ISLAND 

Ocean  Front,  2 Bedroom,  fully  fur- 
nished Condo  for  Sale  or  Rent. 

Telephone: 

(304)  343-0999  (Day) 

(304)  344-9236  (Evenings) 


McLAIN  SURGICAL  SUPPLY,  INC. 

"Our  126th  Year" 

★ 

Featuring  the 

New  Cambridge  Automatic  ECG 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


NEEDED 

FAMILY  PHYSICIAN  OR  INTERNIST 

Family  physician  or  internist,  Board 
certified  or  Board  eligible,  to  join  thriving 
medical  practice.  Competitive  salary  and 
benefits.  Experience  a plus.  Please  send 
CV  to  M.  Schear,  M.  D.,  1100  Salem 
Avenue,  Dayton,  OH  45406;  or  call  collect 
(513)  276-5901. 


C I B A 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


1984  CME  Cruise/Conferences 
on  Legal-Medical 
Issues 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31/80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  - P L 94-445,  effective  1/1/77,  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  P L 97-424 


January  7-18  (from  Ft 
Lauderdale,  FL) 

1 1 Day  Caribbean 

April  14-21  (from  Los 
Angeles,  CA) 

7 Day  Mexican  Riviera 

May  19-26  (from 
Honolulu,  HI) 

7 Day  Hawaiian 


June  30-July  14  (from 
San  Francisco,  CA) 

14  Day  Alaskan 

July  25-Aug  4 (from  Ft 
Lauderdale,  FL) 

10  Day  Caribbean 

Aug  11-25  (from 
Venice,  Italy) 

14  Day  Mediterranean 


*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES-FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
For  color  brochure  -|89  Lodge  Ave. 

and  additional  Huntington  Station.  N,Y.  11746 
information  contact:  Phone  (516)  549-0869 


NEEDED 

a 

NEONATOLOGIST 

or 

PEDIATRICIAN 

★ 

Excellent  opportunity  for  Boand  Cer- 
tified or  Board  eligible  Pediatrician  or 
a Neonatologist,  as  a partner  in  city  of 
Huntington,  West  Virginia.  Preferably  a 
Board  eligible  Neonatologist  for  com- 
bined Neonatology  and  General  Pedi- 
atrics. Good  salary,  fringe  benefits  and 
good  coverage  at  a level  3 NICU. 

★ 

Please  send  resume  to: 

P.  O.  Box  2152 
Huntington,  WV  25721 


The  First  Richard  W.  Vilter  Symposium 

“CONTROVERSIES  IN  THE 
MANAGEMENT  OF  LYMPHOMAS” 

April  12, 1984 

Westin  Hotel,  Cincinnati,  Ohio 

Accreditation  Sponsor: 

American  Cancer  Society 
CME  Credit  6 hours.  Category  I 

Fees: 

$50.00  Physicians 
$25.00  Residents  and 
Other  Health  Professionals 

DIRECT  INQUIRIES  TO: 

Orlando  J.  Martelo,  M.D.,  FACP 
Director,  Hematology-Oncology  Division 
6367  University  of  Cincinnati 
College  of  Medicine 
231  Bethesda  Avenue,  M.L.  #562 
Cincinnati,  OH  45267  {513)  872-4233 


Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

j|[J  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
Telephone:  304/344-2700 
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CLASSIFIED 


FAMILY  PRACTICE  OPENINGS— Pendleton  County 
offers  the  rural  medical  practice  challenge  you  are 
seeking.  Located  in  the  picturesque  Eastern  Panhandle 
town  of  Franklin  are  a group  of  active  and  interested 
businessmen  and  citizens  committed  to  recruiting  and 
financially  supporting  the  establishment  of  new  prac- 
tices. This  opportunity  is  worth  exploring!  Contact 
George  I.  Sponaugle,  President  of  Pendleton  Industries, 
Franklin,  WV  26807.  Telephone:  (304)  358-2337. 


POSITION  AVAILABLE  — West  Virginia,  Wheeling: 
Emergency  Physician.  Modern  Emergency  Trauma 
Center  adjacent  to  Interstate  70  just  one  hour  from 
Pittsburgh.  Good  salary  and  executive  fringe  benefit 
package  including  paid  education  time  off  and  educa- 
tional allowance.  Congenial  staff  and  outstanding  rela- 
tionship between  staff  and  administration.  Area  offers 
cultural  and  recreational  opportunities  including  well- 
known  Oglebay  Park,  without  big  city  problems.  Send 
curriculum  vitae  to  Donald  H.  Hofreuter,  M.  D.,  Medical 
Affairs  Coordinator,  Wheeling  Flospital,  Medical  Park, 
Wheeling,  WV  26003.  Telephone:  (304)  243-3735. 


OB-GYN — Opportunity  to  join  private  practice  at  a 
215-bed  hospital.  Princeton  Community  Hospital  is  lo- 
cated in  a desirable  location  in  southern  West  Virginia 
near  Pipestem  State  Park,  colleges  and  good  schools. 
Please  send  CV  to  Pat  MaGann,  M.  D.,  or  call  Princeton 
Community  Hospital,  12th  Street,  Princeton,  WV  24740. 
Telephone:  (304)  487-1515,  Ext.  497. 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


ASSOCIATE  NEEDED  IN  FAMILY  PRACTICE  GROUP 

— Hard  working  West  Virginia  Family  Practice  Group  in 
need  of  an  Associate.  We  have  two  active  offices  and 
a busy  (300  bed  capacity)  hospital  practice.  We  are 
involved  in  the  Cardiac  Rehabilitation,  Exercise  Testing, 
and  Paramedic  Training.  We  are  in  the  country  with 
good  access  to  skiing,  boating,  hiking,  horseback  rid- 
ing, etc.  We  are  twenty  miles  from  the  University  town 
of  Morgantown  and  the  Medical  Center.  We  are  com- 
mitted to  providing  off  time  as  well  as  hard  work. 
Telephone:  304-363-1112. 


PRACTICE  OPPORTUNITY  AVAILABLE— Obstetrician 
and  Gynecologist  needed  for  96-bed  general  hospital 
located  in  Petersburg,  West  Virginia.  Modern  hospital 
facilities.  Medical  service  area  population  approxi- 
mately 20,000.  Good  recreational  facilities  and  excel- 
lent hunting  area.  Financial  incentives  and  office  space 
provided  for  first  year.  Contact  Dewey  F.  Bensenhaver, 
M.  D.,  Grant  Memorial  Hospital,  P.  O.  Box  1029,  Peters- 
burg, WV  26847.  Telephone:  (304)  257-1026. 


RADIOLOGIST  WANTED  — Radiologist  licensed  in 
West  Virginia  with  Nuclear  Medicine  and  special  pro- 
cedure experience  wanted.  Send  resume  to  211  Maple- 
wood Avenue,  Ronceverte,  WV  24970. 


PRACTICE  OPPORTUNITY  AVAILABLE— Pediatrician 
needed  for  96-bed  general  hospital  located  in  Peters- 
burg, West  Virginia.  Modern  hospital  facilities.  Medical 
service  area  population  approximately  20,000.  Good 
recreational  facilities  and  excellent  hunting  area.  Fi- 
nancial incentives  and  office  space  provided  for  first 
year.  Contact  Dewey  F.  Bensenhaver,  M.  D.,  Grant 
Memorial  Hospital,  P.  O.  Box  1029,  Petersburg,  WV 
26847.  Telephone:  (304)  257-1026. 


FAMILY  PRACTITIONER  NEEDED— Excellent  prac- 
tice opportunity  for  qualified  FP  to  serve  the  community 
with  other  hospital  based  specialists  including  Pedi- 
atrician, Internist,  OB/GYN,  General  Surgeon  and 
E.N.T.  Jackson  General  Hospital  is  located  conven- 
iently in  a small  community  35  miles  from  state  capital. 
Join  the  active  medical  staff  at  a 100-bed,  non-profit, 
acute  care  and  skilled  nursing,  J.C.A.H.  accredited  hos- 
pital. Set  up  your  practice  in  private  medical  office 
building  adjacent  to  hospital.  Competitive  salary  guar- 
antee first  year,  relocation  expenses  paid  and  profes- 
sional help  in  setting  up  practice.  Reply:  Executive 
Director,  Jackson  General  Hospital,  Ripley,  WV  25271. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


POSITION  AVAILABLE  — Wheeling,  West  Virginia: 
Emergency-Trauma  Physician.  Modern  Emergency- 
Trauma  Center  in  275  bed  teaching  hospital  adjacent  to 
Interstate  70,  just  one  hour  from  Pittsburgh.  Excellent 
salary  and  executive  fringe  benefits.  Area  offers  cul- 
tural and  recreational  opportunities  including  well- 
known  Oglebay  Park.  Applicant  should  be  at  least 
board  eligible  in  Emergency  Medicine  or  General  Sur- 
gery. Send  curriculum  vitae  to  Donald  H.  Hofreuter, 
M.  D.,  Wheeling  Hospital,  Medical  Park,  Wheeling,  WV 
26003.  Telephone:  (304)  243-3735. 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 
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WEST  X'IRGINIA’S  FIRST  PROVIDER  OF  IN-HOME  TPN  CARE 


A Group  Practice  of  Allied  Health 
F^rofessionals  - informed  and  Involved 
With  the  Total  Care  of  Your  Patient. 
Ser\ing  Kenlucky, 

Ohio,  F^ennsylvania  and 
West  \'irginia. 

^otat  Jlifs  d clxs, 

FOR  LONG  013  St  lORT  TERM  CARE  OF 
the:  TUN  PATIENT 

Specialized  and  Experienced  in  Pro- 
\iding  Cost-Effective  TPN  for  fhe  At 
Home  Patient. 

2402  Adams  Auenue 
Huntington.  West  Virginia  25704 
Call  Collect:  304-429-6888 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane  ® m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A etal:  JAMA  241:1092-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB.  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file.  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  II.  Karacan  I,  Williams  RL.  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
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Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
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Dadmane®  (£ 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodicizepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepcim.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  lor  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  lor  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  Cl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCI  /Roche]  Stands  Apart 


Only  one 
sleep  medicadon 
obiectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.’ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.’ 

•Continued  efficacy  for  at  least  28  nights  ^ 
•Seldom  produces  morning  hangover.^ 
•Avoids  rebound  insomnia  when 


therapy  is  discontinued.’  ' ^ 


15-mg/30-mg  capsules 
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Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 


- 250- mg  Pulvules® 


Keflex 

cephaltxin 


Additional  information  available 
to  the  profession  on  request. 


100  mg/ml 
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The  Volvo  760  GLE  makes  you  look  good  when  its  time 
for  a fiscal  examination.  Because  it  most  likely  costs  thou- 
sands of  dollars  less  than  the  BMW  or  Mercedes  you  may 
have  had  in  mind.  Yet  it  still  offers  the  performance  and 
amenities  \x)u  insist  on.  See  us  for  a test  drive  tomorrow 

THE\tx.vo760GLE 

\oLir  ego  wniie  it  uetiates  wi-xMXEKsixji.Avnivo'ntvrwvs 

your  outgo.  wtxrrHSOMtot 

See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 
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SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes; 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

1984  CME  Cruise/Conferences 
on  Legal-Medical 
Issues 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31/80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  - P L 94-445,  effective  1/1/77,  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  PL  97-424 


January  7-18  (from  Ft 
Lauderdale,  FLI 
1 1 Day  Caribbean 

April  14-21  (from  Los 
Angeles.  CA) 

7 Day  Mexican  Riviera 

May  19-26  (from 
Honolulu.  HI) 

7 Day  Hawaiian 


June  30-July  14  (from 
San  Francisco,  CA) 

14  Day  Alaskan 

July  25  Aug  4 (from  Ft 
Lauderdale.  FLI 
10  Day  Caribbean 

Aug  1 1 25  (from 
Venice,  Italy) 

14  Day  Mediterranean 


*FLY  ROUNDTRIPFREE 

EXCELLENT  GROUP  FARES -FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
For  color  brochure  189  Lodge  Ave. 
and  additional  Huntington  Station,  N Y.  1 1746 
information  contact  Phone  (516)  549-0869 


References: 
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2.  Antman  E,  Muller  J.  Goldberg  S.  el  al.  Nifedipine  therapy  for  coronary-artery 
spasm:  Experience  in  127  patients  N Engt  J Med  302  1269-1273,  June  5.  1980 


BRIEF  SUMMARY 

PR0CARDIA"(nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I,  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ot  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  ot  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ot  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  o(  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (eftort-associaled  angina)  without  evidence  ot  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  ot  sustained  effectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  ftypolension:  Although  in  most  patients,  the  hypotensive  effect  ol 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  al  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  ot  these  potential  problems  and , 
it  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  seventy  of  angina  on  starting  PROCARDI/)  or  at  thttime  of  dosage  increases  The  mech- 
anism ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  Irom  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Pahents  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  al  greater  risk  for 
such  an  event 

PRECAUTIONS;  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ol  PROC<)flDIA  IS  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ot  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-adminislered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginai  effectiveness  ot  this  combination. 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  m nine  ol  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ol  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  ai  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
AD\/ERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-beadedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ol  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginai medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  loint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition , more  serious  adverse  events  were  observed . not  readily  distinguishable  from  the  nat- 
ural history  ol  the  disease  in  these  patients  it  remains  possible,  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  of  niledipme  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77°F  (15'  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  Sj  1982 . Pfizer  Inc 

LABORATORIES  DIVISION 


PFIZER  INC 


. .. 


7 can  do  things  that  I 
couldntdofcx'Syrs  including 


joining  the  human  race  again” 


Quotes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an  | 
angina  patient.  1 

While  this  patient's  aiperience  ' 
is  Kf^entative  c^many 
unscfKited  comments  received, 
not  all  patients  will  respond  to  . 
Procardia  nor  will  they  all  J 

respond  to  the&medegree. 


Sj  1983.  Pfizer  Inc 


for  the  varied  faces  of  angina 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 


' My  doctor  switched  me  to 
PROCARDIA [*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 


PROCARDIA 


(NIFEDIHNEI 


Capsules  10  mg 


beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 


agents  In  chronic  stable  angina  (effort-associated  angina) 

PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 

patients  are  i ncomplete.  Please  see  procardia  brief  summary  on  adjoining  page 


IfOfftIfi 

600mg 


,®1984  The  Upjphn  Cohipany 


r your  patients. 


More  conveVuen 


n 

600 mg  Tablets 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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THE  ONLY  WAY  THROUGH  TODAY’S  FINANCIAL  MAZE 
IS  A SINGLE,  KNOWLEDGEABLE  GUIDE. 


BUTTHERE  S A WAY 


GAIN  ISA 

KAN AWHA  VALLEY  BANK  EXCLUSIVE. 


It's  called  GAIN.  Kanawha  Valley  Bank's  Guided  Asset 
Investment  Network®.  An  arsenal  of  complete  financial  ser- 
vices from  a single,  confidential  source  under  your  direction. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
expetienced  professional  at  the  bank,  personally  responsible 
to  you.  who  has  access  to  the  disciplines  of  cash  manage- 
ment. lending,  asset  management,  investments,  trust  and 
financial  management  specialties,  and  tax  planning. 


WITH  GAIN,  YOU  CAN  REVIEW 
YOUR  TOTAL  FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System  automatically  provides  you  with  a 
comprehensive  monthly  statement,  easy -to -read... 


GAIN  is  unique  and  available  only  at  Kanawha  Valley 
Bank  because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work.  And  because  we  have  the  investment 
objectivity,  financial  perspective,  knowledge,  resources  and 
services  to  make  this  concept  work  foryou. 


THE  GAIN  SYSTEM®. 

IT  KEEPS  YOU  FROM  BEING  OVERCOME 
WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial  services, 
call  )ohn  Ziebold  (304)  348-09 1 9 or  Don  Santee  (304) 
348-7381.  Because  you  can  only  get  where  you're  going 
with  someone  who  knows  the  way. 


Wfe’re 
OKanawha 


Kanawha  Valley  Bank  • One  Valley  Square  • Box  I 793  • Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  1 867  • Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC, 


GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIA  TION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Nami 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

n Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


THEARMYNEEDS 

PHYSICIANS 

PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

Southern  West  Virginia  Northern  West  Virginia 

MAJ.  Sheila  T.  Bowman,  ANC  MAJ.  James  E.  Kuza,  MSC 

USAR  AMEDD  Procurement  USAR  AMEDD  Procurement 

Forest  Glen  Section  Federal  Building,  Room  304 

Walter  Reed  Army  Medical  Center  1000  Liberty  Avenue 

Washington,  DC  20307  Pittsburgh,  PA  15222 

(301)427-5101/5131  (412)644-4432 


You  can  rely  on  our  experience 
for  your  cardiology  needs. 


Cardiac  Rehabilitation  Institute,  a group  of  skilled  cardiologists  and 
medical  technologists,  combines  experience  and  training  with  quick 
response  and  an  absolute  devotion  to  excellence. 

Rely  on  CRI  for  your  cardiology  needs  in— 

Echocardiography— M-Mode  Display  and  Two-Dimensional 
echocardiograms. 

24-hour  Hotter  Monitoring— Detects  and  documents  cardiac  arrhythmias. 

Nuclear  Carb/o/ogy— Advanced  nuclear  scanners  enhance  the  evaluation 
of  ischemic  heart  disease  and  quantitates  cardiac  function. 

Stress  Testing— Jesting  programs  evaluate  cardiovascular  performance 
and  aid  in  detection  of  ischemic  heart  disease. 

Computerized  ECG's—ECG  reports  available  in  minutes  round  the 
clock— and  storage  and  ECG  management  simplified. 

The  important  extra  when  you  deal 
with  CRI:  Confidence 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue 
Pittsburgh,  PA  15232 
Phone-412/682-6201 
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WEST  \'IR(jlMA’S  FIRST  RR0\'1I)ER  OE  IN-HOME  TEN  CARE 


A (}roup  Praciice  of  Allied  Health 
Professionals  - Informed  and  involved 
With  the  Total  Care  of  \'our  Patient. 
Srrx'in^  Keniurky, 
otiio,  [Tnnsylvania  and 
West  X'irginia. 
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S[)ecialized  and  EIxperienced  in  FTo- 
vidin^  Cost-Effertive  TPN  for  the  At 
Home  Patient. 

2402  Adams  Avenue 
Huniington.  West  \'lrginia  25704 
Call  Collect:  304-429-6888 


reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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UNIQUE 


T 

■ hat  s what  each  of 

our  patient  s needs  are. 
And  we  have  the  medical  and 
professional  staff  to  meet 
these  needs. 

In  1980,  Saint  Albans 
Psychiatric  Hospital  opened  a $7.8 
million  building  with  162  beds 
and  expanded  clinical  facilities. 
The  hospital  is  fully  accredited  by 
the  Joint  Commission  on  the 
Accreditation  of  Hospitals. 

In  addition  to  our  general 
psychiatric  services,  we  offer 
specific  programs  for  alcoholics 
and  substance  abusers,  children/ 
adolescents,  and  older  adults. 

Saint  Albans,  the  only 
private,  not-for-profit  psychiatric 
hospital  in  Virginia,  has  served 
southwestern  Virginia  since  1916. 

When  you  have  a patient 
who  needs  the  specialized  ser- 
vices of  a psychiatric  hospital,  call 
Saint  Albans.  Admission  can 
be  arranged  24  hours  a day  by 
calling  1-800-368-3468. 


A 

j^tive  Medical  Staff: 

Rolfe  B.  Finn,  M.D., 

Medical  Director 
William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

O.  LeRoyce  Royal,  M.D. 

G.  Paul  Hlusko,  M.D. 

Saint  Albans 
Psychiatric  Hospital 

P.  O.  Box  3608 
Radford,  Virginia  24143 

Saint  Albans  Psychiatric  Hospital  is  approved  for  Blue  Cross, 
Champus,  Medicare,  and  most  major  insurance  companies. 

For  a free  brochure,  write  Robert  L.  Terrell,  Jr.,  administra- 
tor, P.  O.  Box  3608,  Radford,  Virginia  24143. 


Announcing 
newly  formulated 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  In  patients  with 
musculoskeletal  disorders. 


Equagesic- 

{meprobamate  with  aspirin) e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  m patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i.e  over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodol. 
mebutamate.  or  carbromal. 

WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  m persons  allergic  to 
salicylates  may  result  m iife-threalemng 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chrome  intoxication  from 
prolonged  ingestion  of  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machineiY 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide.  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies. Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  In  umbllicai-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  Is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug’s  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 
PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  be  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopienia.  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol,  and  cross-sensitivity  between  mepro- 
bamate mebutamate  and  meprobamate, 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuna  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis.  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ‘ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION; 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to- moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma. 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance,  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  1$  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100.  fledipak*  strip 
pack  25's,  Redipak*  unit  dose  100  s.  individ- 
ually wrapped 
Cl  3343-1  9/6  63 
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Recent  advances  have  been  made  in  the 
diagnosis  and  treatment  of  male  infertility. 
Specific  factors  including  varicocele,  endocrine 
dysfunction,  ductal  obstruction,  ejaculatory  dis- 
turbances, and  sperm  agglutination  should  be 
evaluated.  Surgery,  hormone  replacement,  or 
steroid  therapy  may  be  used  specifically  depend- 
ing on  results  of  diagnostic  studies.  The  benefits, 
potential  complications,  and  results  of  each 
therapeutic  modality  are  discussed. 

T T has  been  estimated  that  between  10  and  15 
-*■  per  cent  of  married  couples  have  fertility 
problems.*  Thirty  to  50  per  cent  of  the  diffi- 
culties aj)pear  to  be  attributable  to  the  male 
partner.^  This  is  a staggering  number  of  potential 
patients  considering  that  the  traditional  approach 
to  male  infertility  has  been  empirical,  many  times 
unscientific  and  frequently  unsuccessful.  As  the 
result  of  recent  research,  advances  have  been 
made.  The  etiology  of  male  infertility  can  more 
often  be  recognized,  and  specific  treatment  pre- 
scribed. 

The  major  etiologic  factors  in  male  infertility 
are  listed  in  Table  1.  The  purpose  of  this  review 
is  to  focus  on  the  developments  in  some  of  the 
specific  areas  from  Table  1 where  improvements 
in  diagnosis  and  treatment  have  been  reported. 

Fundamental  Evaluation 

There  is  a broad  range  in  potential  fertility 
in  both  men  and  women,  and  the  combination 
of  male  and  female  fertility  factors  in  a specific 
couple  ultimately  will  lead  to  success  or  failure 


in  producing  offspring.  In  a particular  couple 
where  unprotected  intercourse  has  been  practiced 
for  at  least  one  year  and  the  female  partner  has 
been  gynecologically  normal,  one  should  suspect 
the  male  partner  to  be  infertile. 

A thorough  history  and  physical  examination 
should  he  performed.  Attention  should  be  given 
to  sexual  history  including  previous  offspring, 
frequency  and  techniques  used  in  intercourse  and 
understanding  of  the  menstrual  cycle.  The  results 
of  previous  fertility  evaluations  or  treatment  and 
the  patient’s  medical  and  surgical  history  should 
be  reviewed.  Environmental  factors  including 
occupation  and  medications  should  be  investi- 
gated. 

A careful  physical  examination  should  be  per- 
formed with  emj)hasis  on  secondary  sex  charac- 
teristics and  the  presence  or  absence  of  a 
varicocele.  Testicular  size  and  consistency  should 
be  noted  on  each  side.  The  normal  range  of 
testicular  size  has  been  reported  to  be  4.7  to  5.0 
cm  in  the  longest  diameter.^  Even  a small  de- 
crease in  testicular  mass  often  is  associated  with 

TABLE  1 

Factors  Contributory  to  Male  Infertility 


varicocele 

semen  volume  abnormalities 
endocrine  abnormalities 
sexual  dysfunction 
ductal  obstruction 
testicular  failure 
ejaculatory  disturbances 
cryptorchidism 
sperm  agglutination 
necrospermia 


allergic  reactions 
stress 
diabetes 
paraplegia 
nutrition 
heat,  fever 
acute  viral  illness 
drugs 

cystic  fibrosis 
other 
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a varicocele  and  can  be  the  cause  of  infertility. 
If  diminished  testicular  size  is  found,  the 
examiner  should  make  every  effort  to  demonstrate 
a varicocele. 

The  traditional  method  used  to  evaluate  in- 
fertility in  men  has  been  the  semen  analysis.  At 
least  two  specimens  should  he  carefully  analyzed 
after  a specific  period  of  sexual  abstinence, 
usually  72  hours.  In  order  for  the  specimens  to 
be  reliable  there  should  be  a discrepancy  of  less 
than  20  per  cent  in  all  parameters.  If  the  results 
are  inconsistent,  further  specimens  should  be  col- 
lected. The  normal  values  usually  used  are: 
volume  1.5  to  5.0  cc’s,  sperm  density  greater 
than  20  million  per  cc,  normal  forms  greater 
than  60  per  cent,  motility  greater  than  60  per 
cent,  no  obvious  abnormality  in  agglutination 
or  viscosity,  and  no  contamination  with  bacteria 
or  blood. 

The  laboratory  evaluation  of  the  infertile  male 
depends  on  the  results  of  the  semen  analysis  and 
the  presence  of  a varicocele,  and  will  be  pre- 
sented in  conjunction  with  the  discussion  of 
recent  developments  in  diagnosis  and  therapy  of 
specific  factors  contributing  to  male  infertility. 

Improvements  in  the  successful  treatment  of 
male  infertility  have  occurred  in  patients  with 
some  of  the  factors  listed  in  Table  1.  The  re- 
mainder of  this  discussion  will  be  concerned  with 
the  recent  advances  in  the  diagnosis  and  treat- 
ment of  these  particular  factors  which  include 
varicocele,  endocrinologic  disorders,  ductal 
obstruction,  ejaculatory  disturbances,  and  sperm 
agglutination  (Table  2). 

V aricocele 

Although  the  specific  pathophysiologic  mecha- 
nism remains  unknown,  varicocele  has  been 
found  to  be  the  most  common  identifiable  cause 


TABLE  2 


Specific 

Disorder 

Diagnostic  Studies 

Treatment 

Varicocele 

Physical  exam 
Doppler  stethoscope 
Radioisotope  scan 
Spermatic  venogram 

Spermatic  vein 
ligation 

Endocrine 

dysfunction 

FSH,  LH,  Testosterone 
Further  evaluation  when 
indicated 

HCG  stimulation 
HCG-HMG  stimulation 
Clomiphene 

Ductal 

obstruction 

Vasograms 
testis  biopsy 

Surgical  correction 

Ejaculatory 

disturbances 

Urinary  sperm 
count 

Adrenergic  drugs 
Artificial  insemination 
with  sperm  from 
bladder 

Sperm 

agglutination 

Antisperm 

antibodies 

Steroid  therapy 

of  male  infertility.^’®  The  incidence  of  varicocele 
in  the  general  population  is  approximately  20 
per  cent.  This  increases  to  40  per  cent  in  the 
suhfertile  population.  It  has  been  demonstrated 
that  a varicocele  results  from  incompetent  valves 
in  the  gonadal,  or  internal  spermatic  vein.^’^’'° 
Approximately  80  per  cent  of  varicoceles  have 
been  noted  to  occur  unilaterally  on  the  left  side, 
approximately  two  per  cent  on  the  right  side, 
and  20  per  cent  bilaterally. 

Several  hypotheses  have  been  proposed  con- 
cerning the  mechanism  by  which  a varicocele 
affects  fertility.  To  date,  none  has  been  proven 
to  be  the  sole  etiologic  mechanism.  The  most 
widely  accepted  mechanism  describes  the  in- 
crease in  testicular  temperature  which  occurs 
with  varicoceles.’*  Other  hypotheses  include  the 
effects  of  increased  toxic  metabolites  from  the 
adrenal  or  renal  vein  reflux,''  hypoxia  secondary 
to  stasis  of  blood  in  the  engorged  veins^  or 
Leydig  cell  dysfunction.*** 

The  association  of  significant  testicular  atrophy 
with  varicocele  has  been  documented.®  Fertile 
patients  with  varicoceles  also  demonstrated  sig- 
nificant left  testicular  atrophy.®  However,  the 
authors  found  a five-year  difference  in  age 
between  the  fertile  and  infertile  patients.  The 
possibility  that  varicocele  caused  significant 
testicular  atrophy  which  ultimately  led  to  in- 
fertility was  suggested.® 

The  indication  for  varicocele  repair  is  the 
presence  of  a varicocele  in  an  infertile  male  with 
a stress  pattern  on  semen  analysis.  A stress  pat- 
tern consists  of  abnormal  values  in  all  parameters 
measured.  Although  this  is  the  most  frequently 
associated  pattern,  any  single  parameter  can  be 
the  only  abnormal  finding  associated  with  a 
varicocele.  Controversy  occurs  when  patients 
present  with  the  stress  pattern,  and  a varicocele 
cannot  be  found  on  physical  examination.  There 
is  evidence  to  suggest  that  these  patients  may 
have  a subclinical  varicocele,  and  that  repair  of 
a subclinical  varicocele,  can  result  in  increased 
fertility.®'*^’*® 

After  repair  of  a varicocele,  semen  quality 
has  been  found  to  improve  in  71  per  cent  of 
patients,  with  a 55-per  cent  pregnancy  rate  noted 
in  one  large  series.*"*  Similar  studies  demonstrat- 
ing equally  successful  results  have  prompted  the 
search  for  a means  to  detect  the  subclinical 
varicocele. 

Subclinical  Varicocele 

The  size  of  the  varicocele  does  not  correlate 
with  its  effect  on  fertility.  Indeed,  small  vari- 
coceles may  have  as  profound  an  effect  as  large 
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ones.*^  The  association  of  testicular  atrophy 
on  the  left  side  with  a stress  pattern  on  semen 
analysis  should  prompt  a diligent  search  for  a 
subclinical  varicocele.^ 

New  diagnostic  methods  have  been  used  to 
reveal  a subclinical  varicocele.  Etriby  et  al.  used 
venography  to  demonstrate  varicoceles  in  sub- 
fertile  men.'^  They  demonstrated  multiple 
anastomoses  between  both  spermatic  veins  with 
the  highest  collateral  being  above  the  internal 
inguinal  ring. 

Another  method  utilized  to  demonstrate  the 
subclinical  varicocele  is  the  Doppler  stethos- 
cope.^^ This  sensitive  method  was  found  to  be 
useful  not  only  in  finding  subclinical  varicoceles, 
but  also  in  determining  the  effectiveness  of  in- 
ternal spermatic  vein  ligation  in  patients  whose 
semen  analysis  did  not  improve  after  surgery. 

Finally,  radioisotope  scanning  of  the  scrotum 
and  pelvis  has  been  used  in  the  detection  of  sub- 
clinical varicoceles. A surprisingly  high  per- 
centage of  bilateral  varicoceles  unsuspected  by 
clinical  means  were  found.  A high  degree  of 
correlation  between  the  stress  pattern  and  the 
presence  of  subclinical  varicoceles  was  noted. 
This  benefit  must  be  weighed  against  the  radia- 
tion exposure  to  the  testes,  increase  in  cost,  and 
time  necessary  for  this  diagnostic  instrument 
compared  to  less  invasive  and  immediately  avail- 
able diagnostic  studies  such  as  the  Doppler 
stethoscope. 

Those  patients  whose  semen  analyses  are  not 
improved  after  spermatic  vein  ligation,  and 
whose  pre-operative  semen  analyses  demonstrated 
sperm  counts  less  than  10  million,  may  benefit 
from  the  use  of  human  chorionic  gonadotropin 
(HCG)  after  surgery. The  use  of  HCG 
will  be  discussed  further  in  the  following  section 
on  endocrinology. 

Endocrine  Evaluation  and  Therapy 

The  basic  endocrine  evaluation  of  the  infertile 
male  is  measurement  of  serum  luteinizing  hor- 
mone ( LH  ),  follicle-stimulating  hormone  ( FSH  ), 
and  testosterone.  The  results  of  these  hormone 
levels,  when  correlated  with  results  of  semen 
analysis,  can  be  used  to  categorize  specific 
endocrinologic  abnormalities.  In  the  remainder 
of  patients  they  will  indicate  further  tests  that 
may  be  necessary.  This  cost-effective  and  time- 
saving approach  is  receptive  to  algorithmic 
analysis.  Such  an  approach  recently  has  been 
adopted  to  outline  a diagnostic  endocrine  evalu- 
ation of  the  infertile  male.*® 

If  the  serum  FSH  is  elevated,  this  usually 
demonstrates  either  primary  testicular  failure  or 


an  isolated  germinal  compartment  failure.*®  A 
corresponding  low  testosterone  level  and  elevated 
LH  indicate  primary  testicular  failure,  while  a 
normal  testosterone  and  normal  LH  indicate 
germinal  compartment  failure. 

Mild  elevation  in  the  serum  FSH  may  be 
amenable  to  hormone  manipulation  as  described 
below.  On  the  other  hand,  an  FSH  which  is 
three  times  normal  or  greater  indicates  irreversi- 
ble testicular  damage  to  spermatogenesis  regard- 
less of  the  testosterone  or  LH  levels.  Only  arti- 
ficial insemination  by  a donor  or  adoption  are 
options  to  these  patients. 

If  the  testosterone,  LH  and  FSH  are  all  low, 
the  patients  fall  into  the  category  of  hypo- 
gonadotropic  hypogonadism  and  require  further 
studies  for  evaluation.*®  The  defect  can  be  in 
the  pituitary,  and  tests  for  pituitary  function 
( serum  ACTH,  TSH  and  GH ) should  be 
obtained.  X-rays  of  the  sella  turcica  also  should 
be  obtained  to  rule  out  a pituitary  tumor.  Serum 
prolactin  is  elevated  in  most  of  the  patients  with 
pituitary  adenomas,  and  should  be  measured. 

Patients  then  will  be  found  to  be  in  one  of 
three  categories.*®  First,  they  may  have  an 
abnormal  prolactin  level  and  skull  x-rays,  and 
will  require  treatment  for  their  adenoma. 
Second,  they  may  have  a normal  evaluation  for 
tumor  but  persistent  elevated  prolactin  levels. 
This  group  should  be  examined  for  drug  history 
because  many  of  the  antidopaminergic  drugs  can 
cause  this  elevation.  The  diagnostic  evaluation 
should  be  repeated  in  six  months  to  rule  out 
a pituitary  adenoma  not  yet  visible  by  diagnostic 
means. 

Stimulation  May  be  Attempted 

The  third  category  is  comprised  of  patients 
with  normal  skull  x-rays  and  normal  prolactin 
level.  These  patients  have  idopathic  hypo- 
gonadotropic  hypogonadism,  and  stimulation 
with  human  chorionic  gonadotropin  (HCG)  in 
conjunction  with  human  menopausal  gona- 
dotropin ( HMG ) may  be  attempted.*^  This 
combination  has  been  demonstrated  to  bring 
about  complete  gonadal  maturation  and  com- 
plete restoration  of  spermatogenesis  when  util- 
ized in  hypogonadotropic  patients.*^ 

Patients  receive  pretreatment  with  HCG, 
5,000  units  three  times  weekly  until  a normal 
serum  testosterone  level  and  normal  masculiniza- 
tion  judged  by  secondary  sex  characteristics  are 
achieved.  At  this  time  HMG  is  given,  one  ampule 
three  times  weekly  with  concurrent  HCG 
administration,  2,000  units  twice  weekly  for  at 
least  four  months.^**  Gonadal  maturation  has 
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been  found  within  12  months  of  therapy 
Thera])y  for  longer  periods  has  not  been  demon- 
strated to  he  of  value. 

A recent  investigation  in  the  treatment  of 
hypogonadotropic  hypogonadism  used  replace- 
ment of  gonadotropic-releasing  hormone.^ ^ Suc- 
cess has  been  noted  with  this  therapy  on  a 
research  basis,  and  it  ultimately  may  replace 
HCG-HMG  therapy. 

Returning  to  the  initial  endocrine  evaluation, 
one  may  find  elevated  testosterone  and  LH  with 
normal  serum  FSH.^®  These  patients  apparently 
have  a partial  androgen  resistance  which  results 
in  a secondary  increase  in  serum  LH  level  and 
a subsequent  increase  in  serum  testosterone.  An 
elevation  in  serum  estradiol  which  can  produce 
gynecomastia  may  occur.  At  present  there  is  no 
available  therapy  for  this  disorder. 

A remaining  group  of  patients  have  normal 
serum  testosterone,  LH,  and  FSH,  and  usually 
fall  into  two  categories,  oligospermia  and 
azoospermia.^®  The  majority  of  men  who  are 
oligospermic  and  have  this  endocrinologic  evalu- 
ation will  be  found  to  have  a varicocele. 

In  the  absence  of  a varicocele,  if  the 
oligospermia  is  mild,  the  patients  may  benefit 
from  split  ejaculation  to  concentrate  the  sperm 
count.  This  is  based  on  the  fact  that  most  of  the 
sperm  are  released  in  the  initial  part  of  the 
ejaculate.  If  oligospermia  is  more  severe,  the 
patients  may  benefit  from  HCG  stimulation  with 
or  without  HMG  or  from  stimulation  with 
clomiphene. 

Clomiphene  Therapy 

The  regimen  for  clomiphene  consists  of  25  mg 
daily  for  25  days  and  then  stopping  the  medi- 
cation for  five  days.  This  is  repeated  for  six 
months.  The  presumed  mode  of  action  of 
clomiphene  is  competitive  inhibition  of  andro- 
gens at  the  pituitary  and  hypothalamic  receptor 
sites.  The  normal  feedback  mechanism  is  in- 
hibited; LH  and  FSH  are  increased  with  a 
subsequent  increase  in  androgen  production; 
and,  spermatogenesis  is  improved.  Pregnancy 
rates  of  up  to  25  per  cent  have  been  reported 
wdth  clomiphene  therapy. 

The  remaining  patients  with  normal  testos- 
terone, LH  and  FSH  levels  will  have  azoosper- 
mia on  semen  analysis.  The  difficulty  here  can 
lie  at  three  levels:  germinal  compartment  failure, 
ductal  obstruction  or  agenesis,  or  retrograde 
ejaculation.  A seminal  fructose  determination, 
if  positive,  indicates  normal  seminal  vesicle 
development  and  patent  ejaculatory  ducts. 


If  seminal  fructose  is  present,  the  patient 
should  have  vasograms  and  testes  biopsies  per- 
formed to  rule  out  obstruction  of  the  vasa 
deferentia  or  failure  of  spermatogenesis.  Athough 
there  is  no  treatment  for  the  latter,  ductal 
obstruction  may  be  bypassed  utilizing  micro- 
surgical  techniques.  This  is  possible  if  the 
obstruction  is  at  a specific  site  rather  than 
throughout  the  vas  deferens  and  epididymis. 
Most  of  the  experience  in  this  area  has  been 
gained  through  the  reversal  of  vasectomy  to  re- 
establish prior  fertility. 

If  the  seminal  fructose  is  absent  in  an  azoosper- 
mic  patient,  no  therapy  is  available. 

Retrograde  Ejaculation 

Azoospermia  in  the  presence  of  normal  serum 
testosterone,  LH  and  FSH  levels  can  be  caused 
by  retrograde  ejaculation.  The  diagnosis  is  con- 
firmed by  the  presence  of  sperm  in  the  post- 
ejaculation urinalysis.  Any  mechanism  which 
interferes  with  the  normal  response  of  the  bladder 
neck  to  sympathetic  stimulation  can  result  in 
retrograde  ejaculation.  The  most  common  causes 
are  diabetes  mellitus,  surgery  and  drugs.  Resec- 
tion of  the  bladder  neck  or  prostate,  bilateral 
retroperitoneal  lymphadenectomy,  bilateral  sym- 
pathectomy, or  extensive  pelvic  surgery  can  all 
be  responsible.  Sympathetic  blocking  agents 
may  also  cause  the  problem. 

This  disorder  may  be  treated  pharmacologi- 
cally or  by  artificial  insemination  with  sperm 
recovered  from  the  urine.  In  the  latter  the  urine 
should  be  alkalinized  by  oral  bicarbonate  admini- 
stration. After  ejaculation,  the  sperm  should  be 
recovered  from  an  empty  bladder  by  means  of 
catheterization  and  should  be  used  immediately 
for  artificial  insemination.  Success  can  be 
enhanced  by  precision  timing  of  artificial  insemi- 
nation to  coincide  with  ovulation  in  the  female 
partner. 

Pharmacologic  treatment  involves  the  use  of 
sympathetic  agents  in  order  to  improve  smooth 
muscle  tone  at  the  bladder  neck.  Agents  such 
as  ephedrine,  25-50  mg  four  times  a day  can  be 
used.  The  use  of  tofranil  has  been  found  to  be 
benehcial  in  some  men.  It  appears  that  pharma- 
cologic manipulation  finds  more  success  in 
patients  who  have  secondary  retrograde  ejacula- 
tion with  intact  end-organ  receptors  at  the  blad- 
der neck.  In  contrast,  when  the  etiology  is  due 
to  end-organ  failure,  as  in  primary  retrograde 
ejaculation,  response  to  sympathomimetics  is  un- 

likely.2^-"5 
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Anti-Sperm  Antibodies 

The  final  category  where  advances  have  been 
made  in  the  evaluation  of  the  infertile  male  in- 
volve men  with  normal  sperm  counts  with 
abnormalities  in  sperm  motility.  Investigators 
have  demonstrated  the  presence  of  antibodies  in 
the  serum  and  in  the  prostatic  fluid  of  some  sub- 
fertile  men.^^’^^  Three  categories  of  antisperm 
antibodies  have  been  identified.  They  are:  sperm 
agglutinating,  sperm  immobilizing  and  cytotoxic 
antibodies.  The  antibodies  found  in  the  serum 
are  in  the  IgG  and  IgM  categories,  and  presum- 
ably elevated  serum  levels  of  the  IgG  antibodies 
can  cross  over  into  the  seminal  fluid  and  react 
with  sperm.  Locally  produced  antibodies  of  the 
IgA  class  also  may  be  responsible  for  some  of 
the  observed  findings. 

Antisjierm  antibodies  can  be  detected  in  the 
serum  in  eight  to  13  per  cent  of  infertile  men,^^ 
and  sometimes  are  reversible  by  high-dose  steroid 
therapy.  It  also  has  been  demonstrated  that 
fertility  in  normospermic  men,-®  and  after  suc- 
cessful vasovasostomy,^^  is  inversely  related  to 
serum  titers  of  antisperm  antibodies. 

The  treatment  of  this  disorder  involves  the  use 
of  high-dose  steroid  therapy,  and  it  is  necessary 
to  review  the  j)otential  side  effects  with  the 
patient  prior  to  initiation  to  therapy.  One  also 
must  check  for  a family  history  of  diabetes, 
obtain  a fasting  blood  glucose,  liver  function 
studies  and  a chest  x-ray  to  rule  out  the  pos- 
sibility of  pre-existing  diabetes  mellitus  or  active 
tuberculosis.  Symptoms  of  dyspepsia  should  be 
investigated  and  treated  with  antacid  and 
cimetidine  therapy.  The  female  partner  should 
have  a normal  ovulatory  cycle  and  fertile  gyne- 
cologic evaluation  prior  to  initiation  of  steroid 
therapy  in  the  male. 

Several  regimens  have  been  published,  all 
using  high-dose  pulsatile  steroid  administration. 
Hendry  and  associates  used  32  mg  of  methyl- 
prednisolone  three  times  a day  from  day  21  to 
28  of  the  menstrual  cycles. They  reported  a 
31-per  cent  pregnancy  rate  after  an  average  of 
5.3  years  of  infertility  with  all  pregnancies  occur- 
ring in  a cycle  following  treatment  of  the 
husband.  All  successes  were  associated  with  a 
marked  drop  in  sperm-immobilizing  antibody 
titer,  and  most  with  disappearance  of  antibodies 
from  seminal  plasma. 

Major  side  effects  leading  to  termination  of 
therapy  in  six  per  cent  of  patients  were 
dyspepsia,  hematemesis,  and  transient  hip  pain. 
Minor  side  effects  not  necessitating  discontinu- 
ation of  treatment  were  noted  in  26  per  cent  of 
patients.  In  a comparable  study,  Sbulman  and 


Shulman  demonstrated  a 44-per  cent  pregnancy 
rate  among  71  patients. These  authors  reported 
only  16  per  cent  minor  side  effects  and  two  per 
cent  severe  side  effects.  Use  of  steroids  at  high 
dose  can  have  serious  complications  and  should 
be  employed  only  when  elevated  levels  of  specific 
antisperm  antibodies  have  been  documented. 

No  Diagnostic  Abnormalities 

In  some  infertile  couples  the  routine  diagnostic 
evaluation,  including  the  semen  analysis,  does  not 
demonstrate  any  abnormality.  Recently,  cross 
species  penetration  testing,  the  Humster  test,  has 
been  used  to  evaluate  this  group  of  men.'*'^  This 
test  involves  the  incubation  of  the  patient’s 
sperm,  which  has  been  washed,  with  zona-free 
hamster  ova.  The  ova  are  examined  for  penetra- 
tion by  the  sperm  after  two  hours.  A significant 
difference  has  been  noted  by  several  authors  in 
the  ability  to  penetrate  ova  between  semen  from 
fertile  and  infertile  men.  Tins  difference  did  not 
correlate  with  any  other  parameters  measured 
by  routine  semen  analysis. 

Conclusion 

Significant  improvement  has  been  made  in  the 
diagnosis  and  treatment  of  male  infertility. 
Although  major  areas  still  remain  where  research 
is  necessary,  the  outlook  for  an  infertile  couple 
continues  to  improve. 
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Potassium  metabolism  and  homeostasis  involve 
a complex  relationship  of  multiple  factors  and, 
as  a consequence,  the  differential  diagnosis  of 
hypokalemia  can  be  equally  complex  and  con- 
fusing. A decrease  in  total  body  postassium  may 
have  many  important  physiologic  consequences. 

In  patient  evaluation,  the  diet  history,  particu- 
larly a tea  and  toast  diet,  licorice,  herbal  teas, 
and  drug  history  including  diuretics  and  laxa- 
tives, is  very  important. 

In  therapy,  it  is  important  to  estimate  the  size 
of  the  potassium  deficit.  Potassium  choride  is 
usually  the  best  salt  to  use  for  replacement 
therapy  because  most  patients  are  usually 
chloride  depleted. 

■poTASSlUM,  having  a concentration  of  50  mEq/ 
kg  body  weight,  is  one  of  the  major  cations 
in  the  body.  The  metabolism  and  homeostasis 
of  potassium  are  somewhat  complicated  by  the 
fact  that  98  per  cent  is  intracellular.  There  is 
a large  difference  between  the  intracellular  con- 
centration of  150  mEq/L  and  the  extracellular 
concentration  of  4 mEq/L.  As  a result  of  this 
large  intracellular  concentration,  plasma  or  serum 
determinations  are  a poor  estimate  of  total  body 
potassium.  Methods  for  determining  total  body 


potassium  do  exist;  however,  they  are  cumber- 
some and  not  practical  for  clinical  medicine. 

Many  factors  influence  homeostasis,  but  the 
renal  handling  of  potassium  is  of  prime  im- 
portance. The  kidney  can  vary  the  urinary 
concentration  from  as  little  as  five  mEq/L  to  as 
much  as  100  mEq/L.  Changes  in  renal  excretion 
of  potassium  occur  more  slowly  than  those  for 
sodium  because  potassium  excretion  is  respon- 
sive to  changes  in  the  intracellular  concentration 
whereas  sodium  excretion  is  responsive  to 
changes  in  extracellular  concentration. 

Most  of  the  potassium  that  arrives  at  the 
glomerulus  is  filtered  since  only  15  per  cent  is 
bound  to  plasma  proteins.  The  majority  of  this 
is  reabsorbed  in  the  proximal  tubule  and  the 
loop  of  Henle.  Only  10-15  per  cent  of  the  filtered 
potassium  reaches  the  distal  tubule,  and  this  re- 
mains constant  during  a variety  of  conditions. 
Changes  in  total  potassium  excretion  depend 
primarily  on  its  secretion  in  the  distal  segment 
of  the  distal  tubule.  This  occurs  because  of  dif- 
ferent charges  on  the  peritubular  side  and  the 
luminal  side  of  the  cell  resulting  in  asymmetrical 
membrane  permeability  that  favors  potassium 
secretion.  The  collecting  tubule  primarily  trans- 
ports the  potassium;  however,  it  does  have  the 
capability  to  reabsorb  and  secrete  potassium. 

Factors  in  Renal  Handling  of  Potassium 

The  renal  handling  of  potassium  and  the 
amount  that  is  reabsorbed  or  secreted  is  in- 
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fluenced  by  a number  of  factors  including:  1. 

Aldosterone,  2.  Acid-base  balance,  3.  Tubular 
flow  rate,  4.  Sodium  intake,  5.  Potassium  intake, 
6.  Intracellular  potassium  concentration  and 
peritubular  uptake,  and  7.  Diuretics.  Each  one 
of  these  will  be  discussed  briefly. 

Aldosterone  acts  on  the  distal  tubule  and  pos- 
sibly the  collecting  duct  to  enhance  potassium 
secretion.  It  stimulates  peritubular  potassium 
uptake,  which  increases  the  intracellular  concen- 
tration and  enhances  the  driving  force  for  potas- 
sium secretion. 

Alterations  in  pH  have  a striking  effect  on 
renal  potassium  excretion.  This  is  primarily 
mediated  by  changes  in  the  peritubular  mem- 
brane uptake  of  potassium  and  thus  the  intracel- 
lular concentration.  It  is  important  to  remember 
that  it  is  primarily  the  intracellular  potassium 
concentration  that  is  responsible  for  the  observed 
changes  in  potassium  excretion.  For  example, 
alkalosis  tends  to  drive  potassium  into  cells,  thus 
increasing  the  intracellular  concentration  in  the 
distal  tubule  and  enhancing  the  secretion  of 
potassium. 

Acidosis  is  somewhat  more  complicated.  In 
acidosis  there  is  an  acute  shift  of  potassium  out 
of  cells,  a decrease  in  intracellular  concentration, 
and  a subsequent  decrease  in  potassium  secretion. 
This  effect  of  acidosis  continues;  however,  in 
chronic  acidosis  there  is  an  increase  in  fluid 
delivery  to  the  distal  tubule  which  overrides  this 
and  results  in  an  increase  in  potassium  secretion. 
This  effect  of  fluid  delivery  may  explain  why 
metabolic  acid-base  derangements  have  a greater 
effect  on  potassium  excretion  than  respiratory 
acid-base  derangements. 

As  mentioned  previously,  tubular  flow  rate  has 
an  effect  on  potassium  secretion,  and  this  seems 
to  be  independent  of  sodium  delivery.  Potassium 
secretion  in  the  distal  tubule  increases  nearly  in 
proportion  to  increases  in  luminal  flow  rate. 

Sodium  intake  has  some  influence  on  potas- 
sium secretion.  A minor  effect  is  that  some 
sodium  reabsorption  is  coupled  with  potassium 
secretion.  A more  significant  effect  is  that  an 
increase  in  sodium  intake  tends  to  increase 
extracellular  fluid  volume  and  thus  increases 
tubular  fluid  delivery  and  potassium  secretion. 

Potassium  intake  obviously  plays  a major  role 
in  potassium  excretion'.  It  may  take  as  long  as 
seven  to  10  days  before  the  kidney  can  adapt  to 
a low  potassium  intake  because  the  changes 
occur  in  response  to  the  intracellular,  and  not  the 
extracellular,  concentration  of  potassium. 

Finally,  diuretics  also  influence  potassium 
secretion  primarily  by  increasing  the  sodium  and 


fluid  delivery  to  the  distal  tubule.  In  addition, 
osmotie  diuretics  deliver  non-absorbable  anions 
to  the  distal  tubule,  and  carbonic  anhydrase  in- 
hibitors may  have  a direct  effect  on  the  distal 
tubule. 

In  summary,  the  majority  of  filtered  potassium 
is  reabsorbed  and  then,  depending  on  a variety 
of  eomplicated  factors,  is  secreted  primarily  in 
the  distal  tubule.  It  is  important  to  understand 
that  homeostasis  depends  on  internal  and  external 
potassium  balance.  Internal  potassium  balance 
refers  to  the  intra-  to  extracellular  ratio;  ex- 
ternal potassium  balance  refers  to  total  body 
potassium. 

Intra-  to  Extracellular  Ratio 

There  are  five  major  factors  that  influence  the 
intra-  to  extraeellulac,  potassium  ratio: 

1.  Acid-Base  Balance  or  pH 

For  every  0.1  unit  change  in  pH  there  is 
an  inverse  change  in  plasma  potassium  of 
0.6  meq/F.  For  example,  a pH  of  7.3 
would  predict  a potassium  of  4.6. 

2.  Body  Fluid  Tonicity 

The  meehanism  for  osmolality  affecting 
potassium  balance  is  unclear  but  appears 
to  be  related  to  an  increase  in  osmolality 
causing  cellular  dehydration.  For  every  10 
mOsm ' kg  H2O  rise  in  serum  osmolality 
there  is  a 0.1  to  0.6  meq/L  rise  in  plasma 
potassium.  A decrease  in  osmolality  does 
not  seem  to  have  the  opposite  effect. 

3.  Insulin 

Basal  levels  of  insulin  play  a permissive 
role  in  the  cellular  uptake  of  potassium, 
and  higher  levels  stimulate  potassium  up- 
take by  skeletal  muscle  and  hepatic  cells. 
Potassium  also  seems  to  influence  insulin 
secretion,  and  hypokalemia  alone  can  cause 
abnormal  glucose  tolerance  in  a predis- 
posed patient. 

4.  Mineralocorticoids 

In  addition  to  affecting  the  renal  excretion 
of  potassium,  mineralocorticoids  also  play 
a permissive  role  in  making  cells  more 
receptive  to  potassium  uptake. 

5.  Catecholamines 

These  seem  to  have  a dual  effect  on  internal 
potassium  balance;  alpha  receptor  stimu- 
lation causes  a net  cellular  release  of  potas- 
sium, and  beta  receptor  stimulation  causes 
a net  eellular  uptake  of  potassium  by 
muscle  and  liver  cells. 

Now  that  some  of  the  basic  physiology  of 
potassium  balance  has  been  reviewed,  I will  dis- 
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cuss  the  differential  diagnosis,  physiologic 
consequences,  and  treatment  of  hypokalemia  or 
a plasma  potassium  level  less  than  3.5  meq/L. 
The  differential  diagnosis  of  hypokalemia  is  listed 
in  Table  1.  This  is  a fairly  impressive  list  but 
can  be  simplified  by  considering  the  causes  of 
hypokalemia  to  fit  into  one  of  three  categories. 
These  are:  1.  Hypokalemia  without  potassium 

deficit.  There  is  an  altered  internal  balance 
causing  a low  serum  level,  but  total  body  potas- 
sium is  normal;  2.  Hypokalemia  with  a potassium 
deficit;  and  3.  Potassium  deficit  without  hypo- 
kalemia. The  serum  level  is  normal  secondary 
to  potassium  shifted  out  of  the  cells  masking  the 
fact  that  the  total  body  potassium  is  low. 

TABLE  1 

Etiologies  of  Hypokalemia 

A.  Hypokalemia  Without  Potassium  Deficit 

1.  Alkalosis  - metabolic  or  respiratory 

2.  Familial  Periodic  Paralysis 
2.  Athletes 

4.  Cellular  Incorporation  - leukemia,  megaloblastic 
anemia 

B.  Hypokalemia  With  Potassium  Deficit 

1.  Poor  Dietary  Intake 

Tea  & Toast  Diet  Alcoholism 

Anorexia  Nervosa  Geophagia 

2.  Pituitary-Adrenal  Disturbances 
Primary  Hyperaldosteronism  - 
Secondary  Hyperaldosteronism  - 

Liver  disease  Malignant  hypertension 

Heart  disease  Renovascular  hypertension 

Nephrotic  syndrome 

Cushing’s  syndrome 

Adrenogenital  syndrome 

Licorice  abuse 

Smokeless  tobacco  abuse 

3.  G.I.  Loss 

Vomiting  - surreptitious,  NG  suction 
Diarrhea  - villous  adenoma,  laxative  abuse 
Biliary,  pancreatic  drainage 
Uretero-sigmoidostomy 
Obstructed  or  long  ileal  loop 

4.  Sweating  (5-10  meq/L) 

5.  Urinary  loss 
Primary  renal  defect 

Renal  tubular  acidosis  - distal,  proximal 
Renin-secreting  renal  tumor 
Bartter’s  syndrome 
Liddle’s  syndrome 
Salt-losing  nephropathy 
Diuretic  phase  of  Acute  Tubular  Necrosis 
Secondary  renal  defect 

Endogenous  or  exogenous  osmotic  diuretics 

Other  diuretic  therapy 

Excess  mineralocorticoids 

Penicillin  or  carbenicillin  therapy 

Leukemia  with  lysozymuria 

Hypercalcemia 

Magnesium  deficiency 

Thyrotoxicosis 

C.  Potasium  Deficit  Without  Hypokalemia 

1.  Acidosis 

2.  Uremia 

3.  Congestive  Heart  Failure 


Without  Pota8sium  Deficit 

In  the  category  of  hypokalemia  without 
potassium  deficit  are  included  alkalosis,  familial 
periodic  paralysis,  athletics  and  cellular  in- 
corporation. Alkalosis  from  any  cause  can  lower 
the  serum  potassium  level  by  stimulating  a shift 
of  potassium  into  cells.  Familial  periodic 
paralysis  is  an  interesting  neurological  disorder, 
and  only  one  of  the  three  subtypes  causes 
hypokalemia.  It  is  inherited  as  an  autosomal 
dominant  trait,  and  attacks  are  most  common  in 
adolescence  and  young  adulthood.  Attacks  are 
precipitated  by  strenuous  exercise  or  ingestion 
of  a large  carbohydrate  load  and  are  caused  by 
an  abnormal  uptake  of  potassium  by  the  muscles. 
Serum  potassium  is  low  during  an  attack  but 
normal  between.  Athletes,  especially  long- 
distance runners,  may  have  a low  serum  potas- 
sium after  exercise  because  the  potassium  moves 
into  the  skeletal  muscle  cells. 

Finally,  hypokalemia  can  occur  any  time  there 
is  a rapid  increase  in  cellular  mass  such  as 
leukemia  or  treated  megaloblastic  anemia.  The 
potassium  is  rapidly  incorporated  into  the  new 
cells,  causing  a decrease  in  the  serum  level. 

With  Potassium  Deficit 

The  majority  of  patients  with  hypokalemia  will 
fit  into  the  category  of  hypokalemia  with  a 
potassium  deficit.  This  includes  poor  dietary 
intake,  pituitary-adrenal  disturbances,  gastro- 
intestinal loss,  sweating,  and  urinary  loss.  Each 
one  of  these  groups  will  be  discussed  briefly. 

First,  unlike  sodium,  potassium  deficit  may 
occur  on  the  basis  of  poor  intake  alone.  Because 
it  takes  seven  to  10  days  for  renal  balance  to  be 
established  once  a low  potassium  intake  is  started, 
a significant  amount  of  potassium  can  be  lost 
in  the  urine  before  renal  compensation  occurs. 

Pituitary  and  adrenal  disturbances  primarily 
involve  elevated  serum  aldosterone,  which  is  a 
kaliuretic  agent.  Cushing’s  syndrome  primarily 
involves  glucocorticoids  and  not  mineralocorti- 
coids; however,  high  levels  of  glucocorticoids  can 
cause  some  kaliuresis.  Also,  if  ACTH  is  in- 
creased, aldosterone  secretion  is  stimulated. 

Gastrointestinal  loss  is  probably  the  most  com- 
mon cause  of  hypokalemia.  Vomiting,  obvious 
or  surreptitious,  and  nasogastric  suction  cause 
hypokalemia  from  the  potassium  lost  in  the 
gastric  fluid  which  contains  5-10  mEq/L,  the 
decreased  intake,  secondary  metabolic  alkalosis 
which  shifts  potassium  intracellularly,  and  the 
decreased  intravascular  volume  which  causes  a 
secondary  hyperaldosteronism. 
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Diarrhea  can  cause  hypokalemia;  liquid  stool 
contains  40-60  mEq  '^L,  and  in  certain  conditions 
there  is  an  increase  in  potassium  secretion  by  the 
colonic  mucosa.  Ureterosigmoidostomy  or  a long 
ileal  loop  can  cause  hypokalemia  because  there 
is  colonic  reabsorption  of  sodium  chloride 
coupled  with  potassium  secretion. 

Finally,  urinary  loss  of  potassium  can  be 
divided  into  two  categories,  primary  or  secondary 
renal  defects.  Both  of  these  have  a urinary 
potassium  excretion  of  greater  than  20  mEq  L 
day.  Primary  renal  defects  causing  hypokalemia 
include  renal  tubular  acidosis,  renin-secreting 
tumors,  Bartter’s  syndrome,  Fiddle’s  syndrome, 
salt-losing  nephropathy,  and  the  diuretic  phase 
of  ATN. 

Bartter’s  Syndrome 

Bartter’s  syndrome  was  described  first  by 
Doctor  Bartter  in  1962.  Since  that  time  only 
about  100  cases  have  been  reported,  so  it  is  a 
fairly  rare  cause  of  hypokalemia.  There  seems 
to  be  a sliglit  female  predominance,  and  inheri- 
tance may  be  autosomal  recessive.  Symptoms 
can  be  noted  as  early  as  the  first  week  of  life 
and  as  late  as  the  fifth  decade.  There  are  several 
important  features  of  Bartter’s  syndrome  which 
are  listed  in  Table  2. 

There  are  many  theories  regarding  the 
pathophysiology  of  Bartter’s  syndrome.  The 
popular  current  theory  is  that  the  primary  cause 
of  Bartter’s  syndrome  is  a defect  in  the  reabsorp- 
tion of  cliloride  in  the  thick  ascending  loop  of 
Henle.  Decreased  reabsorption  of  chloride  leads 
to  decreased  reabsorption  of  potassium  in  the 
loop  of  Henle  and  an  increased  tubular  flow  rate 
which  encourages  potassium  secretion.  The  loss 
of  NaCl  and  KCl  lead  to  loss  of  medullary 
hypertonicity  and  a decreased  urinary  concentrat- 
ing ability.  The  loss  of  volume  eventually  causes 
a decreased  extracellular  fluid  volume  with  a 
secondary  increase  in  renin,  angiotensin  II,  and 

TABLE  2 

Features  of  Bartter’s  Syndrome 

1.  Serum  electrolytes:  hypokalemia,  hypochloremia,  in- 
creased bicarbonate,  h>'pomagnesemia,  increased  uric 
acid 

2.  Increased  renin,  aldosterone  and  angiotensin  II  but 
normal  blood  pressure.  Resistance  to  the  pressor 
effects  of  epinephrine. 

3.  Urine  electrolytes  - Increased  potassium  and  chloride 
excretion.  Decreased  concentrating  ability. 

4.  Increased  urinary  prostaglandin  E 2,  I. 

5.  .abnormal  renal  biopsy  - juxtaglomerular  apparatus 
liNTDerplasia. 

6.  Growth  and  mental  retardation;  glucose  intolerance. 


aldosterone.  The  aldosterone  enhances  the  renal 
potassium  excretion.  The  hypokalemia  stimulates 
renal  prostaglandin  synthesis  which  causes 
vasodilation  and  secondary  increases  in  renin  as 
well  as  some  angiotensin  resistance. 

Some  of  the  supporting  evidence  for  this 
theory  comes  from  the  fact  that  prostaglandin 
inhibitors  do  not  correct  the  hypokalemia  but  do 
return  the  response  to  exogenous  pressors  toward 
normal.  Replacing  the  potassium  does  not  cor- 
rect the  renin  levels  to  normal  or  reverse  the 
angiotensin  resistance. 

The  hypokalemia  in  Bartter’s  can  cause  growth 
retardation,  especially  if  onset  is  before  the  age 
of  5,  and  delayed  adolescence.  The  long-term 
prognosis  of  Bartter’s  syndrome  has  not  been 
determined.  Therapy  of  Bartter’s  syndrome  is 
somewhat  complicated  because  tbe  effects  of 
excess  aldosterone  and  prostaglandin  need  to  be 
overcome.  Usually  required  are  several  drugs 
such  as  a potassium-sparing  diuretic,  pros- 
taglandin synthetase  inhibitor,  beta  blocker 
which  blocks  renin  and  the  cellular  uptake  of 
potassium,  and  potassium  supplements. 

Liddle’s  Syndrome 

Fiddle’s  syndrome  is  characterized  by  hyper- 
tension, hypokalemic  alkalosis,  and  normal 
aldosterone  secretion.  The  mechanism  for  the 
hypokalemia  is  not  clear  but  is  thought  to  be  due 
to  an  unidentified  mineralocortocoid  or  a pri- 
mary renal  defect.  The  hypokalemia  can  be 
corrected  by  giving  a potassium-sparing  diuretic 
such  as  spironolactone  or  triameterene. 

Secondary  renal  defects  which  result  in  an  in- 
creased urinary  loss  of  potassium  include 
diuretics,  excess  mineralocortocoids,  penicillin 
and  carbenicillin  therapy,  hypercalcemia,  mag- 
nesium deficiency,  and  thyrotoxicosis.  Penicillin 
and  carbenicillin  cause  an  increased  urinary  loss 
of  potassium  because  they  act  as  non-absorbable 
anions  that  increase  the  fluid  delivery  to  the 
distal  tubule  and  enhance  the  secretion  of  potas- 
sium. Hypercalcemia  is  thought  to  cause  hypo- 
kalemia by  causing  a form  of  distal  tubular  RTA 
that  is  characterized  by  decreased  ammonia 
production. 

The  relationship  between  magnesium  and 
potassium  is  very  interesting.  Magnesium  is 
needed  to  maintain  a normal  potassium  gradient 
across  the  cell  membrane,  and  there  is  a linear 
relationship  between  magnesium  and  potassium 
in  muscle  cells.  Therefore,  in  magnesium  de- 
ficiency. potassium  cannot  move  into  cells.  Also, 
potassium  cannot  be  replaced  adequately  until 
the  hypomagnesemia  is  corrected. 
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The  final  category  is  potassium  deficit  without 
hypokalemia.  This  is  rare,  and  occurs  in  situa- 
tions where  potassium  is  shifted  out  of  cells  so 
that  the  serum  level  remains  normal  despite  total 
body  depletion.  Such  situations  include  chronic 
acidosis,  metabolic  or  respiratory,  uremia,  and 
congestive  heart  failure. 

Physiologic  Consequences 

A decrease  in  total  body  potassium  may  have 
many  important  physiologic  consequences  which 
are  listed  in  Table  3.  First,  there  are  the 

TABLE  3 

Physiological  and  Psychiatric  Consequences 
of  Hypokalemia 

A.  Metabolic 

1.  Abnormal  carbohydrate  metabolism 

2.  Negative  nitrogen  balance 

B.  Hormonal 

1.  Decreased  aldosterone  secretion 

2.  Decreased  insulin  release 

C.  Cardiovascular  Effects 

1.  Structural  changes 

Myocardial  cell  necrosis 

2.  Electrocardiographic  changes 

Prominent  U wave 

Flattening  and  inversion  of  the  T wave 
ST  segment  depression 

3.  Arrhythmias 

Artrial  flutter,  tachycardia 
APCs,  VPCs 

Potentiation  of  digitalis  toxicity 

4.  Vasoconstriction 

D.  Renal  Effects 

1.  Structural  changes 

Vacuolization  of  tubular  epithelial  cells 
Interstitial  nephritis 

2.  Functional  changes 

Defect  in  urine  concentrating  ability 
Increased  renal  ammonia  production 
Sodium  retention 

E.  G.I.  Effects 

1.  Decreased  intestinal  motility 

2.  Paralytic  ileus 

F.  Neuromuscular  Effects 

1.  Structural 

Loss  of  muscle  striations 
Rhabdomyolysis 

2.  Functional 

Muscle  pain  and  tenderness 
Muscle  weakness,  paraplegia 
Flaccid  paralysis 
Autonomic  insufficiency 
Tetany 

Encephalopathy  - especially  in  patients  with 
hver  disease 

Psychiatric 

A.  Depressive  symptoms 

B.  Somatization 

Weakness  Apathy 
Lethargy 

C.  Acute  dementia  syndrome 

Memory  impairment 
Disorientation,  confusion 


metabolic  and  hormonal  problems:  carbohydrate 
metabolism  is  abnormal  because  potassium  is  re- 
quired for  the  synthesis  of  hepatic  and  skeletal 
muscle  glycogen.  Hypokalemia  causes  a blunted 
insulin  response  to  a glucose  load,  and  proinsulin 
makes  up  a larger  fraction  of  the  released  insulin. 

The  cardiovascular  effects  of  hypokalemia  are 
the  most  immediately  life-threatening  ones.  They 
include  structural  changes  such  as  loss  of  cross 
striations,  disruption  of  cellular  integrity,  and 
subsequent  myocardial  cell  necrosis  and  fibrosis. 
Tbe  electrocardiographic  changes  may  be  quite 
striking,  and  at  times  can  be  used  to  determine 
the  urgency  of  replacement.  The  following 
sequence  of  changes  can  occur:  flattening  and 

widening  of  the  T wave,  taller  U wave,  apparent 
merging  of  T and  U wave  so  they  appear  as  one, 
prolongation  of  the  Q-U  interval,  T wave  inver- 
sion, and  sagging  and  low  takeoff  of  the  ST  seg- 
ment. 

A prominent  U wave  also  can  be  seen  in  other 
conditions  such  as  hypercalcemia,  thyrotoxicosis, 
during  normal  exercise,  and  with  certain  drugs. 
An  increased  incidence  of  arrhythmias  occurs 
during  hypokalemia  because  it  slows  the  rate  of 
repolarization,  allowing  an  excitatory  impulse  to 
reach  the  region  before  the  cell  has  returned  to 
resting  potential. 

The  neuromuscular  effects  of  hypokalemia  also 
are  extremely  important.  They  occur  because  of 
the  altered  intra-  to  extracellular  potassium  ratio 
which  causes  abnormal  electrical  properties  of  the 
cell  membrane.  A rise  in  the  intra-  to  extra- 
cellular potassium  ratio  causes  an  increased 
transmembrane  potential  which  impedes  impulse 
formation  and  propagation  leading  to  weakness, 
paraplegia,  and  even  paralysis. 

Other  effects  of  hypokalemia  include  loss  of 
gastrointestinal  motility,  depression,  and  even  an 
acute  dementia-like  syndrome. 

Evaluation  of  Patient 

The  evaluation  of  a patient  with  hypokalemia 
can  be  simplified.  First,  as  in  all  patient  evalua- 
tions, there  is  the  history  and  physical  examina- 
tion. The  diet  history,  particularly  a tea  and  toast 
diet,  licorice,  herbal  teas,  and  drug  history  includ- 
ing diuretics  and  laxatives,  is  very  important. 
Also  important  are  prior  history  of  hypokalemia, 
family  history,  and  history  of  vomiting  or 
diarrhea.  Physical  examination  including  blood 
pressure,  pulse,  and  signs  of  Cushing’s  may  pro- 
vide additional  clues.  If  the  cause  for  the  hypo- 
kalemia is  not  obvious  from  the  history  and 
physical,  then  it  is  time  to  proceed  to  the  labora- 
tory data. 
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The  initial  labs  that  are  required  include 
serum  electrolytes,  glucose,  BUN,  creatinine,  and 
a 24-hour  urine  for  creatinine,  protein,  potas- 
sium, and  chloride.  The  24-hour  urine  can  be 
used  as  a basis  for  determining  the  cause  of  the 
hypokalemia.  If  the  urinary  potassium  is  less 
than  20  mEq/L,  this  implies  an  extra-renal  cause 
for  the  hypokalemia  such  as  gastrointestinal  loss, 
sweating,  and  decreased  dietary  intake  for  greater 
than  two  weeks. 

If  the  urinary  potassium  is  greater  than  20 
niEq/L,  this  implies  one  of  two  things:  Eirst,  an 
extra-renal  cause  that  has  been  present  less  than 
two  weeks  with  the  kidney  not  having  a chance 
to  adapt  completely.  This  group  can  be  further 
identified  by  a urinary  chloride  of  less  than  10 
niEq/L.  Second,  a renal  cause  for  hypokalemia 
is  involved,  and  the  urinary  chloride  will  be 
greater  than  10  mEq/L.  The  cause  for  hypo- 
kalemia can  be  differentiated  further  by  special 
laboratory  tests  such  as  serum  aldosterone, 
cortisol,  renin,  and  urinary  steroids. 

Therapy 

Finally,  I would  like  to  mention  briefly  the 
therapy  in  hypokalemia  with  a total  body  deficit 
of  potassium.  It  is  important  to  estimate  the 
size  of  the  deficit.  This  can  be  done  by  using 
various  nomograms  based  on  tbe  patient’s  weight, 
serum  potassium  and  arterial  pH.  These  nomo- 
grams are  rough  estimates,  and  the  serum  level 
must  be  monitored  closely  during  replacement. 

It  is  important  to  replace  tbe  potassium  slowly, 
either  orally  or  if  there  are  signs  of  cardiac  or 
neuromuscular  instability  by  tbe  intravenous 
route.  The  reason  for  gradual  replacement  and 
not  giving  intravenous  potassium  faster  than  20 
mEq  per  hour  is  the  following:  If  a large  bolus 
is  given  there  is  a transient  rise  in  serum  potas- 
sium and  a marked  decrease  in  the  intra-  to  extra- 
cellular potassium  ratio.  This  change  in  the  ratio 
can  cause  a marked  increase  in  cardiac  and 
neuromuscular  excitability  and  irritability  lead- 
ing to  arrhythmias,  tetany  and  seizures.  By 
replacing  potassium  slowly  there  is  time  for 


equilibration  to  occur  between  the  intracellular 
and  extracellular  space. 

Potassium  chloride  is  usually  the  best  salt  to 
use  for  replacement  therapy  because  most 
patients  are  usually  chloride  depleted  as  well.  It 
is  important  to  replace  magnesium  if  it  is  low. 
Magnesium  enhances  the  intracellular  movement 
of  potassium  and  renal  reabsorption;  thus,  de- 
ficiency may  hinder  adequate  replacement  of 
potassium.  Also,  if  hypocalcemia  coexists  with 
the  hypokalemia,  it  is  important  to  replace  both 
simultaneously  since  each  masks  the  effects  of 
the  other,  and  acute  tetany  could  be  precipitated 
if  just  one  is  replaced. 

In  summary,  potassium  metabolism  and 
homeostasis  involve  a complex  relationship  of 
multiple  factors  and,  as  a consequence,  the  dif- 
ferential diagnosis  of  hypokalemia  can  be  equally 
complex  and  confusing. 
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YOU  SPEND  as  much  time  in  the  office  or  behind  your 
desk,  than  at  any  other  waking  activity  during  your  day. 
Thus  it  should  be  as  comfortable  as  any  other  furniture  you 
would  use  in  home  or  out.  But  because  you  meet  most  clients 
and  business  prospects  in  your  office--it  should  reflect  your 
values,  your  personality,  and  your  quality  of  professionalism. 

WE  HAVE  THE  LARGEST  display  of  executive  furniture 
in  the  State  of  West  Virginia,  because  we  believe 
something  as  personal  as  a chair  or  desk  should  be  seen  and 
selected  first  hand  and  not  chosen  from  a catalogue.  A visit  to 
our  floor  allows  you  to  touch,  feel  and  experience  our  best. 

WE  DO  MORE  than  provide  the  professional  industry 
with  top  quality  furniture,  we  take  professional  in- 
terest in  general  office  environment.  Our  interior  designers  on 
staff  are  skilled  creators  of  unique  office  environments. 
Providing  all  decorative  services:  wall  covering,  window  treat- 
ments, lighting,  appointments  as  well  as  the  best  in  office  fur- 
niture. And,  we  provide  service  on  all  items  we  sell. 


- -Custom 

office 

FURNITURE  INC 


1258  Greenbrier  St.  P.O.  Box  3467  Charleston,  WV  25334  (304)  343-0103 


*Jhe  T^zeAcdent 


EFFECTIVE  COMMUNICATION 


T N this  age  of  mass  communication  when  it  is 
possible  to  talk  to  anyone  many  miles  away 
hy  simply  dialing  a few  numbers,  I wonder  how 
well  we  are  communicating  with  those  people  we 
talk  with  face  to  face  daily.  Communicating 
effectively  is  an  art  that  needs  practice  and 
constant  attention.  It  does  not  happen  magically. 

^ bile  visiting  the  various  county  medical 
societies,  I have  been  sad  to  note  that  many 
physicians  are  not  communicating  with  their 
colleagues.  Only  through  good  communication 
can  w'e  share  our  problems  and  reach  mutually 
agreeable  solutions.  As  a break  from  the  usual 
scientific  and  business  sessions  that  each  society 
conducts  monthly,  I wonder  if  occasionally  a 
meeting  where  open  discussions  are  held  to  air 
problems,  discuss  the  medical  climate  in  the  area 
and  Medicine  in  general  would  be  beneficial. 
More  than  ever  before,  the  times  dictate  that 
physicians  cooperate  and  work  together  effec- 
tively. 

Also,  physicians  speaking  directly  to  other 
physicians,  one  on  one,  can  solve  many  dif- 
ferences before  they  become  difficult  situations. 
With  increased  competition,  government  regula- 
tions, and  changes  in  medical  care  delivery, 
physicians  must  be  willing  and  able  to  work 
more  closely.  Explaining  each  point  of  view 
often  can  help  us  appreciate  our  colleagues’  con- 
cerns. 

Another  area  for  consideration  is  communi- 
cating w’ith  our  patients.  How  often  do  we  hear 
the  complaint  that  “My  doctor  just  won’t  talk  to 
me  or  listen  to  my  complaints”?  With  emergen- 
cies, delays  and  busy  schedules,  physicians  may 
not  always  convey  the  feeling  that  they  have  the 


time  to  chat  or  to  listen.  Also,  I think  it  is  our 
responsibility  to  explain  to  our  patients  the  many 
changes  in  the  health  care  system.  Patients  are 
bombarded  with  all  types  of  information  regard- 
ing these  changes,  and  I am  sure  they  would  ap- 
preciate the  reassurance  of  their  own  physician 
and  his  answers  to  their  questions  regarding  these 
changes. 

When  was  the  last  time  you  wrote  or  called 
one  of  your  state  or  national  legislative  repre- 
sentatives? It  is  our  obligation  to  share  our  views 
with  these  elected  representatives  instead  of  com- 
plaining that  their  votes  do  not  reflect  our  feel- 
ings! This  same  type  of  communication  should 
exist  between  each  physician  and  his  society 
officers.  State  Association’s  Council  representa- 
tives, and  state  officers.  Do  feel  free  to  contact 
any  of  them  and  express  your  views.  Also,  the 
State  Councilor  and  county  officers  have  a 
responsibility  to  convey  all  information  from  the 
State  Association  and  from  the  Council  meetings 
to  their  respective  membership. 

Effective  communication  should  permeate  all 
areas  of  our  lives.  With  all  the  media  coverage 
extolling  the  virtues  of  effective  communication 
within  the  family  unit,  I am  sure  that  we  are 
very  aware  of  its  importance.  But,  like  all  types 
of  effective  communication,  it  requires  patience 
and  our  constant  attention. 

Carl  R.  Adkins,  M.  D.,  President 
West  Virginia  State  Medical  Association 


58 


The  West  Virginia  Medical  Journal 


The  Vest  Virginia  riedical  Journal 

Editorials 

The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


June  5 still  is  a ways  off — but  it’s  a date  that 
should  be  marked  on  your  calendar.  That  will 
be  primary  election  day  in  West  Virginia,  and 
a most  important  occasion  particularly  with 
respect  to  nominees  who  will  emerge  as  Novem- 
ber 6 general  election  candidates  for  the  West 
Virginia  Legislature. 

In  numerous  counties  and  districts,  the  pri- 
mary is  the  general  election 
CIRCLE  JUNE  5 for  all  practical  purposes. 

Heavy  voter  registration  favor- 
ing one  party  or  the  other  means  the  nominees 
there  are  certain  to  win  in  November — and  in 
some  instances  likely  will  have  no,  or  only  token, 
general  election  opposition. 

The  State  Medical  Association  leadership 
repeatedly  has  insisted  that  political  awareness 
simply  must  be  a year  around  fact  of  life  for 
groups  like  physicians  and  others.  The  legislative 
stakes  as  they  relate  to  patient  care  are  increas- 
ingly high,  both  at  the  national  and  state  levels. 

We  accordingly,  once  again,  would  urge  that 
you  follow  some  practical  suggestions  as  the 
filing  period  for  primary  election  candidates 
moves  along  toward  the  June  5 showdown. 

Keep  aware  of  those  who  are  entering  the 
races,  particularly  the  Legislature.  Do  you  know 
them?  How  do  they  stand  on  issues  of  interest 
to  Medicine,  and  elements  involved  in  patient 
care?  If  they  are  incumbents  seeking  re-nomi- 
nation, what,  at  least  generally,  is  their  past 
record  on  such  issues? 

These  are  difficult  things  for  busy  professional 
people  to  follow,  you  likely  will  say.  That’s  true. 
But — if  the  best  candidates  are  elected  to  office, 
they  have  to  be  identified  and  supported  in 
campaign  activity  and  at  the  ballot  box.  There 
are  numerous  ways  to  generate  that  support, 
through  the  West  Virginia  Medical  Political 
Action  Committee  ( WESPAC ) and  otherwise. 
But  however  it  is  accomplished,  that  support  is 
crucial. 

More  likely  will  be  said,  at  the  component 
medical  society  level  in  several  instances,  as  this 


election  year  moves  along.  But  the  underlying 
principle  will  remain  unchanged;  you  must  get 
to  know  your  candidates,  their  interests  and 
philosophies;  and  you  must  join  in  generating 
that  support  accordingly. 


Mid-December  action  by  the  Joint  Commission 
on  Accreditation  of  Hospitals’  Board  of  Com- 
missioners perhaps  has  put  to  rest  at  least  for 
now  one  of  the  most  controversial  issues  in  recent 
years  in  the  general  area  of  hospital  medical 
staffs. 

The  Board  approved  final  revisions  in  the 
Medical  Staff  Chapter  of  the  Accreditation 
Manual  for  Hospitals,  and 
JCAH  STANDARDS  in  the  process  accepted 
an  amendment  proposed  by 
the  American  Medical  Association’s  Commis- 
sioners. To  say  all  interested  parties  are  satisfied, 
however,  would  be  risky. 

The  amendment,  incorporating  language  con- 
sistent with  a resolution  adopted  by  the  AMA 
House  in  Chicago  last  June,  was  inserted  into 
Standard  IV.,  Required  Characteristic  C.L.,  as 
follows: 

“1.  Individuals  granted  the  privilege  to  admit 
patients  to  inpatient  services  are  members 
of  the  medical  staff.  Individuals  are 
granted  the  privilege  to  admit  patients 
to  inpatient  services  in  accordance  with 
state  late  and  criteria  for  standards  of 
medical  care  established  by  the  individual 
medical  staff  {italics  ours).  When  non- 
physician members  of  the  medical  staff 
are  granted  privileges  to  admit  such 
patients,  provision  is  made  for  prompt 
medical  evaluation  by  a qualified  physi- 
cian for  all  such  patients.  This  require- 
ment for  prompt  medical  evaluation  by 
a qualified  physician  does  not  apply  to 
qualified  oral  surgeons  who  have  been 
granted  the  clinical  privileges  to  perform 
a history  and  physical  examination.” 
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The  Board  of  Commissioners  also  approved 
im])lementation  of  the  new  Medical  Staff 
standards,  effective  July  1,  1984,  but  with  a delay 
in  their  impact  on  accreditation  decisions  until 
January  1,  1985.  The  Board  also  approved 
changes  in  the  Governing  Body  Chapter  and  in 
the  Survey  Eligibility  Criteria  of  the  Accredita- 
tion Manual  for  Hospitals  that  conform  to  the 
changes  made  in  the  Medical  Staff  Chapter. 

It’s  impossible  to  summarize  with  any  brevity 
the  long  debate  in  the  AMA  House  and  else- 
where over  the  last  couple  of  years  relative  to  the 
revised  standards. 

The  JCAH  has  been  troubled  by  threats  it  saw 
that  would  allege  anti-trust  violations  under  its 
former  standards.  Medicine  has  worried  about 
the  crucial  control  of  patient  care  moving  into 
the  hands  of  non-physicians  at  the  medical  staff 
level. 

Now  that  debate  appears  behind  us.  The  medi- 
cal staff  is  still  the  medical  staff  in  name  as  well 
as  in  other  key  functions.  Another  major 
hurdle  typical  of  those  marking  our  current  times 
hopefully  has  been  cleared.  But  it  will  take  ad- 
ditional time  to  determine  if  that,  in  fact,  is  the 
case. 


Major  Association  Accomplishment 

Editor’s  Note:  The  following  correspondence  is  pro- 

vided because  it  is  the  simplest  and  most  direct  way  of 
detailing  a major  Medical  Association  accomplishment, 
in  concert  with  several  other  groups  and  individuals.  It’s 
highly  satisfying  to  see  more  than  six  years  of  work, 
begun  within  the  Medical  Association  in  1977,  brought 
to  the  point  indicated  below.  At  this  writing,  we  under- 
stand that  one  certificate  of  need  application  in  the  medi- 
cal rehabilitation  area  has  been  found  by  the  CON  office 
to  he  complete,  so  actual  program  implementation  also 
is  near  a fact  of  life.) 

December  19,  1983 

The  Honorable  John  D.  Rockefeller  I\' 

Governor 
State  Capitol 
Charleston,  WV  25305 

Dear  Governor: 

I am  writing  this  letter  partially  from  the  perspective 
of  “personal  privilege”  as  well  as  in  my  official  Medical 
Association  capacity. 

Just  a short  time  ago,  you  approved  and  signed  for 
the  West  \’irginia  State  Health  Plan  a new  chapter  cover- 
ing .Medical  Rehabilitation  Services.  \ow  this  admittedly 
is  not  the  kind  of  thing  with  the  sex  appeal  to  send 
the  media  into  orbit,  or  in  fact  attract  much  overall 
attention  of  any  kind.  But  as  the  years  roll  by,  I— and 
I am  certain  others  who  had  a part  in  development  of 


this  material— honestly  believe  this  can  stand  out  as  one 
of  the  truly  significant  accomplishments  of  your  admini- 
stration. 

It  was  in  May  of  1977,  at  a meeting  down  at  Institute, 
that  a Medical  Association  subcommittee  chaired  by  Dr. 
Robert  Ghiz  of  Charleston  first  took  serious  note  of  a 
major  gap  in  the  general  area  of  health  and  medical 
care  in  the  state.  We,  of  course,  have  for  a long  time 
had  an  outstanding  program  in  vocational  rehabilitation. 
But  that  generally  is  limited  to  those  who  have  potential 
for  employment  or  retraining  for  jobs. 

What  about  the  thousands  of  other  West  Virginians, 
including  an  estimated  6,000  stroke  victims  with  varying 
degrees  of  impainnent,  not  eligible  for  the  vocational 
program?  Those  individuals  have  over  the  years  been 
forced  to  go  outside  West  Virginia,  to  Louisville,  Ohio 
State,  the  Pittsburgh  area,  Fishersville  in  Virginia,  and 
the  like  to  get  the  kind  of  special  care  they  needed. 

Why  should  that  have  to  be  so,  the  Subcommittee 
asked— and  immediately  set  into  motion  what  now  has 
evolved  as  the  .Medical  Rehabilitation  Chapter.  At  its 
.Annual  Meeting  in  August  of  1977,  the  State  Medical 
.Association’s  House  of  Delegates  directed  that  the  As- 
sociation undertake,  with  the  help  of  allied  groups,  the 
task  of  documenting  the  need  for  physical,  or  medical, 
rehabilitation  services  in  West  Virginia;  and  to  use  its 
findings  as  a basis  for  planning  and  developing  such 
services. 

Thanks  to  the  basic  early  help  of  Dr.  John  Pearson 
of  West  Virginia  University’s  Department  of  Community 
Medicine;  Judith  Greenwood,  Ph.D.,  of  that  Department  s 
Charleston  Division  staff,  and  key  representatives  from 
a number  of  state  and  other  agencies,  what  has  become 
well  known  across  the  nation  as  the  Greenwood-Pearson 
report  evolved,  identifying  the  needs  and  proposing  some 
solutions. 

To  avoid  getting  into  any  substantial  detail  about  what 
has  happened  over  the  past  six  and  one-half  years, 
material  which  now  can  be  implemented  through  the 
certificate  of  need  process  was  carefully,  and  sometimes 
painfully,  developed  as  a more  or  less  informally  struc- 
tured committee  put  the  pieces  together. 

Because  it  represented  a ploughing  of  new  ground, 
progress  at  times  seemed  slow.  But  Tom  Goodwin  from 
your  office  played  a major  role  in  a December,  1978, 
conference  that  was  a hub  of  early  planning.  Health 
Directors  Pickett  and  Hansbarger  have  been  real  towers 
of  strength.  Bill  Brotherton  twice  helped  the  effort  by 
supporting  $50,000  line  items  in  the  Health  Department 
budget  as  seed  money  for  some  consultant  assistance 
and  development  of  some  models  for  both  tertiary  and 
community  level  facilities  and  services. 

Compensation  Commissioners  Blizzard  and  Lewis;  the 
late  Louise  Gerrard;  and  numerous  representatives  from 
WVU,  Marshall,  the  School  of  Osteopathic  Medicine  and 
A’ocational  Rehabilitation  proxfided  substantial  input, 
along  with  the  Medical  Association  and  Hospital  As- 
sociation. There  are  others  I’ve  probably  unintentionally 
overlooked. 

It  was  the  availability  of  Judy  Greenwood,  as  sup- 
ported by  Commissioner  Lewis  of  Workers’  Compensa- 
tion, that  finally  enabled  the  advisory  committee,  for 
lack  of  a better  name,  to  get  the  chapter  in  shape.  Bob 
Peck  and  others  in  the  State  Health  Planning  and  De- 
velopment Agency,  as  well  as  Regional  Health  Advisory 
Councils  and  others  who  took  part  in  public  hearings 
around  the  state,  made  further  valuable  contributions. 

It  generally  has  been  my  role  to  act  as  a catalyst  to 
help  keep  the  planning  on  the  track.  The  experience  has 
been  one  of  the  most  enjoyable  of  my  working  years, 
with  the  Medical  Association  or  anywhere  else.  "That’s 
wh\-  I am  personally  grateful  for  the  support  and  approval 
you  have  provided. 

Because  of  its  very  nature  as  a landmark  effort  here 
in  the  State,  the  chapter  obviously  isn’t  perfect.  There’ll 
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be  some  rough  spots  along  the  way,  perhaps,  in  con- 
sidering what  certainly  will  be  a substantial  number  of 
certificate  of  need  applications. 

But  the  overriding  point,  as  far  as  those  who  have 
worked  on  this  plan  for  so  long  are  concerned,  is  that 
the  machinery  and  mechanism  are  in  place  finally  to  pro- 
vide the  kind  of  services  so  many  people  have  needed 
for  so  long. 

With  best  wishes  to  the  Rockefellers  for  the  holiday 
season,  I am 

Sincerely, 

Charles  R.  Lewis 

E.xecutive  Secretary 


Focus  On  Development  Needed  Now 

Editor’s  Note:  Following  is  the  reply  to  the  above  letter. 

January  19,  1984 

Dear  Charlie, 


Editorial  Practices  Explained 

Note:  Following  is  the  reply  by  the  Editor,  Dr.  Stephen 
D.  Ward,  Wheeling,  to  the  above  letter. 

You  pose  several  interesting  questions  in  your  letter 
of  January  6,  1984.  These  same  questions,  as  a matter 
of  fact,  have  been  the  subject  of  repeated  discussions 
among  members  of  the  Publication  Committee  over  a 
period  of  many  years. 

We  do  print  a disclaimer  at  the  top  of  the  editorial 
page  which  states:  “Editorials  printed  in  the  Journal 
do  not  necessarily  reflect  the  official  position  of  the 
West  Virginia  State  Medical  Association.”  This  state- 
ment has  appeared  on  the  advice  of  legal  counsel  rather 
than  on  the  basis  of  any  timidity  on  the  part  of  any 
member  of  the  Publication  Committee.  The  only  policy- 
making body  within  the  West  Virginia  State  Medical 
Association  is  the  House  of  Delegates  which  meets  just 
once  a year.  The  official  proceedings  of  that  body  are, 
of  course,  reported  in  the  Journal  but  not  in  any  edi- 
torial form. 


I want  to  express  my  sincerest  appreciation  for  your 
gracious  letter  of  December  19,  1983.  The  development 
of  the  Medical  Rehabilitation  Services  Chapter  of  the 
State  Health  Plan  which  I recently  approved  clearly 
signifies  that  West  Virginians  can  accomplish  much 
when  they  plan  and  work  together.  The  development 
of  the  Medical  Rehabilitation  Services  Chapter  of  the 
State  Health  Plan,  as  you  indicate,  is  only  the  first  step. 
Now,  we  must  focus  our  attention  on  the  development 
of  a rational,  cost-effective  system  of  Medical  Rehabilita- 
tion Services  in  West  Virginia  as  outlined  in  the  Plan. 

I have  no  doubt  that  with  the  support  and  continued 
efforts  of  you,  your  organization,  as  well  as  the  others 
you  identified  in  your  letter,  our  plans  and  hopes  will  be 
fully  realized. 

Once  again,  thank  you  for  your  letter  and  best  wishes 
for  the  New  Year. 


The  members  of  the  Publication  Committee  are  current 
leaders  or  have  been,  in  the  recent  past,  leaders  of  the 
West  Virginia  State  Medical  Association.  They  thus, 
through  their  activities,  do  represent  to  a significant 
extent  the  current  thinking  of  very  influential  segments 
of  the  West  Virginia  State  Medical  Association.  Editorials 
are  occasionally  assigned  but  then  only  in  association 
with  a pinticular  scientific  article  to  be  published. 

Some  members  of  the  Publication  Committee  write 
more  editorials  than  others.  The  Managing  Editor,  Mr. 
Lewis,  writes  a significant  number  of  editorials.  Regard- 
less, each  audior  does  make  a conscientious  effort  to 
make  it  obvious  to  the  reader  that  the  editorial  represents 
opinion.  Whenever  there  has  been  any  question  of  an 
editorial  usurping  a policy-making  function,  the  editorial 
has  been  reviewed  and  modifications  made. 


Sincerely, 

John  D.  Rockefeller  IV 


Policies  On  Editorials  Questioned 

In  each  issue  of  the  West  Virginia  Medical  Journal 
there  is  a section  entitled  “Editorials.”  In  very  fine 
print  there  is  disclaimer  of  the  responsibility  of  the  Publi- 
cation Committee  or  the  West  Virginia  State  Medical  As- 
sociation for  the  material  printed.  These  editorials  do 
give  the  appearance  of  being  quasi  official  statements  or 
representative  of  leaders  of  the  West  Virginia  State 
Medical  Association.  These  articles  at  times  will  color 
facts  to  promote  a viewpoint  or  express  opinions  or 
stances  that  I,  as  a member  of  the  West  Virginia  State 
Medical  Association,  would  not  wish  to  be  a part  of. 

The  obvious  purpose  of  an  editorial  is  to  influence 
opinion.  Yet,  these  editorials  remain  unsigned.  I would 
like  to  know  who  writes  these  editorials.  Also,  if  you 
truly  wanted  the  membership  to  know  that  these  edi- 
torials do  not  reflect  the  official  position  of  the  West 
Virginia  State  Medical  Association  as  is  stated  in  the 
disclaimer  at  the  beginning  of  the  section,  would  it  not 
be  better  to  have  these  editorials  signed?  This  would 
surely  place  more  emphasis  on  the  fact  that  these  edi- 
torials represent  a particular  writer’s  opinion. 

A.  Ray  Jacobson,  M.  D. 

Division  of  Obstetrics-Gynecology 
Southern  West  Virginia  Clinic 
302  Stanaford  Road 
Beckley,  WV  25801 


Your  final  point  in  regard  to  signing  editorials  is  one 
that  I have  been  tempted  to  agree  with  for  many  years. 
This  too  hiis  been  the  subject  of  many  discussions  within 
the  Publication  Committee.  We  have  examined  other 
journals  and  their  editorial  policies.  Some  sign  editorials 
and  some  do  not.  It  has  simply  been  the  tradition  of 
the  West  Virginia  Medical  Journal  since  its  inception 
that  editorials  are  unsigned  except  in  instances  of  publi- 
cation of  encomia  or  obituaries.  The  members  of  the 
Publication  Committee  have  just  never  been  presented 
with  arguments  in  favor  of  signed  editorials  sufficient 
to  persuade  them  to  break  tradition. 

I thank  you  very  much  for  your  letter  and  ask  your 
permission  to  use  it  along  with  this  reply  in  our  Letters 
column  in  a future  issue  of  The  Journal.  We  value  the 
editorial  and  letters  sections  of  the  Journal  more  highly 
than  any  other  part  of  it. 
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GENERAL  NEWS 


NYU  Medical  Center  Official 
To  Keynote  Convention 

Richard  A.  Berman,  Executive  Vice  President 
of  the  New  York  University  Medical  Center  in 
New  York  City,  will  he  the  keynote  speaker  for 
the  State  Medical  Association’s  117th  Annual 
Meeting. 

Berman  worked  with  those  who  developed  the 
DBG  ( Diagnostic  Related  Groups  I Program  in 
Washington,  and  will  speak  in  the  general  area 
of  DRG  impact  on  physicians. 

He  will  deliver  the  Thomas  L.  Harris  address 
during  opening  exercises  Thursday  morning, 
August  23,  it  was  announced  by  the  Program 
Committee. 

The  convention  will  be  held  August  22-25  at 
the  Greenbrier  in  White  Sulphur  Springs,  mark- 
ing a return  to  a four-day  format  after  being 
shortened  to  three  days  in  1981-83. 

Berman  has  held  a variety  of  health  and  other 
posts  in  education  and  state  and  federal  govern- 
ment. One  of  his  most  recent  health  field  assign- 
ments was  that  as  Director  of  the  New  York 
State  Office  of  Health  Systems  Management. 

Other  New  York  State  Posts 

He  assumed  his  present  position  in  January, 
1983,  after  serving  as  New  York  State  Commis- 
sioner, Division  of  Housing  and  Community 
Renewal;  and  Chairman,  New  York  State  Build- 
ing and  Fire  Code  Council. 

Berman’s  current  professional  appointments  in 
the  health  field  include  those  as  Treasurer,  New 
York  Statewide  Professional  Standards  Review 
Council,  Inc.;  National  Program  Advisory 
Board,  The  Robert  Wood  Johnson  Foundation 
Municipal  Health  Service  Program;  New  ^ork 
State  Health  Care  Finance  Council;  Advisory 
Board,  the  Center  for  Hospital  Finance  and 
Management,  The  Johns  Hopkins  University; 
and  New  York  State  Developmental  Disabilities 
Planning  Council. 

Other  past  posts  include  those  as  Assistant 
Dean,  Cornell  University  Medical  School;  As- 
sociate Director  for  Ambulatory  Services,  The 
New  York  Hospital;  and  Clinical  Assistant  Pro- 
fessor, Department  of  Medicine,  Public  Health, 


Cornell  University.  He  holds  masters  degrees  in 
business  administration  and  hospital  administra- 
tion from  the  University  of  Michigan  (1968). 

Three  general  scientific  sessions  will  be  held  — 
Thursday,  Friday  and  Saturday  mornings  — and. 
for  the  first  time,  will  offer  hour-for-hour  credit 
in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 
The  scientific  sessions  also  are  expected  to  be 
approved  for  Prescribed  Credit  by  the  American 
Academy  of  Family  Physicians. 

AMA  President  to  Speak 

As  announced  previously.  Dr.  Joseph  F.  Boyle, 
who  will  be  installed  as  AMA  President  in  June, 
wdll  address  the  first  session  of  the  House  of 
Delegates  Wednesday  afternoon,  August  22. 

Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual 
preconvention  meeting  of  the  Council  at  9:30 
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A.  M.  on  Wednesday,  and  the  opening  House 
session  at  2:45  P.  M.  Wednesday. 

The  first  general  scientific  session  will  be  held 
immediately  following  the  9 A.  M.  opening 
exercises  on  Thursday. 

The  convention  program  also  will  include 
breakfast,  luncheon  and  other  scientific  or  busi- 
ness meetings  of  the  various  sections  and 
specialty  organizations  affiliated  with  the  Medical 
Association.  Most  of  these  will  be  on  Friday, 
August  24. 

Final  House  Session  Saturday 

A Saturday  evening  reception  for  members  and 
guests  will  follow  the  second  and  final  House 
session  at  2:30  P.  M.  on  Saturday.  At  that 
House  session.  Dr.  Carl  J.  Roncaglione  of  South 
Charleston  will  be  inaugurated  as  President  to 
succeed  Dr.  Carl  R.  Adkins  of  Fayetteville. 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  in  charge  as  the  Auxiliary’s 
President,  again  will  run  concurrently  with  the 
Association’s  convention. 

Serving  on  the  Annual  Meeting  Program  Com- 
mittee are  Maurice  A.  Mufson,  M.  D.,  Hunting- 
ton,  Chairman;  Doctor  Roncaglione;  Joe  N. 
Jarrett,  M.  D.,  Oak  Hill;  Eric  Radin,  M.  D., 
Morgantown;  Derrick  L.  Latos,  M.  D.,  Wheeling, 
and  T.  Keith  Edwards,  M.  D.,  Bluefield. 


More  specific  information  relative  to  general 
session  topics  and  speakers  will  be  provided  in 
upcoming  issues  of  The  Journal. 


Review  A Book 


The  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  he 
happy  to  send  the  books  to  you,  and  you  may 
keep  tliem  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  i)uhlication. 

Handbook  of  Dermatologic  Treatment,  by  R. 
Kenneth  Landow,  M.  D.  219  pages.  Price  $13.95. 
Jones  Medical  Publications,  Greenbrae,  Cali- 
fornia 94904.  1983. 

Current  Medical  Diagnosis  and  Treatment, 
1984,  by  Marcus  A.  Krupp,  M.  D.;  and  Milton 
J.  Chatton,  M.  D.  1153  pages.  Price  $26.  Eange 
Medical  Publications,  Los  Altos,  California 
94022.  1984. 

Medicine:  The  State  of  The  Art,  by  Charles 
Mangel  and  Allen  B.  Weisse,  M.  D.  264  pages. 
Price  $15.95.  Doubleday  & Company,  Inc.,  245 
Park  Avenue,  New  York,  New  York  10167. 
1984. 


Some  262  doctors  and  others  attended  the  17th  Mid-Winter  Clinical  Conference  held  January  27-29  in 
Charleston  at  the  Marriott  Hotel  by  the  State  Medical  Association  and  West  Virginia  and  Marshall  Uni- 
versity Schools  of  Medicine.  Shown  in  the  left  photo  is  the  kick-off  speaker  for  the  CME  event  on  Friday 
afternoon,  January  27,  Dr.  James  N.  Frame  (left)  of  Charleston,  who  talked  on  “AIDS.”  With  him  is  Dr. 
Clifford  A.  Stevenson  of  Beckley.  In  the  right  photo,  Dr.  Arthur  E.  Kelley  (left)  of  Morgantown,  Friday 
afternoon  speaker  on  children  of  divorce,  talks  with  Drs.  Gary  F.  Steele  (center)  of  Madison  and  Green- 
brier Almond  of  Buckhannon. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  D.,  WVU  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wrigbt,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  be  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

March  16-18,  Morgantown,  Advanced  Cardiac 
Life  .Support  Provider  Course 

March  23,  Charleston,  Gastrointestinal  Problems 
in  the  Newborn 

March  31,  Charleston,  Professional  Liability 
Seminar  for  the  Obstetrician  and  Gynecologist 

April  4,  Charleston,  Oncology  Update 

April  13-14,  Morgantown,  Infection  Control 
Workshop 

May  9,  Charleston,  Second  Annual  WV  Con- 
ference on  Infectious  Diseases 

June  16-17,  Morgantown,  Advanced  Trauma  Life 
Support  Provider  Course,  Morgantown 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — March 
15,  “Common  Dermatological  Problems,” 
Robert  Point,  M.  D. 

April  19,  “Long-Term  Management  of  Dia- 
betes,” Stephen  Grubb,  M.  D. 

Cabin  Creek,  (iabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — March 
14,  “The  Acutely  111  Child,”  Kathleen  Previll, 
M.  D. 

April  11,  “Hyperlipidemia,”  Glenn  Crotty, 
M.  D. 

Cassauay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — March  7,  “The 
Management  of  Pulmonary  Distress,”  Dominic 
Gaziano,  M.  D. 

April  4,  “Cardiopulmonary  Testing  (CPT),” 
John  Bellotte,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — March  13, 
“Protocols  for  Continuing  Health  Care,”  T. 
Ray  Perrine,  M.  D. 

April  10,  “The  High-Risk  Pregnancy  and 
Maternal  Petal  Medicine,”  Luis  Sanchez- 
Ramos,  M.  D. 

Oak  Hill,  Oak  Hill  High  School  (Oyler  Exit,  N 
19 1 4th  Tuesday,  7-9  P.  M.  — March  27, 
“Malignant  Lymphomas  Update,”  Peter  Raich, 
M.  D. 

April  24,  “Evaluation  of  Thyroid  Eunction,” 
Richard  Kleinmann,  M.  D. 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — March  22, 
“Common  Parasites  in  West  Virginia,”  John 
Hall,  Ph.D. 

April  26,  “Persistent  and  New  Sexually  Trans- 
mitted Diseases,”  James  N.  Erame,  M.  D. 

ICelch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — March  21,  “Dyspnea,” 
Ernest  Tonski,  M.  D. 

April  18,  “Differential  Diagnosis  of  Un- 
determined GI  Bleeding,”  (speaker  to  be  an- 
nounced ) 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — March  28, 
“Nutrition  and  Cancer,”  Sue  Warren,  M.  D. 

( continued  on  next  page ) 
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Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — March  1, 
“Vascular  Disorders,”  Ali  AbuRahma,  M.  D. 

April  5,  “Management  of  Cardiogenic  Shock,” 
G.  G.  Thakker,  M.  D. 


Legislative,  Insurance,  Other 
Items  On  Council  Agenda 

A state  health  legislation  update,  revisions  in 
the  Association-endorsed  professional  liability 
insurance  program,  and  construction  plans  for  tbe 
new  Association  headquarters  building  were 
among  items  addressed  during  the  meeting  of 
the  Medical  Association’s  Council  on  January 
22  in  Charleston. 

During  the  legislative  update  presented  by 
Robert  F.  Bible,  the  Association’s  Staff  Counsel, 
the  Council  voted  to  permit  the  Executive  Com- 
mittee to  work  further  with  a bill  to  authorize 
certified  practitioners  of  prosthetics  or  orthotics 
to  fit,  recommend  or  sell  prosthetic  or  orthotic 
devices.  Questions  had  been  raised  as  to  the 
proper  place  in  the  West  Virginia  Code,  other 
than  the  Medical  Practice  Act,  for  such  legisla- 
tion designed  to  exclude  such  practitioners  from 
the  definition  of  unauthorized  practice  of  medi- 
cine and  surgery. 

The  Council  approved  Executive  Committee 
action  endorsing  several  technical  changes  in 
the  Association-endorsed  professional  liability 
insurance  program  with  CNA  of  Chicago  as  the 


carrier,  with  the  revisions  to  restructure  such 
provisions  as  reimbursement  to  the  Association 
for  risk  management  and  certain  other  admini- 
strative costs. 

At  the  time  of  the  Council  meeting,  in  a report 
by  Bible,  it  was  anticipated  that  invitations 
would  be  sent  out  witbin  four  to  six  weeks  to 
bid  on  construction  of  the  new  Association  head- 
quarters building  planned  on  land  owned  by  West 
Virginia  State  Medical  Association  Properties, 
Inc.,  in  the  Kanawha  City  section  of  Charleston. 

In  other  actions,  Council: 

— Heard  a report  by  Dr.  R.  C.  Cowan,  Jr.,  of 
Parkersburg  on  work  done  by  the  Emergency 
Medical  Services  Legislative  Review  Task  Force, 
and  voted  to  support  in  concept  proposed 
legislation  making  substantial  changes  in 
emergency  medical  services  statutes. 

— Agreed  to  support  the  Auxiliary  in  endorse- 
ments of  legislation  raising  the  drinking  age  in 
West  Virginia  to  21  years. 

— Reviewed  a preliminary  report  by  an  Ad 
Hoc  Committee  on  Education  dealing  primarily 
with  medical  schools. 

— Approved  a final  1983  general  operating 
fund  report  showing  revenues  of  S561,405.06 
and  expenditures  of  .$467,651.94.  The  report 
showed  that  the  Association  came  in  $26,853.06 
under  budgeted  general  revenue  expenditures  for 
1983. 

— Elected  as  honorary  and  retired  members, 
after  appropriate  action  by  component  societies, 


In  the  left  photo,  Dr.  Ronald  D.  Gaskins  (left)  of  Morgantown,  who  spoke  on  “Flexible  Sigmoidoscopy” 
during  the  opening  Friday  afternoon  session  of  the  Mid-Winter  Clinical  Conference  held  in  Charleston  in 
January,  has  a discussion  with  fellow  physicians  following  his  talk.  They  are,  from  left,  Drs.  Marshall  J. 
Carper,  South  Charleston;  Robert  L.  Smith,  Morgantown,  a member  of  the  Conference  Program  Committee, 
and  Richard  A.  DeVaul,  Morgantown,  who  presided  at  the  opening  session.  On  the  right,  two  of  the  Satur- 
day morning  speakers  go  over  conference  material.  They  are  Dr.  Albert  F.  Heck,  Charleston,  who  talked  on 
“Parkinsonism  and  Organic  Brain  Syndrome,”  and  Mary  Beth  Gross,  Pharm.  D.,  also  of  Charleston,  whose 
subject  was  “Geriatric  Pharmacology.” 
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Drs.  Robert  R.  Pittman  of  Martinsburg  ( Eastern 
Panhandle  Medical  Society  ) ; Lawrence  H.  Mills, 
Robert  0.  Pletcher,  E.  Burl  Randolph  and  Lyn- 
wood D.  Zinn  of  Clarksburg  I Harrison  ) ; David 
H.  Gatherum,  George  C.  King,  Robert  W. 
Neilson,  Jr.,  Silva  Jean  B.  Neilson  and  Fred  D. 
White  of  Bluefield  I Mercer ) ; George  L. 
Armbrecht  and  George  R.  Clarke  of  Wheeling 
(Ohio);  Hu  C.  Myers  of  Philippi  (Tygart’s 
Valley),  and  Margaret  I.  Stemple  (Retired)  of 
Aurora  ( Monongalia  ) . 

— Heard  from  Dr.  L.  Clark  Hansbarger, 
Director,  an  update  on  West  Virginia  Department 
of  Health  activities  with  major  items  including 
a request  to  the  Legislature  for  a 12-per  cent 
budget  increase  and  an  outline  of  proposed 
expansions  in  mental  health  services. 

— Heard  updates  on  medical  education  activi- 
ties by  Dr.  Richard  A.  DeVaul,  Dean,  West  Vir- 
ginia University  School  of  Medicine,  and  Dr. 
Robert  W.  Coon,  Vice  President  and  Dean  of  the 
Marshall  University  School  of  Medicine. 

— Heard  from  Dr.  Harry  S.  Weeks,  Jr.,  of 
Wheeling,  American  Medical  Association  Dele- 
gate, a report  of  AMA  House  of  Delegates 
activity  during  the  December  Interim  Meeting 
of  the  House  in  Los  Angeles,  with  key  discussions 
centering  about  new  JCAH  standards  relative  to 
medical  staff  makeup,  reimbursement  procedures, 
and  fee  structures. 

— Heard  from  Charles  R.  Lewis,  Executive 
Secretary,  a report  showing  total  paid  member- 
ship in  the  Association  at  the  end  of  1983  of 
2,013  ( down  slightly  from  2.020  at  the  end  of 
1982).  The  report  indicated  a drop  of  49  in 


full-year,  $250  dues-paying  members,  with  the 
decrease  attributed  to  a number  of  factors  in- 
cluding some  failures  to  renew  dues,  loss  of  mem- 
bers who  moved  out  of  state  and  a new'  Associa- 
tion policy  permitting  physicians  in  the  first 
year  of  practice  a 50-per  cent  dues  decrease. 

— Heard  plans  for  new'  efforts  to  recruit  non- 
members through  use  of  new  information  from 
the  West  Virginia  Department  of  Health  relative 
to  all  physicians  licensed  and  practicing  in  Whist 
Virginia. 


Ob-Gyn  Section  To  Sponsor 
Liability  Seminar 

A Professional  Liability  Seminar  for  the 
Obstetrician  and  Gynecologist  will  be  held  on 
March  31  in  Charleston. 

The  site  will  be  the  Auditorium  of  the  West 
Virginia  University  Medical  Center. 

Four  attorneys  and  an  insurance  company 
professional  liability  director  will  make  up  the 
faculty  for  the  one-day  meeting,  w'hich  will  begin 
with  registration  and  continental  breakfast  at  8 
A.  M.  and  adjourn  at  5 P.  M. 

Sponsors  are  the  West  Virginia  Section  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  the  State  Medical  Association. 
Co-sponsors  are  the  W^VU  Medical  Center, 
Charleston  Division,  and  Charleston  Area  Medi- 
cal Center. 

Objectives  of  the  seminar  are  for  participants 
to  acquire  a working  knowledge  of  professional 
liability  concepts  with  particular  emphasis  on 
risk  management  techniques  for  the  office  and 


A public  session  on  rape  and  incest  was  held  on  Friday  evening,  January  27,  during  the  Mid-Winter 
Clinical  Conference  in  Charleston.  Shown  in  the  left  photo  are  the  speakers.  Dr.  William  E.  Walker  and 
Diane  W.  Mufson,  M.A.,  both  of  Huntington,  being  interviewed  during  a news  conference  held  earlier  that 
day  in  Charleston.  On  the  right  are  some  of  the  participants  in  the  physicians’  session,  “W’est  Virginia 
Board  of  Medicine  Update,”  held  concurrently  with  the  public  session  Friday  evening.  They  are  Dr.  Harry 
S.  Weeks,  Jr.,  Wheeling,  left,  Board  member  who  was  a speaker,  and  Ronald  Walton,  Charleston,  Execu- 
tive Secretary  of  the  Board,  who  presided. 
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hospital  setting;  and  to  develop  a greater 
familiarity  with  the  West  Virginia  liability  situa- 
tion and  its  impact  on  the  scope  and  manner  of 
their  practice. 

The  faculty  members  will  be  Tbomas  L. 
Auman,  Director  of  Professional  Liability, 
McDonough  Caperton  Shepherd  Association 
Group,  Charleston,  and  the  following  attorneys: 
E.  Fredric  Bockstahler,  Director  of  Patient 
Affairs,  CAMC;  John  S.  Haight,  partner  in  the 
law  firm  of  Kay,  Casto  and  Chaney,  Charleston; 
P.  Rodney  Jackson,  partner  in  the  law  firm  of 
DiTrapano  and  Jackson,  Charleston,  and  Elvoy 
Raines,  Associate  Director,  Professional  Liability, 
American  College  of  Obstetricians  and  Gyne- 
cologists, Washington,  D.  C. 

Some  of  tbe  subjects  discussed  will  be  “Risk 
Management  in  Principle:  The  Physician- 

Patient;”  “Incident  Management;”  “The  In- 
surance Industry’s  Perspective  . . . “CAMC’s 
Self-Insured  Professional  Liability  Program;” 
“Claims  Management:  Wbat  to  Do  If  You  are 
Sued;”  “The  West  Virginia  Liability  Experience: 
Defendant’s  Perspective  ( and  Plaintiff’s  Perspec- 
tive);” and  “Special  Zones  of  Risk  for 
Obstetrics /Gynecology  and  Risk  Control  Tech- 
niques in  the  Office  and  the  Hospital.” 

Members  of  tbe  planning  committee  are  Drs. 
Terry  A.  Atbari  of  Wheeling  and  Daniel  A.  Mairs 
of  Charleston. 

For  registration  and  other  information,  call 
the  WVU  Office  of  Continuing  Education  at 
(304)  347-1249. 


Doctor-Lawyer  Takes  MU 
Psychiatry  Post 

Dr.  Johnnie  L.  Gallemore,  Jr.,  of  Johnson  City, 
Tennessee,  has  been  named  Psychiatry  Depart- 
ment Chairman  for  the  Marshall  University 
School  of  Medicine,  Dean  Robert  W.  Coon, 
M.  D.,  has  announced. 

Doctor  Gallemore  will  join  the  Marshall  fac- 
ulty full  time  by  May  1.  He  is  a Professer  of 
Psychiatry  and  Behavioral  Science  at  the  East 
Tennessee  State  University  College  of  Medicine 
where  he  has  served  since  1978.  He  previously 
taught  at  the  Duke  University  Medical  Center. 

Doctor  Gallemore  graduated  from  the  Emory 
University  School  of  Medicine  and  the  Duke 
University  School  of  Law.  He  worked  in  the 
United  States  Congress  from  1974  to  1976,  first 
on  the  staff  of  Sen.  Herman  Talmadge  and  then 
for  the  Interstate  and  Foreign  Commerce  Com- 
mittee as  Associate  Counsel  for  Health. 

His  professional  memberships  include  the 
American  Medical  Association,  the  American 
Psychiatric  Association,  the  American  Academy 
of  Psychiatry  and  the  Law,  and  the  American 
Bar  Association. 

Dr.  Mildred  M.  Bateman  resigned  the  Psy- 
chiatry Department  chairmanship  in  1982  to 
devote  full  time  to  other  teaching  and  profes- 
sional duties.  Dr.  Milton  Rosenbaum  has  been 
serving  as  Acting  Chairman. 


In  the  left  photo,  Dr.  Carl  F.  McComas  (right),  Huntington,  the  third  and  final  speaker  for  the  Saturday 
morning  session  during  the  Mid-Winter  Clinical  Conference,  chats  with  Dr.  Ahmad  M.  Maraikayer,  Charles- 
ton. Doctor  McComas’s  subject  was  epilepsy.  Shown  during  a coffee  break  on  the  right  are,  from  left, 
William  B.  Ferrell,  Charleston,  Executive  Secretary,  West  Virginia  Chapter,  American  Academy  of  Family 
Physicians;  David  F.  Lichtenauer,  Cincinnati,  pharmaceutical  representative;  Dr.  Joseph  T.  Skaggs,  Charles- 
ton, Chairman  of  the  Conference  Program  Committee,  and  Dr.  Jack  Leckie,  Huntington,  a Past  President 
of  the  State  Medical  Association  and  currently  an  Association  Delegate  to  the  American  Medical  Association. 
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Cardiology  Research  Director 
Among  AAFP  Speakers 

Dr.  Robert  Di  Bianco  of  the  Washington,  DC, 
area  will  be  among  some  16  physicians  and  others 
on  the  faculty  for  the  32nd  annual  scientific  as- 
sembly of  the  West  Vir- 
ginia Chapter,  Ameri- 
can Academy  of  Family 
Physicians. 

The  meeting  will  be 
held  April  5-8  at  the 
Holiday  Inn  Downtown 
Charleston  House  in 
Charleston. 

Scientific  sessions 
will  be  held  Friday 
morning  and  afternoon, 
April  6,  Saturday 

Robert  Di  Bianco,  M.  D.  morning  and  afternoon, 
and  Sunday  morning. 

General  topic  areas  of  discussion  ( in  addition 
to  a variety  of  individual  papers  ) will  be  manag- 
ing the  arthritic  patient;  cardiovascular  strategies 
for  the  family  physician,  and  psychiatry  for  the 
primary  care  physician. 

Doctor  Di  Bianco  will  speak  Saturday  morning 
on  “Converting  Enzyme  Inhibition  in  the 
Management  of  Hypertension  and  Heart  Failure.” 
He  is  Associate  Clinical  Professor  of  Medicine, 
Georgetown  University,  and  Director,  Cardiology 


Research,  Washington  Adventist  Hospital, 
Takoma  Park,  Maryland.  ( See  story  in  February 
issue  of  The  Journal  for  other  speakers  and 
topics. ) 

Preliminary  activities  on  Thursday,  April  5, 
will  include  a golf  tournament,  medical  computer 
seminar.  Family  Medicine  Foundation  of  West 
Virginia  Board  meeting,  and  West  Virginia 
Chapter,  AAFP  Board  meeting. 

General  registration  and  exhibit  booth  visits 
will  begin  Friday  morning,  the  AAFP  House  of 
Delegates  will  hold  a luncheon  meeting  Friday, 
and  an  oyster /keg  party  is  scheduled  that 
evening. 

Special  activities  on  Saturday  will  include  a 
champagne  brunch  and  style  show  for  ladies,  and 
a cocktail  party  and  banquet  that  evening. 

The  AAFP  Board  will  hold  a luncheon  meeting 
on  Sunday. 

Registration  and  other  information  may  be 
obtained  by  calling  (304)  776-1178. 


Neurosurgical  Officer 

Dr.  Everett  L.  Gage,  Jr.,  of  Bluefield  recently 
was  elected  Treasurer  of  the  Neurosurgical 
Society  of  the  Virginias  at  a meeting  of  the 
Society  held  in  Williamsburg,  Virginia.  Elected 
President  was  Dr.  Darwin  J.  Eerry,  Jr.,  of 
Roanoke,  Virginia. 


“Into  and  Out  of  the  Disability  Trap”  was  the  subject  of  a panel  discussion  held  Saturday  afternoon 
during  the  Mid-Winter  Clinical  Conference.  Shown  in  the  photos  above  are  the  members  of  the  panel  during 
the  question-and-answer  period.  On  the  left  are,  from  left,  John  L.  McClaugherty,  Charleston  attorney;  S. 
F.  Raymond  Smith,  Beckley  attorney  who  is  Director,  Benefits  Services,  United  Mine  Workers,  District  29; 
and  John  J.  Banks,  Executive  Director,  National  Rehabilitation  Counseling  Association,  Alexandria,  Vir- 
ginia. On  the  right  are,  from  left,  Gretchen  O.  Lewis,  Commissioner,  West  Virginia  Workers’  Compensation 
Fund,  Charleston;  Dr.  Robert  A.  Keisman,  Medical  Advisor,  Disability  Programs  Branch,  Region  III,  U.  S. 
Department  of  Health  and  Human  Services,  Philadelphia,  and  Judith  G.  Greenwood,  Ph.D.,  Director  of  Re- 
search and  Development,  West  Virginia  Workers’  Compensation  Fund,  Charleston.  Not  shown  is  Dr.  Rob- 
ert L.  Ghiz,  Charleston,  who  presided. 
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April  4 Oncology  Faculty 
To  Include  Visitors 

Physicians  from  Tennessee,  Kentucky  and 
Maryland  will  be  among  the  faculty  for  an  after- 
noon program,  “Oncology  Update  ’84,”  on  April 
4 in  Charleston. 

The  meeting  will  be  held  at  the  West  Virginia 
University  Medical  Center,  beginning  with  regis- 
tration at  noon. 

The  four  speakers  and  topics  will  be  “Car- 
cinogenesis”— Bryan  Ballantyne,  M.  D.,  D.Sc., 
Ph.D.,  Director  of  Applied  Toxicology,  Union 
Carbide  Corporation,  Charleston;  and  Adjunct 
Professor  of  Toxicology,  University  of  Pitts- 
burgh, and  Adjunct  Professor  of  Toxicology  and 
Pharmacology,  WVU;  “Management  and  Diag- 
nosis of  Undifferentiated  Carcinomas” — F.  An- 
thony Greco,  M.  D.,  Professor  of  Medicine  and 
Director,  Division  of  Oncology,  and  Director, 
Vanderbilt  Cancer  Research  Center,  Vanderbilt 
Medical  Center,  Nashville,  Tennessee; 

“Update  on  Interferon  Therapy  of  the  Malig- 
nant Tumor” — Richard  Smalley,  M.  D.,  National 
Cancer  Institute,  Frederick  (Maryland)  Re- 
search Facility;  and  “Adjuvant  Chemohormonal 
Therapy  of  Breast  Cancer” — Thomas  Kubota, 
M.  D.,  Assistant  Professor  of  Medicine,  Division 
of  Medical  Oncology,  University  of  Louisville 
( Kentucky  I School  of  Medicine. 

Sponsors  are  WVU  Charleston  Division  and 
Charleston  Area  Medical  Center. 

The  program  will  be  moderated  by  Dr.  Steven 
J.  Jubelirer,  WVU  Charleston  Division,  who  also 
is  Program  Chairman. 


For  registration  and  other  information,  contact 
the  WVU  Office  of  Continuing  Education.  Tele- 
phone (304)  347-1249. 


Sloane-Kettering  Doctor 
On  Urology  Program 

“New  Concepts  in  Urology,”  the  spring  meet- 
ing of  the  West  Virginia  State  Urological 
Society,  will  be  held  March  30-April  1 in  Charles- 
ton at  the  Marriott  Hotel. 

Dr.  P.  C.  Sogani,  Associate  Attending 
Urologist  at  Memorial  Sloane  Kettering  Institute 
for  Cancer  in  New  York  City,  will  be  a guest 
speaker. 

Dr.  Harry  Shannon  of  Parkersburg,  Past  Presi- 
dent of  the  State  Medical  Association,  also  will 
be  on  the  guest  faculty. 

Registration  and  a reception  will  be  held 
Friday  evening,  March  30,  with  Saturday’s 
schedule  to  include  the  scientific  session,  business 
meeting  and  evening  reception  and  banquet. 

Case  discussions  and  pyelogram  conference 
will  be  held  Sunday  morning. 

Faculty  members  from  Marshall  University 
School  of  Medicine  will  be  Drs.  Anthony  H. 
Horan,  Associate  Professor  of  Surgery,  Section 
of  Urology;  Richard  E.  McWhorter,  Clinical  In- 
structor, Department  of  Radiology;  J.  Michael 
Seddon,  Associate  Professor  of  Surgery  and 
Chief  of  Urology;  Tara  Sharma,  Clinical  Associ- 
ate Professor  of  Surgery,  Section  of  Urology, 


Speakers  for  the  concluding:  Sunday  morning:  session  of  the  Mid-Winter  Clinical  Conference  are  shown 
above-  In  the  left  photo  are  Drs.  Joseph  F.  Hanna  (left),  Huntington,  who  spoke  on  intracoronary  throm- 
bolysis, and  Thomas  W.  Mou,  Charleston,  who  presided.  Dr.  G.  Robert  Nugent  (center  photo),  Morgan- 
town, talked  on  disc  disease.  On  the  right  is  Dr.  Anthony  G.  DiBartolomeo,  also  of  Morgantown,  whose 
topic  was  arthritis. 
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and  K.  V.  Raman,  Clinical  Associate  Professor 
of  Surgery. 

Faculty  members  from  West  Virginia  Uni- 
versity School  of  Medicine  will  be  Drs.  John  A. 
Belis,  Associate  Professor  of  Urology,  who  is  the 
Society  President;  Stanley  J.  Kandzari,  Profes- 
sor of  Urology;  James  W.  Lane,  Clinical  Associ- 
ate Professor  of  Urology,  Charleston  Division; 
Eli  F.  Lizza,  Chief  Resident,  Department  of 
Urology,  and  W.  Craig  Sease,  Resident,  Depart- 
ment of  Urology. 


State  Surgeons,  ENT  Society 
Plan  May  2-5  Meeting 

A New  Jersey  surgeon  will  speak  on  head  and 
neck  cancer  during  a joint  meeting  of  the  West 
Virginia  Chapter,  American  College  of  Surgeons, 
and  the  West  Virginia  Otolaryngological  Society, 
May  2-5. 

The  meeting  will  be  held  at  the  Greenbrier  in 
White  Sulphur  Springs. 

Dr.  Benjamin  F.  Rush,  Chairman  of  Surgery, 
New  Jersey  University  of  Medicine  and  Dentistry, 
Newark,  will  lecture  on  “Multimodal  Therapy  in 
the  Treatment  of  Head  and  Neck  Cancer”  and 
“Evaluation  of  Operative  Techniques  in  the 
Treatment  of  Head  and  Neck  Cancer.” 

Other  faculty  members  will  include  Drs. 
George  A.  Sisson,  Professor  and  Chairman  of 
Otolaryngology,  Northwestern  University,  and 
Helmuth  Goephert,  Chairman  of  Otolaryngology, 
University  of  Texas,  Houston. 

Also  speaking  will  be  members  of  the  State 
groups  and  winners  in  the  resident  scientific 
paper  competition. 

Dr.  Roger  E.  King  of  Morgantown  is  Chairman 
of  the  Program  Committee. 


Depression  Cause  Clarified 

Depression  appears  to  be  a product  of  illness 
ratber  than  a product  of  disappointed  expecta- 
tions, according  to  research  conducted  by  Joseph 
Shepsel  Silverman,  M.  D.,  from  the  Milton  S. 
Hershey  School  of  Medicine  in  Hershey,  Pennsyl- 
vania, and  colleagues  writing  in  a recent  issue 
of  Archives  of  General  Psychiatry. 

They  tested  35  psychiatric  outpatients  during 
periods  of  depression  and  when  they  were  free 
of  depression.  They  found  that  dysfunctional 
thinking,  measured  by  a standard  test,  was  more 
prominent  during  depression,  suggesting  it  was 
a symptom  of  illness  and  not  a character  trait. 


Medical  Meetings 


March  3-7 — Am.  Academy  of  Allergy  & Immunology, 
Chicago. 

March  15-16  — Upper  Ohio  Valley  Sexual  Assault 
Help  Center,  Inc.  (Sexual  Abuse  of  Children), 
Wheeling. 

March  17  — Annual  Meeting,  American  Diabetes 
Assoc.,  WV  Affiliate,  Wheeling. 

March  24-28  — American  Academy  of  Pediatrics, 
Phoenix,  AZ. 

March  25-29 — Am.  College  of  Cardiology,  Dallas. 

March  30-April  1 — Neurological  Diseases  Seminar 
(United  Hospital  Center),  Clarksburg. 

March  30-April  1 — WV  State  Urological  Society, 
Charleston. 

March  30-April  4 — Am.  Society  of  Abdominal  Sur- 
gery, New  Orleans. 

April  1-4 — Southeastern  Surgical  Congress,  Nash- 
ville, TN. 

April  5-6 — WV  Chapter,  Am.  Academy  of  Pediatrics, 
Wheeling. 

April  6-8 — WV  Chapter,  AAFP,  Charleston. 

April  8-11  — Am.  College  of  Emergency  Physicians 
(Winter  Symposium),  Scottsdale,  AZ. 

April  8-14 — Am.  Academy  of  Neurology,  Boston. 

April  12-13  — Spirometry  Training  in  Occupational 
Health  (Am.  Lung  Assoc,  of  WV),  Charleston. 

April  26-28  — Pediatric  Springfest  (Medical  College 
of  VA),  Williamsburg,  VA. 

April  26-29 — Am.  College  of  Physicians,  Atlanta. 

April  27 — Am.  Lung  Assoc,  of  WV  Annual  Meeting, 
Huntington. 

May  2-5 — WV  Chapter,  Am.  College  of  Surgeons; 
and  WV  Otolaryngological  Society,  White 
Sulphur  Springs. 

May  6-9 — Am.  Urological  Assoc.,  New  Orleans. 

May  10-11  — Current  Concepts  in  Nutritional  Sup- 
port (University  of  Cincinnati),  Cincinnati. 

Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Oct.  9-12 — AAFP,  Kansas  City,  MO. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front- wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shrewe,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


Ociilo plastic  Surgeon  Provides 
New  Treatments  At  WVU 

John  V.  Linberg,  M.  D.,  a member  of  tbe  WVU 
ophthalmology  faculty,  is  West  Virginia’s  only 
full-time  oculoplastic  surgeon. 

WVU  Hospital  is  the  sole  eye  treatment  center 
in  the  state  that  offers  consultation  in  oculoplastic 
and  orbital  surgery  — a subspecialty  of  ophthal- 
mologists who  do  both  reconstructive  and  plastic 
procedures  to  correct  eye  and  facial  problems 
resulting  from  birth  defects,  aging  changes, 
tumors,  trauma  or  generalized  disease  such  as 
thyroid. 

To  name  a few,  oculoplastic  surgeons  treat 
baggy  and  droopy  eyelids,  ailing  tear  drainage 
systems,  and  eyelid  cancers.  Often,  they  can  help 
make  artificial  eyes  fit  and  look  better. 

In  addition.  Doctor  Linberg  will  be  able  to 
offer  for  the  first  time  at  University  Hospital  two 
other  types  of  treatment. 

One  brings  a cartilage  bank  to  the  hospital;  the 
other  would  introduce  an  alternative  to  surgery 
for  straightening  “crooked”  eyes  in  selected 
patients. 

The  cartilage  bank  stores  healthy  tissue  re- 
moved from  donors  who  have  died  as  a result  of 
accident.  Once  the  material  is  sterilized  by 
exposure  to  high  levels  of  radiation,  it  can  be 
stored  in  bottles  for  up  to  a year  and  used  to 
rebuild  facial  skeletons,  usually  of  trauma 
patients. 

Botulinum  Toxin  Used 

Doctor  Linberg  went  to  San  Francisco’s  Pacific 
Medical  Center  to  learn  firsthand  the  technique 
needed  to  undertake  the  other  proposed  treat- 
ment at  WVU  Hospital:  controlled  use  of  botu- 
linum  toxin  to  weaken  the  ocular  muscles  in  order 
to  straighten  the  eyes. 

“We  dont  completely  understand  what  causes 
eyes  to  deviate,  but  it  has  something  to  do  with 
the  brain  sending  messages  to  these  muscles  to 
overact,”  he  said.  “We  can’t  fix  the  brain,  so 


we  do  the  next  best  thing:  weaken  the  appropri- 
ate muscle  enough  to  compensate  for  the  mis- 
direction of  the  eyes. 

“Botulinum  toxin  is  a federally  licensed 
investigational  drug.  Pending  institutional  ap- 
proval, we  expect  to  become  part  of  a national 
protocol  to  evaluate  tbe  efficacy  of  these  in- 
jections as  an  alternative  to  surgery.  All  the 
preliminary  work  has  been  done,  including 
human  trials.” 


Doctor  Flink  Touts  Magnesium 
In  Presidential  Talk 

WVU’s  Edmund  B.  Flink,  M.  D.,  a pioneer  in 
recognizing  the  importance  of  adequate  mag- 
nesium levels  to  human  health,  is  the  new  Presi- 
dent of  the  American  College  of  Nutrition. 

Doctor  Flink  is  Benedum  Professor  of  Medi- 
cine and  was  the  first  Chairman  of  the  Depart- 
ment of  Medicine  from  1960  until  1976.  He 
continues  to  be  active  in  research,  teaching,  and 
patient  care  and  consultation. 

Doctor  Flink  recently  was  elected  President  at 
the  group’s  annual  convention  in  Cincinnati 
where  he  also  delivered  the  award  lecture.  In 
it  he  reviewed  the  growing  knowledge  of  the 
effects  of  magnesium  deficiency  and  pleaded  for 
“more  awareness  of  this  important  health 
problem.”  He  also  told  of  his  “index  patient,” 
the  first  in  whom  administration  of  magnesium 
dramatically  reversed  some  complications  that 
followed  surgery. 

Doctor  Flink,  his  colleagues  and  collaborators 
at  other  research  centers  more  recently  have 
found  that  low  magnesium  levels  are  associated 
with  an  increase  in  long-chain  free  fatty  acids 
in  the  blood. 

He  said  magnesium  deficiency  continues  to  be 
diagnosed  less  frequently  than  it  should  be. 
Many  times  cardiac  arrhythmias  and  other  serious 
problems  that  are  potentially  lethal  are  due  to 
magnesium  deficiency  but  are  missed. 

“Better  awareness  of  magnesium  deficiency  in 
a wide  variety  of  clinical  conditions  will  result  in 
life-saving  treatment  and  less  morbidity  to  other 
patients,”  Doctor  Flink  said. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Urn,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO2  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Third-Party  News,  Views 
and  Program  Concerns 


Standardized  Terminology 
Seen  For  Computers 

By  January,  1985,  computers  handling  Medi- 
care and  Medicaid  claims  will  be  able  to  talk  to 
each  other  in  the  same  language.  The  U.S.  De- 
partment of  Health  and  Human  Services  has 
directed  third-party  carriers  to  use  the  American 
Medical  Association’s  Current  Procedural  Termi- 
nology, Fourth  Edition  ( CPT-4  ) when  processing 
claims  for  the  government. 

The  long-awaited  standardization  probably  will 
not  stop  with  the  public  health  care  programs. 
Some  observers  predict  that  most  insurance  car- 
riers, when  they  convert  their  Medicare  and 
Medicaid  systems,  will  adopt  CPT-4  for  their 
private  patients  as  well. 

Some  private  commercial  insurers  that  belong 
to  the  Health  Insurance  Association  of  America 
already  are  using  the  nomenclature  and  coding 
system,  and  others  are  planning  to  convert  to  the 
AMA’s  code,  said  William  R.  Felts,  M.  D., 
Chairman  of  the  CPT-4  editorial  panel.  Some 
of  the  other  major  health  insurance  companies 
such  as  the  Blue  Shield  plans  of  Western  New 
York,  Pennsylvania  and  Michigan  are  in  the 
process  of  switching  their  private  business  to 
CPT-4. 

Similar  System  Endorsed 

In  a recent  action,  the  national  Blue  Cross 
and  Blue  Shield  Associations  endorsed  the  use 
of  the  Health  Care  Financing  Administration 
( HCFA I Common  Procedure  Coding  System 
( HCPCS,  pronounced  “Hick  Pix”),  which  in- 
corporates CPT-4  descriptors  and  codes  for  re- 
porting all  physician  services. 

CPT-4,  the  only  coding  system  that  was  de- 
veloped by  and  for  physicians,  provides  a verbal 
descriptor  and  a five-digit  numeric  code  that 
insurance  companies  require  for  reimbursement. 
In  addition  to  standardized  billing,  the  universal 
adoption  of  CPT-4  will  make  possible  a wealth 
of  new  nationwide  data  bases.  These  data  bases 
would  pool  claims  information  from  around  the 
country  for  the  first  time. 
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Continuing  Rapid  Growth 
Of  Health  Care  Seen 

The  health  care  sector  will  continue  its  rapid 
growth  for  the  remainder  of  the  decade,  accord- 
ing to  a summary  report  of  the  AMA  Center  for 
Health  Policy  Research. 

In  the  near  future,  an  aging  population  and 
continuing  improvements  in  medical  technology 
are  likely  to  overshadow  increasing  co-payments 
and  deductibles  in  health  insurance  packages. 
Some  economists  predict  that  health  care  will  ac- 
count for  approximately  12  per  cent  of  the  gross 
national  product  by  1990. 

Among  other  projections,  competition  between 
office-based  physicians  and  hospitals  is  expected 
to  increase,  and  the  cost  of  physicians’  services 
will  rise  relative  to  services  provided  in  hospital 
outpatient  departments. 

The  demand  for  medical  care  is  determined 
by  demographic  changes,  medical  technology, 
and  the  structure  of  third-party  payment  pro- 
grams, the  report  concluded.  The  health  care 
sector  appears  to  be  largely  immune  to  cyclical 
variations  in  general  business  conditions.  Thus, 
the  current  growth  rate  of  the  GNP,  variations  in 
unemployment  or  inflation  rates,  or  other 
macroeconomic  changes  have  little  immediate 
impact.  

Role  Of  Profit  In  Medicine 
AMA  Study  Subject 

The  role  of  profit  in  Medicine  is  the  subject 
of  a study  conducted  by  the  Socioeconomic 
Monitoring  System  of  the  AMA  Center  for 
Health  Policy  Research.  The  study  found  that 
one  of  seven  physicians  (13.9  per  cent)  with 
hospital  admitting  privileges  admit  their  patients 
primarily  to  a proprietary  hospital.  In  contrast, 
86.1  per  cent  have  their  principal  privileges  in 
a nonproprietary  hospital. 

There  were  some  slight  differences  between 
physicians  at  proprietary  and  nonproprietary 
hospitals  in  terms  of  specialty,  years  of  practice, 
income  and  expenses,  hours  worked  per  week, 
and  hospital  utilization. 
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CHARLESTON  DATA  SYSTEMS 

"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
ivith  the  follotving  benefits:” 


■ INCREASED  INCOME  • HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • TAX  SAVINGS 

■ SIMPLICITY  OF  OPERATION  ■ MONEY  BACK  GUARANTEE 


For  additional  information  call  (304)  344-5803  or  contact  us  directly  at: 
CAMC  Medical  Staff  Building,  3100  MacCorkle  Avenue,  S.  E.,  Charles- 
ton, WV  25304. 


Obituaries 


PETER  A.  HALEY  II 

Dr.  Peter  A.  Haley  II  of  Clinton,  Maryland, 
formerly  of  Charleston,  died  on  February  6 at 
his  home.  He  was  77. 

Doctor  Haley,  who  had  lived  in  Clinton  for 
nearly  two  years,  was  a medical  consultant  for 
the  Kanawha  County  Board  of  Education  until 
his  retirement  in  July,  1982. 

He  was  the  first  President  of  the  State  School 
Health  Association,  and  received  the  first  “Mister 
Doc  Award,”  a distinguished  service  award,  from 
the  West  Virginia  Chapter,  American  Academy 
of  Family  Physicians  in  1973. 

Doctor  Haley  was  Chairman  of  the  State  Medi- 
cal Association’s  School  Health  Committee  from 
1966  through  1972. 

Born  in  Charleston,  he  received  his  M.  D. 
degree  in  1931  from  the  University  of  Virginia, 
and  interned  at  the  Church  Home  and  Infirmary 
in  Baltimore. 

He  was  an  honorary  member  of  the  Kanawha 
Medical  Society,  the  West  Virginia  State  Medical 
Association  and  American  Medical  Association, 
and  a member  of  the  American  Academy  of 
General  Practice  and  West  Virginia  Chapter, 
American  Academy  of  Family  Physicians. 

Surviving  is  a daughter,  Mrs.  Jacqueline  H. 
Hamilton  of  Clinton. 

# « » 

BEATRICE  H.  KUHN,  M.  D. 

Dr.  Beatrice  H.  Kuhn  of  Big  Pine  Key, 
Florida,  formerly  of  Charleston,  died  on  February 
7 in  a Marathon  ( Florida  ) hospital.  She  was  65. 

Doctor  Kuhn,  a dermatologist  and  syphi- 
lologist,  practiced  in  Charleston  from  1946  until 
1977,  when  she  moved  to  Florida.  She  continued 
her  practice  in  Florida. 

Born  in  Cincinnati  and  a former  member  of 
the  State  Medical  Association,  she  received  her 
M.  D.  degree  in  1943  from  Duke  University. 

Survivors  include  three  daughters,  Mrs.  John 
Fowler  of  Charleston,  Mrs.  Wade  Bowman  of 
Barrington,  Illinois,  and  Mrs.  Richard  Ashley 
of  Big  Pine  Key;  and  two  sisters,  Mrs.  Harry 
Silvester  of  Washington,  D.C.,  and  Mrs.  Charles 
Fogle  of  Marietta,  Ohio. 


GEORGE  K.  NUTTING,  M.  D. 

Dr.  George  K.  Nutting  of  Wheeling,  a mem- 
ber of  the  board  of  directors  of  Ogden  News- 
papers, Inc.,  died  on  January  23  in  a hospital 
there.  He  was  89. 

Born  in  Hinton,  he  received  his  M.  D.  degree 
in  1915  from  Jefferson  Medical  College  in 
Philadelphia.  He  practiced  in  Hinton  where  he 
was  head  of  Hinton  City  Hospital. 

Doctor  Nutting  moved  to  Washington,  D.C., 
in  1928  where  he  practiced  as  a general  surgeon. 

Surviving  are  two  sons,  William  C.  Nutting 
of  Hobe  Sound,  Florida,  and  George  0.  Nutting 
of  Wheeling,  President  of  Ogden  Newspapers. 


HILTON  HEAD 
ISLAND 

Ocean  Front,  2 Bedroom,  fully  fur- 
nished Condo  for  Sale  or  Rent. 

Telephone: 

(304)  343-0999  (Day) 

(304)  344-9236  (Evenings) 


NEEDED 

a 

NEONATOLOGIST 

or 

PEDIATRICIAN 

★ 

Excellent  opportunity  for  Board  Cer- 
tified or  Board  eligible  Pediatrician  or 
a Neonatologist,  as  a partner  in  city  of 
Huntington,  West  Virginia.  Preferably  a 
Board  eligible  Neonatologist  for  com- 
bined Neonatology  and  General  Pedi- 
atrics. Good  salary,  fringe  benefits  and 
good  coverage  at  a level  3 NICU. 

★ 

Please  send  resume  to: 

P.  C.  Box  2152 
Huntington,  WV  25721 
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Professional 
Liability  Insurance 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 


its  endorsed  program  to  you  for . . . 
your  most  considered  review  and 
attention.” 


Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professionai  Liabiiity  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Shepherd 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 


McDonough 

Caperton 

Insurance 

Group 

TIK 


Uniquely  capable...  Professionally  competent 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O  Box  3186,  Charleston.  WV  25332  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston.  Fairmont,  Parkersburg,  Wheeling 

CALL  TOLL  FREE  1 -800-642-3088 


County  Societies 


JEFFERSON 

The  Jefferson  County  Medical  Society  held 
its  annual  meeting  on  January  31,  a tele-con- 
ference on  antibiotics  and  cost  containment. 

The  speaker  was  Dr.  Jack  McCue,  Associate 
Professor  of  Internal  Medicine,  University  of 
North  Carolina,  and  Chief,  Division  of  Infectious 
Diseases,  Moses  Cone  Memorial  Hospital,  Greens- 
boro, North  Carolina. 

New  officers  were  elected  for  1984. — Rene  P. 
Buenvenida,  M.  D.,  Secretary-Treasurer. 

« « « 

McDowell 

The  McDowell  County  Medical  Society  met 
on  January  12  at  the  Stevens  Clinic  Hospital  in 
Welch. 

The  guest  speaker  was  Dr.  Pathon  Thavarad- 
hara  of  Logan,  whose  subject  was  bronchodi- 
lators.  He  discussed  the  general  approach  to 
treating  chronic  obstructive  pulmonary  disease, 
the  effect  of  cigarettes,  and  the  use  of  various 
drugs,  primarily  bronchodilators. — John  Cook, 
M.  D.,  Secretary. 

« « # 

MONONGALIA 

David  Fine,  West  Virginia  University  Hospital 
Administrator,  was  the  speaker  for  the  meeting 
of  the  Monongalia  County  Medical  Society  on 
January  3. 

Fine  spoke  on  the  problems  of  a teaching 
hospital. 

Dr.  Bette  G.  Hinton  was  elected  Secretary  to 
replace  Dr.  Robert  Bettinger,  who  is  leaving  the 
area. — Robert  L.  Murphy,  Executive  Secretary. 

* 


PARKERSBURG  ACADEMY 

The  Parkersburg  Academy  of  Medicine  met 
on  January  11  at  the  Parkersburg  Country  Club. 

Dr.  William  E.  Eifer,  Clinical  Professor  of 
Medicine,  University  of  Minnesota,  was  the  guest 
speaker.  His  subject  was  credentialing. 

He  is  widely  known  as  an  instructor  and 
author  in  the  field  of  quality  medicine  and 
delivery. — M.  David  Avington,  M.  D.,  Secretary. 


PHYSICIAN  DESIRES 
to 

RELOCATE 

Experienced  General  Thoracic  Vascular 
Surgeon  with  angiographic  and  endoscopic 
including  colonoscopic  skills  desires  to  re- 
locate to  a community  with  only  one  hos- 
pital. Send  inquiries  to  MMV,  P.  O.  Box 
1031,  Charleston,  WV  25324. 


OPENINGS 

in 

EMERGENCY  MEDICINE 

Full-time  and  part-time  positions  avail- 
able immediately  in  emergency  medicine. 
Competitive  income  and  professional  li- 
ability insurance  provided.  For  details 
respond  in  confidence  to: 

Amy  Kugler 

Spectrum  Emergency  Care,  Inc. 

3720-B  Olentangy  River  Road 
Columbus,  OH  43214 
1-800-848-2938 


Reproductive  Health  Care 
For  Women 


• Early  Abortion 

• Birth  Control 

• Pap  Smears 

• V.D.  Screening 
and  Treatment 


ALL  SERVICES  COMPLETELY  CONFIDENTIAL 


WHEELING  MEDICAL  SERVICES,  INC. 
600  RILEY  BUILDING 
WHEELING,  WEST  VIRGINIA  26003 

TELEPHONE  (304)  233-7700 
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Book  Review 


BASIC  AND  CLINICAL  PHARMACOLOGY 

— B.  G.  Katzung,  M.  D.  805  pages.  Price  $23.50. 
Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia 94022.  1982. 

This  book  succeeds  Revietv  of  Medical 
Pharmacology,  by  Meyers  et  al.,  which  enjoyed 
great  popularity  with  students  in  the  health  pro- 
fessions. I am  certain  that  this  book  definitely 
will  achieve  acceptance  by  the  health  professions. 

During  the  past  two  decades  not  only  has  the 
number  of  drugs  available  to  doctors  increased 
enormously  but  so  has  our  understanding  of  the 
complexity  of  their  actions,  interactions,  and 
potential  for  adverse  effects.  This  book  has  66 
chapters  varying  from  basic  pharmacology  to 
prescription  writing.  Descriptions  of  important 
drug  interactions  and  drug  effects  in  laboratory 
tests  enhance  the  usefulness  of  this  book  as  a 
desk  reference. 

Doctor  Katzung,  in  his  preface,  has  invited 
comments  and  suggestions.  Therefore,  this 
review  may  serve  that  purpose.  Generally,  the 
list  of  side  effects  of  commonly  used  medicines 
is  incomplete  and  should  he  updated.  In  Chapter 
9,  myocarditis,  systemic  lupus  and  retroperitoneal 
fibrosis  should  be  included  as  important  side 
effects  due  to  methyldopa.  The  list  of  calcium 
antagonists  is  certain  to  increase  in  the  future, 
but  even  in  1982  in  Chapter  10  the  editor  should 
have  discussed  this  very  important  class  of  drugs 
at  greater  length.  It  is  well  known  that  minoxidil 
causes  pericardial  effusion,  and  I regret  to  say 
this  vital  adverse  reaction  was  not  mentioned  in 
Chapter  9.  In  Chapter  10,  Page  115,  Table  10-1 
there  is  an  error.  The  onset  of  action  of  diltiazem 
is  not  three  minutes;  it  should  have  been  one- 
three  hours. 

Disopramide  has  been  implicated  in  causing 
severe  hypoglycemia  and  deaths,  so  hopefully  the 
future  issue  will  mention  this  side  effect. 
Furosemide  is  discussed  well  but  bumetanide, 
which  happens  to  be  a very  important  addition 
to  the  class  of  diuretic  agents,  is  completely 
ignored. 

In  Chapter  16,  it  is  not  mentioned  that  prosta- 
glandin inhibitors  are  useful  in  the  treatment  of 
premenstrual  syndrome  which  may  account  for 
a loss  of  two  to  three  workdays/month  per  female 


employee.  I strongly  believe  that  Chapter  21  on 
anticonvulsants  needs  updating  badly  in  general 
and  on  phenytoin  in  specific  if  the  editor  wishes 
to  have  this  book  used  as  a reference  on  anti- 
convulsants, which  are  so  widely  used.  In  the 
treatment  of  status  epilepticus,  I do  not  see  any 
citation  of  usefulness  of  IV  diazepam.  In  Chapter 
27,  Page  307,  management  of  cardiovascular 
complications  of  tricyclics  is  confusing.  Lido- 
caine  and  propranolol,  in  my  opinion,  should 
never  be  used  in  this  context.  They  not  only  are 
contraindicated  but  are  dangerous  because  of 
cardiodepressant  effects. 

Clinical  use  of  glucagon  in  the  treatment  of 
severe  hypoglycemia  in  beta-blocker  poisoning 
is  well  established  and  should  have  been 
mentioned  on  Page  468. 

Otherwise,  this  is  an  excellent  book.  The  text 
is  easy  to  read  and,  at  this  price,  it  is  a bargain. 
I enthusiastically  recommend  it  to  medical 
students  and  allied  health  professionals.  Mem- 
bers of  the  medical  profession  should  try  to  learn 
about  the  drugs  they  prescribe  to  their  patients, 
and  I urge  them  to  read  Basic  and  Clinical 
Pharmacology  so  they  can  best  choose  the 
appropriate  drugs  and  know  the  drug  inter- 
actions.— Saeed  Ahmad,  M.  D. 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


IN 

Family  Practice 
Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 


Contact;  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 
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GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1 -800-642-51 61  or  304-647-51 1 5 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vanrievander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 

ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 

Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical /surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  either  in  a sophisticated,  metropolitan  medical 
environment  providing  educational  and  teaching  opportunities,  or  a rural  setting 
offering  a substantial  practice  with  outdoor  recreational  potential  second  to 
none. 

Sound  interesting?  Based  on  your  financial  needs,  our  client  will  offer 
appropriate  income  guarantees,  incentives,  relocation  expenses  and  total 
malpractice  insurance. 

Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 
3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M,  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D (St.  Clairsville) 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 
Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M D. 
Nephrology/Hyperlenslon 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss.  Wl.  D. 

J.  H.  Mahan.  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 
ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 

W.  A.  TIu,  M.  D. 

R G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D 

Pediatric  Psychiatry 

V,  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/ Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Elecirology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 
TECHNOLOGISTS 

Electrocardiography 
B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 
Roentgenology 

E.  Forester,  R.  T. 


reserpine  0.1  mg^,  hydralazine  hydrochloride  25  mg.  hydrochlorothiazide  15  mg 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Mirosiav  Kovacevich,  M.  D.  925-0693 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 


CHILD  PSYCHIATRY 


Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S Smith,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Each  program  offers: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 


A great  way  of  life 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

CALL  COLLECT 

MASTER  SERGEANT  BARRY  FLOYD 
AT  703-982-4612 
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General  Scientific  Sessions  will  carry  hour  for  hour  Category  1 CME  Credit. 
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He  Thought  That  Drinking  Wouldn’t  Make 
Any  Difference,  Even  Though  He  Was  on  a 
New  Medication.  But  It  Did. 


Now  he  knows  that  alcohol  and  some  medicines  don’t 
mix.  In  fact,  more  than  half  the  100  most  prescribed 
drugs  have  at  least  one  ingredient  that  can  cause 
trouble  if  taken  while  drinking  alcohol.  The  result  of 
mixing  these  drugs  (alcohol  is  a drug)  may  be  no  more 
than  simple  temporary  illness,  but  some  combinations 
can  be  dangerous,  even  deadly. 

So,  don’t  make  a test  tube  out  of  your  body.  Be  sure  to 
teO  your  doctor  or  druggist  about  any  medications  you 
are  taking  and  be  sure  to  ask  about  the  consequences 
of  mixing  a newly  prescribed  drug  with  alcohol. 

Also,  make  it  a habit  to  check  the  label  carefully  when 
you  get  a drug,  whether  it’s  a prescription  or  over- 
the-counter  medication. 


And  when  you  get  any  prescription,  be  sure  you  know — 

• The  name  of  the  drug 

• Its  purpose — what  conditions  does  it  treat? 

• How  and  when  to  take  the  drug — and  when  to 
stop  taking  it 

• What  food,  drinks  and  other  drugs  to  avoid 
while  taking  it 

• What  side  effects  may  result — are  they  serious, 
short-term,  long-term,  etc.? 

If  you  have  any  questions  about  your  prescription,  ask 

your  doctor  or  pharmacist. 

.4  message  from  the  Food  and  Drug  Administration.  For  more  material  about  being 

an  informed  patient,  write  to:  FDA.  HFE-88.  Rockville.  Md.  20857. 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone;  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


ASSOCIATE  NEEDED  IN  FAMILY  PRACTICE  GROUP 

— Hard  working  West  Virginia  Family  Practice  Group  in 
need  of  an  Associate.  We  have  two  active  offices  and 
a busy  (300  bed  capacity)  hospital  practice.  We  are 
involved  in  the  Cardiac  Rehabilitation,  Exercise  Testing, 
and  Paramedic  Training.  We  are  in  the  country  with 
good  access  to  skiing,  boating,  hiking,  horseback  rid- 
ing, etc.  We  are  twenty  miles  from  the  University  town 
of  Morgantown  and  the  Medical  Center.  We  are  com- 
mitted to  providing  off  time  as  well  as  hard  work. 
Telephone:  304-363-1112. 


FAMILY  PRACTITIONER  NEEDED— Excellent  prac- 
tice opportunity  for  qualified  FP  to  serve  the  community 
with  other  hospital  based  specialists  including  Pedi- 
atrician, Internist,  OB/GYN,  General  Surgeon  and 
E.N.T.  Jackson  General  Hospital  is  located  conven- 
iently in  a small  community  35  miles  from  state  capital. 
Join  the  active  medical  staff  at  a 100-bed,  non-profit, 
acute  care  and  skilled  nursing,  J.C.A.H.  accredited  hos- 
pital. Set  up  your  practice  in  private  medical  office 
building  adjacent  to  hospital.  Competitive  salary  guar- 
antee first  year,  relocation  expenses  paid  and  profes- 
sional help  in  setting  up  practice.  Reply:  Executive 
Director,  Jackson  General  Hospital,  Ripley,  WV  25271. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


POSITION  AVAILABLE  — Wheeling,  West  Virginia: 
Emergency-Trauma  Physician.  Modern  Emergency- 
Trauma  Center  in  275  bed  teaching  hospital  adjacent  to 
Interstate  70,  just  one  hour  from  Pittsburgh.  Excellent 
salary  and  executive  fringe  benefits.  Area  offers  cul- 
tural and  recreational  opportunities  including  well- 
known  Oglebay  Park.  Applicant  should  be  at  least 
board  eligible  in  Emergency  Medicine  or  General  Sur- 
gery. Send  curriculum  vitae  to  Donald  H.  Hofreuter, 
M.  D.,  Wheeling  Hospital,  Medical  Park,  Wheeling,  WV 
26003.  Telephone:  (304)  243-3735. 


VENEREAL  DISEASE  SERVICES 
★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


McLAIN  SURGICAL  SUPPLY,  INC. 

"Our  126th  Year" 

★ 

Featuring  the  Mallinckrodt 
Blood  Analyzer  & Cell  Counter 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


CHAPMAN  PRINTING  CO. 

★ 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 
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That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 


THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
WoiThington,  Ohio  43085 
614/885-538) 

George  Harding.  Jr , M D , Medical  Diiecta 
Thor^  Pittman.  M P H . .^ministrator 
A Blue  Cross  Memtier  Hospital 

Azoedited  By  Une  Joint  Commission  On  Acoeditation  of  Hospitals 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmanc  ® m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  at:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
l3:\S-22.  Jan  1971.  4.  Kales  A el  al:  JAMA  24/;1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A etal:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  4 Am  GenaffSoc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 


Dalmane®  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HC] /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  tl^e 
important 
criteria 

•Rapid  onset  of  sleep 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.''^’^ 


15-mg/30-mg  capsules 


/ DnrUf\  Roche  Products  Inc. 

\ Manati,  Puerto  Rico  00701 

Copynsht  © 1984  by  Roche  Products  Inc.  All  nghts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis'^ 


Brief  Summary.  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Cecior*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Dipiococcus  pneumoniae} . Haemophilus 
influenzae,  and  5 pyogenes  (group  A beta-hemoly tic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 

antibiotics  should  be  administered  cautiously  there  is 

CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patienf  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  m severity  from  mild  to 
iife-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceplible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  (^linitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  8— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  it  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0 20.  0 21.  and  0 16  mcg^'ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Cefaclor 

Pulvules®,  250  and  500  mg 


Some  ampicillin-resisfant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safely  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  m 70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis'arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Oncerfa/n— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepaf/c— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R1 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  oi  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  pemcillin-allergic 
patients 

Penicillin  IS  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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WUROAWILL 

LOVETOUFORIT 

The  Volvo  760  GLE  makes  you  look  good  when  its  time 
for  a fiscal  examination.  Because  it  most  likely  costs  thou- 
sands of  dollars  less  than  the  BMW  or  Mercedes  you  ma\^ 
have  had  in  mind.  Yet  it  still  offers  the  performance  and 
amenities  you  insist  on.  See  us  for  a test  drive  tomorrow. 

The  Volvo  760  GLE:  it  inflates 
\'our  ego  while  it  deflates 
your  outgo. 

See  VOLVO  at  TAG  GALYEAN 
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1010  Washington  St.  East — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 


If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package""  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

<,DataGeneral 


EISEfUF"  s^si3rns,  ha. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  It  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications;  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiioride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined, If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake.  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'  The  foliowing  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides'. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide',  atthough  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  (or  institu- 
tional use  only);  in  Patient-Pak”  unit-of-use  bottles  of  100. 


In  Hypertension . . . 
When  You  Need  to 
Conserve 


III  V. 


Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  Ifears  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
¥fur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 
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Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

• 

ZORprin®  (aspirin)  is  released  in  the  alkaline 

environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 

Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORpriri  (ASPIRIN)  Zero-Order  Release . I 


e Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  RO,  BOX  6750 
SHREVEPORT,  LOUISIANA  71106-9989 

© Boots  Pharmaceuticals,  Inc.,  1983 
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SEE  NEXT  PAGE  FOR 
FULL  PRESCRIBING  INFORMATION 


ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorpnn  contains  800  mg  of  aspirin,  formulated  In  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorpnn  approximates  zero-order  release;  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug.  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorpnn,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known.  □ Zorpnn  dissolution  is  pH-dependent.  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorpnn  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH.  It  is  this  pH  dependence  of  Zorpnn  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential.  □ Bioavailability  data  for  Zorpnn  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen.  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  tor  conventional  release  aspirin  using  the  same  total  daily  dose.  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days).  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours.  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined.  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%).  □ INDICATIONS  & USAGE: 
Zorprin  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care),  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients,  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS).  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration.  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  for  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders.  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration. 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time.  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended.  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced.  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY:  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women.  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition.  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy.  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout.  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants.  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction.  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery,  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2.0  grams/day.  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin.  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs.  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin.  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding.  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity. 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration.  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section.  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers.  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother. 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis.  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin.  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia.  □ Gastrointeslial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn.  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time.  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects.  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin.  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported.  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis.  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes.  e.g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus.  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted,  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease,  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction,  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism:  tinnitus,  vertigo,  headache,  confusion,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea.  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient.  An  arterial  blood  pH  of  7.1  may  indicate 
serious  poisoning.  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants,  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old.  Treatment  for  mild  intoxication  should  Include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate.  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate.  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ("A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal.)  □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  of  Zorpnn  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz.  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day.  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d,  dose.  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs.  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin,  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment.  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  for  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets.  □ Bottles  of  100  Tablets  — NDC  0524-0057-01.  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4,308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 
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The  Structural 
formula  of  aspirin  is; 


COOH 


OCOCH3 


e Boots  Pharmaceuticals.  Inc. 
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THE  ONLY  WAY  THROUGH  TODAY'S  FINANCIAL  MAZE 
ISA  SINGLE,  KNOWLEDGEABLE  GUIDE. 


BUT  THERE'S  AWAY 


GAIN  ISA 

KAN AWHA  VALLEY  BANK  EXCLUSIVE. 


It's  called  GAIN.  Kanawha  Valley  Bank's  Guided  Asset 
Investment  Network®.  An  arsenal  of  complete  financial  ser- 
vices from  a single,  confidential  source  under  your  direction. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  responsible 
to  you.  who  has  access  to  the  disciplines  of  cash  manage- 
ment. lending,  asset  management,  investments,  trust  and 
financial  management  specialties,  and  tax  planning. 


WITH  GAIN,  YOU  CAN  REVIEW 
YOUR  TOTAL  FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System  automatically  provides  you  with  a 
comprehensive  monthly  statement,  easy-to-read... 


GAIN  is  unique  and  available  only  at  Kanawha  Valley 
Bank  because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work.  And  because  we  have  the  investment 
objectivity,  financial  perspective,  knowledge,  resources  and 
services  to  make  this  concept  work  foryou. 


THE  GAIN  SYSTEM®. 

IT  KEEPS  YOU  FROM  BEING  OVERCOME 
WITH  OPPORTUNITY. 

For  GAIN,  the  ultimate  system  for  total  financial  services, 
call  |ohn  Ziebold  (304)  348-09 1 9 or  Don  Santee  (304) 
348-738 1 . Because  you  can  only  get  where  you're  going 
with  someone  who  knows  the  way. 


WeVe 
OKanawha 
Ban 


Kanawha  Valley  Bank  • One  Valley  Square  • Box  1793*  Charleston.  WVA  25326  • Phone  (304)  348-7000*  Organized  1867*  Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA,  INC. 


GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

n Office  Overhead  Disability  Plan 
Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


West  Virginia's  Established 

HOME  HEALTH  CARE 


I.V.  ANTIBIOTICS 

• CHEMOTHERAPY 

• CENTRAL  CATHETER 
CARE  SUPPLIES 


Please  Phone  (304)  429-6888  Collect 

OR  WRITE 


^otciL  JlijE  dcLXE 
POST  OFFICE  BOX  1651 
HUNTINGTON,  WEST  VIRGINIA  25717-1651 


FOR  MORE  INFORMATION  AND  PATIENT  PROFILE  MANUAL. 

References  Supplied  Upon  Request. 
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ibuprofen,  Upjohn 

600 mg  Tablets 


More  coiiveVuenU6r  your  patients 


^P^1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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If  you  still  believe  in  me,save  me. 


For  nearly  a hundred  years,  the  Statue  of  Liberty 
has  been  America’s  most  powerful  symbol  of  freedom 
and  hope.  Today  the  corrosive  action  of  almost  a 
century  of  weather  and  salt  air  has  eaten  away  at  the 
iron  framework:  etched  holes  in  the  copper  exterior. 

On  Ellis  Island,  where  the  ancestors  of  nearly 
half  of  all  Americans  first  stepped  onto  American  soil, 
the  Immigration  Center  is  now  a hoUow  ruin. 

Inspiring  plans  have  been  developed  to  restore 
the  Statue  and  to  create  on  Ellis  Island  a permanent 
museum  celebrating  tbe  ethnic  diversity  of  this  coun- 
try of  immigrants.  But  unless  restoration  is  begun 
now,  these  two  landmarks  in  our  nation's  heritage 
could  be  closed  at  the  very  time  America  is  celebrat- 
ing their  hundredth  anniversaries.  The  230  million 
dollars  needed  to  carry  out  the  work  is  needed  now. 


All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds. 

This  is  consistent  with  the  Statue’s  origins.  The  French 
people  paid  for  its  creation  themselves.  And  America’s 
businesses  spearheaded  the  public  contributions  that 
were  needed  for  its  construction  and  for  the  pedestal. 

The  torch  of  liberty  is  everyone’s  to  cherish. 

Could  we  hold  up  our  heads  as  Americans  if  we  allow- 
ed the  time  to  come  when  she  can  no  longer 
hold  up  hers? 

Opportunities  for  Your  Company. 

You  are  invited  to  learn  more  about  the  advantages 
of  corporate  sponsorship  during  the  nationwide  pro- 
motions surrounding  the  restoration  project.  Write 
on  your  letterhead  to:  The  Statue  of  Liberty-EUis 
Island  Foundation,  Inc. , 101  Park  Ave,  N.Y.,  N.Y.  10178, 


KEEP 

THE 

TORCH 

UT 


Save  these  monuments.  Send  your  personal  tax  deductible  donation  to:  HO.  Box  198h,  New  York,  N.Y.  10018. The  Statue  of  Liberty-Ellis  Island  Foundation,  InC, 


STATUE  OF  LIBERTY-ELLIS  ISLAND  CENTENNIAL  CAMPAIGN 
BUSINESSPRESSADNO.  SOL-1 603-83— 7"  x 10"  (HO  Screen) 

Volunteer  Agency;  Kenyon  & Eckhardt,  Inc.  Volunteer  Coordinator;  Sharon  E.  Baum,  Chemical  Bank 
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\bu  can  rely  on  our  experience 
for  your  cardiology  needs. 


Cardiac  Rehabilitation  Institute,  a group  of  skilled  cardiologists  and 
medical  technologists,  combines  experience  and  training  with  quick 
response  and  an  absolute  devotion  to  excellence. 

Rely  on  CRI  for  your  cardiology  needs  in— 

Echocardiography— M-Mo6e  Display  and  Two-Dimensional 
echocardiograms. 

24-hour  Hotter  Monitoring— Detects  and  documents  cardiac  arrhythmias. 

Nuclear  Card/o/ogy— Advanced  nuclear  scanners  enhance  the  evaluation 
of  ischemic  heart  disease  and  quantitates  cardiac  function. 

Stress  7est/ng— Testing  programs  evaluate  cardiovascular  performance 
and  aid  in  detection  of  ischemic  heart  disease. 

Computerized  ECG’s—ECG  reports  available  in  minutes  round  the 
clock— and  storage  and  ECG  management  simplified. 

The  important  extra  when  you  deal 
with  CRI:  Confidence 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue 
Pittsburgh,  PA  15232 
Phone-412/682-6201 


€%RDIiir 


Rehabilitation  Institute 
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Every  Hard-Working  Doctor 
Deserves  an  Office  that  Projects  | 
his  Professional  Image! 


YOU  SPEND  as  much  time  in  the  office  or  behind  your 
desk,  than  at  any  other  waking  activity  during  your  day. 
Thus  it  should  be  as  comfortable  as  any  other  furniture  you 
would  use  in  home  or  out.  But  because  you  meet  most  patients 
and  business  prospects  in  your  office--it  should  reflect  your 
values,  your  personality,  and  your  quality  of  professionalism. 

WE  HAVE  THE  LARGEST  display  of  executive  furniture 
in  the  State  of  West  Virginia,  because  we  believe 
something  as  personal  as  a chair  or  desk  should  be  seen  and 
selected  first  hand  and  not  chosen  from  a catalogue.  A visit  to 
our  floor  allows  you  to  touch,  feel  and  experience  our  best. 

WE  DO  MORE  than  provide  the  professional  industry 
with  top  quality  furniture,  we  take  professional  in- 
terest in  general  office  environment.  Our  interior  designers  on 
staff  are  skilled  creators  of  unique  office  environments. 
Providing  all  decorative  services:  wall  covering,  window  treat- 
ments, lighting,  appointments  as  well  as  the  best  in  office  fur- 
niture. And,  we  provide  service  on  all  items  we  sell. 


- -Custom 

office 

FURNITURE  INC 


1258  Greenbrier  St.  P.O.  Box  3467  Charleston,  WV  25334  (304)  343-0103  | 
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Roche  salutes 

the  history  ot  West  Virginia  medicine 


THE  FIRST  STATE 
INSTITUTION  WEST 
OF  THE  ALLEGHENIES 


Mental  health  care  in  West  Virginia  began  in  1858— 
before  statehood — when  the  Virginia  Assembly 
authorized  construction  ot  the  first  public  institution 
west  of  the  Alleghenies,  at  Weston. ' 

Completed  by  West  Virginia,  it  opened  in  1864  as 
the  Trans-Allegheny  Lunatic  Asylum,  consisting  ot  three 
one-story  buildings  housing  nine  patients.  The  asylum 
was  virtually  the  only  tangible  property  West  Virginia 
had  to  show  for  its  share  of  the  disputed  Virginia  debt 
of  more  than  13  million  dollars  at  the  end  of  the  War 
Between  the  States. ' 


supplied  the  institution's  kitchen.'  To  this  day,  Weston 
Hospital,  as  it  is  now  known,  maintains  its  own 
laundry,  plumbing,  maintenance  and  repair  shops  on 
spacious  grounds. 2 

More  important,  it  has  served — and  continues  to 
serve — the  mental  health  requirements  of  the  people 
ot  West  Virginia  with  the  most  advanced  skills  and 
sciences.  In  1957,  Weston  reached  a remarkable 
capacity  of  2300  patients^— a far  cry  from  the  original 
nine — a tribute  to  the  growth  ot  this  historically 
significant  hospital. 


Copyright  © 1983  by  Roche  Products  Inc  All  rights  reserved 


A self-sufficient  institution 

By  1880,  the  main  building  had  grown  to  nine  acres 
of  floor  space — a handsome  gray  stone  structure  said 
to  be  the  largest  hand-cut  stone  building  in  the 
country.  Planned  to  be  as  self-sufficient  as  possible, 
the  main  building  was  set  on  a 350-acre  farm  that 


References:  1.  Writers'  Program  West  Virginia  A Guide  to  the  Mountain  State 
New  York,  Oxford  University  Press.  1956,  p 363  2.  Data  on  file,  Hoffmann- 
Lo  Roche  Inc  , Nutley,  NJ 
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When  the  history  reveals 
anxious  depression... 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who 
ore  also  anxious/  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms 
of  depression,  and  the  effects  of  Librium®  (chlordiozepoxide  HCI),  the  tested 
and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiozine,  a class  of  antipsychotic 
drugs  used  infrequently  in  nonpsychotic  patients.’ 

62%  of  Overall  Improvement. . .Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study,^  the  following  symptoms  associated  with 
anxious  depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.’^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K Drug  treatment  of  anxiety  in  Psychoptiarmocology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p 316  2.  Feighner  JP  ef  o/  Psychopharmacology  61  2U-229,  Mar  1979  3.  Data  on  file, 
Hoffmonn-La  Roche  Inc  , Nufley  NJ 


In  moderate  depression  and  anxiety 

Limbitrolcv 

Tablets  5-12.5  eoch  contamirtg  5 mg  chlorcJiazepoxide  and  125  mg  amitriptyline 
(os  the  hydrochloride  saltl 

Tablets  10*25  each  containing  10  mg  cnlordiozepoxide  ana  25  mg  amitnpfyline 
(os  tbe  hydrochlonde  sott] 


Please  see  summary  of  producf  Informaflon  on  following  poge. 


“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“Our  Medical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  ‘amateur  attorneys’  or  judge 
the  actions  or  decisions  of  a 
colleague." 


Joseph  A.  Ricd,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company's  service  to  policyholders." 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/Q.A. 

“We’re  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you." 


Don’t  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  or  broker,  or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  1701 1 / (717)  763-1422 


© 1964  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


The  Wat  Vii^iDia  ncdical  Journal 

VoL.  80,  No.  4 April,  1984 


Special  Article 


Congenital  Malformations  In  West  Virginia 


JAMES  W.  BANKS  III,  A.  B. 

Fourth-Year  Student,  Marshall  University  School  of 
Medicine,  Huntington,  West  Virginia 


It  is  widely  held  by  both  the  lay  public  and 
the  health  professional  community  that  West  Vir- 
ginia has  a higher  rate  of  congenital  malforma- 
tions than  the  national  average,  and  that  there 
are  some  areas  in  the  state  with  higher  than  aver- 
age rates  of  congenital  malformations.  Analysis 
of  the  recorded  data  shows  that  West  Virginia’s 
rate  of  congenital  anomalies  is  not  significantly 
different  from  the  national  average,  nor  is  any 
county  ivithin  the  state  significantly  higher  than 
the  state  average.  A comparison  of  the  rate  of 
three  specific  birth  defects  is  made  between  the 
state  and  the  national  average. 

T>irth  defects  are  associated  with  approxi- 
mately  20  per  cent  of  the  infant  deaths  in 
the  United  States.^  In  West  Virginia,  that  figure 
is  approximately  17  per  cent  for  the  five-year 
period  of  1975-1979.^  With  regard  to  the 
incidence  of  congenital  malformations,  the  nation 
averaged  820  per  100,000  live  hirths.^  West 
Virginia’s  average  over  the  five-year  period 
mentioned  above  was  880  per  100,000  live 
births."  This  may  seem  surprisingly  low  to  the 
many  people  who  believe  that  West  Virginia  has 
a higher  than  average  incidence  of  consan- 
guineous marriages.  This  belief  is  usually 
supported  by  statements  of  an  “isolated  gene 
pool”  due  to  the  rugged  terrain  of  the  state  and 
the  “backward  nature”  of  the  mountain  people. 

Another  suspect  cause  of  birth  defects  in  West 
Virginia  is  the  occupational  and  environmental 
exposure  to  mutagens  and  teratogens  in  areas 


such  as  the  highly  industrialized  Kanawha  Valley. 
However,  the  indications  from  the  recorded  vital 
statistics  are  that  these  assumptions  are  un- 
founded and  unsupported. 

The  present  paper,  in  an  attempt  to  qualify 
the  recorded  data  on  congenital  malformations, 
assesses  the  rate  of  malformations  first  on  a 
state-versus-national  level,  then  provides  a 
county-by-county  comparison  to  the  state  average 
over  the  six-year  period  of  1973-1978.  Finally, 
an  analysis  is  made  of  the  proportion  of  total 
malformations  that  are  caused  by  three  specific 
defects  — spinal  bifida  with  and  without  hydro- 
cephalus, cardiovascular  defects,  and  Down’s 
syndrome  — on  a state-versus-national  level  for 
the  years,  1973-1974. 

Materials  and  Methods 

The  specific  birth  defects  included  in  this 
study  primarily  were  anatomical  and  are  coded 
according  to  the  International  Classification  of 
Diseases  Handbook.'^  The  data  were  obtained 
through  the  West  Virginia  Department  of 
Health,^  the  Birth  Defects  Monitoring  Program 
( BDMP ) of  the  Centers  for  Disease  ControU 
(CDC),  and  from  the  United  States  Department 
of  Health,  Education  and  Welfare  - National 
Vital  Statistics  System.^  The  national  data  are 
from  the  years  1973-1974;  the  state  data  are 
from  the  years  1973-1978.  Typically,  the  infor- 
mation used  for  the  data  compilation  by  the 
agencies  mentioned  above  is  obtained  from  the 
birth  record,  which  contains  medically  related 
information  on  each  child.  This  information  is 
kept  by  the  states  for  their  vital  statistics,  and 
selected  data  are  sent  to  the  National  Institute 
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of  Child  Health  and  Human  Development 
(NICHHD),  to  the  CDC,  to  the  March  of 
Dimes-National  Foundation,  and  also  to  the  Com- 
mission on  Professional  and  Hospital  Activities. 
Together  these  agencies  form  a central  data  base 
for  the  BDMP.  The  purpose  of  the  BDMP  is  to 
provide  a convenient  and  reliable  method  for 
determining  the  rates  of  specific  “marker” 
malformations  that  may  provide  evidence  for 
cause-and-effect  relationships  or  conditions  that 
predispose  mothers  to  increased  risks  of  produc- 
ing congenitally  malformed  children.^ 

The  statistical  analysis  of  the  data  included 
a one-way  analysis  of  variance  to  detect  any 
significant  deviations  ( at  the  0.05  probability 
level  I across  the  states  or  counties  relative  to 
the  national  and  state  averages,  respectively. 
For  the  three  specific  malformations  studied, 
deviations  of  the  state  values  were  tested  for 
significance  by  the  chi-square  test,  also  at  the 
0.05  level. 

Results 

The  national  statistics  show  that  in  1973  and 
1974  there  were  approximately  5.6  million  live 
births  in  the  United  States;  of  these,  almost 
46,000  had  congenital  anomalies  of  some  sort.^ 
For  the  same  years,  West  Virginia  reported 
55,435  live  births  and  a total  of  488  births  with 
congenital  malformations  (Table  1). 

When  assessed  for  significant  variance  across 
the  average  of  all  the  states  and  the  District  of 
Columbia,  West  Virginia,  statistically,  was  not 
significantly  above  the  mean.  In  fact,  only  two 
states  were  significantly  above  the  national 
mean:  South  Dakota  and  New  Mexico. 

Unpublished  data  obtained  from  the  CDC 
detailed  the  incidence  of  specific  malformations 
in  each  of  the  55  counties  in  West  Virginia  over 
the  six-year  period  of  1973-1978.^  This  data 
recorded  a rate  of  888  live  births  with  congenital 
malformations  per  every  100,000  live  births; 
this  is  consistent  with  the  average  from  1973- 
1974  used  for  the  state-versus-nation  comparison. 
A county-by-county  analysis  for  significant 
variance  for  total  recorded  malformations  indi- 
cates that  there  were  no  counties  with  statistically 
significant  higher  rates  of  congenital  anomalies 
relative  to  each  other  or  to  the  state  average. 

The  three  specific  congenital  anomalies  of 
spina  bifida  with  and  without  hydrocephalus, 
cardiovascular  defects,  and  Down’s  syndrome 
were  analyzed  as  a percentage  of  the  total  num- 
ber of  malformations  and  compared  to  the  na- 
tional average  for  the  years  1973-1974  (Table  2). 
Yocum  and  Heddleston  studied  the  incidence  of 


spina  bifida  in  West  Virginia  for  the  year  1977 
and  reported  that  West  Virginia  had  the  highest 
rate  of  neural  tube  defects  in  the  nation.^  This 
author  found  that  spina  bifida  accounted  for 
7.0  per  cent  of  all  recorded  congenital  malfor- 
mations in  West  Virginia  and  5.3  per  cent  of 
the  total  in  the  United  States.  A chi-square 
analysis,  however,  shows  this  to  be  not  signifi- 
cantly greater  than  should  be  expected  by  chance 
occurrence  ( at  the  0.05  level  of  significance). 

This  author  found  that  cardiovascular  defects 
accounted  for  9.8  per  cent  of  the  nation’s  malfor- 
mations in  1973-1974,  hut  were  responsible  for 
only  7.8  per  cent  of  West  Virginia’s  total,  a dif- 
ference which  is  not  statistically  significant. 
This  author  also  found  that  Down’s  syndrome, 
due  to  either  trisomy  21  or  the  translocation  of 
the  short  arm  of  chromosome  21,  also  was  lower 
in  West  Virginia  than  the  nation  (2.9  per  cent 
and  4.6  per  cent,  respectively ) . Again,  this  dif- 
ference was  not  statistically  significant. 

TABLE  1 

National  and  West  Virginia  Congenital  Anomalies 
for  1973-1974 

(rates  per  100,000  live  births) 


ICDA*  CODE 

ANOMALY 

NAT’L. 

STATE 

All  live  births 

5,584,202  55,435 

740-759 

Live  births  with  congenital 
anomalies 

45,819 

488 

740-759 

Congenital  anomaly  rate 

820.5 

880.3 

•International  Classification  of  Diseases  (for  the  United  States) 

Live  Births  with  Selected  Anomalies 

(actual  totals  listed) 

740 

Anencephalus 

1170 

16 

741.0 

Spina  bifida  with  hydrocephalus 

471 

4 

741.9 

Spina  bifida  w/o  hydrocephalus 

1969 

30 

742 

Congenital  hydrocephalus 

908 

10 

746.0-746.9  Anomalies  of  the  heart 

3483 

26 

747.0-747.9  Other  anomalies  of  the 
circulatory  system 

1025 

12 

748.0-748.9  Anomalies  of  the  respiratory 
system 

579 

4 

749.0 

Cleft  palate  w/o  cleft  lip 

1638 

24 

749.1 

Cleft  lip  w/o  cleft  palate 

1333 

16 

749.2 

Cleft  lip  with  cleft  palate 

2253 

32 

750.1-750.8  Anomalies  of  alimentary 
tract  (upper) 

569 

8 

751.3 

Rectal  atresia  and  stenosis 

884 

14 

752.2 

Hypospadias 

3324 

28 

754.0-754.9  Clubfoot 

5548 

84 

755.0 

Polydactyly 

4369 

22 

755.1 

Syndactyly 

1126 

16 

755.2-755.4 

Reduction  deformities,  all  limbs 

1254 

14 

755.6 

Dislocation  of  hip 

852 

12 

759.3 

Down’s  syndrome 

2094 

14 

Adapted  from  United  States  Department  of  Health,  Education  and 
Welfare,  National  Vital  Statistics  System:  Congenital  Anomalies  and 
Birth  Injuries  Among  Live  Births:  United  States  1973-1974. 
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TABLE  2 

Per  Cent  Occurrence  of  Specific  Malformations 
and  Chi  Square* 

State  Versus  National  1973-1974 


MALFORMATION 

NAT’L. 

STATE 

X2 

Spina  bifida  with  and  without 
hydrocephalus 

5.3% 

7.0% 

0.272 

Anomalies  of  cardiovascular  system 

9.8% 

7.8% 

0.230 

Down’s  syndrome 

4.6% 

2.9% 

0.313 

‘critical  X2  @ 0.05  level  with  df=L 

3.841 

Discussion 

It  is  estimated  that  congenital  malformations 
are  underreported  on  birth  and  death  certificates 
by  50  to  75  per  cent  depending  on  the  specific 
defect.^  Stephen  R.  Amato,  M.  D.,  of  the  West 
Virginia  University  Medical  Center  stated 
( personal  communication ) that  retrospective 
studies  of  known  neural  tube  defects,  many  of 
which  are  grossly  visible,  reveal  significant  non- 
recording of  the  defects  on  the  birth  certificate. 
One  could  then  argue  that  the  results  of  this 
investigation  are  not  reliable  due  to  the  high 
degree  of  underreporting.  However,  this  50-  to 
75-per  cent  underreporting  appears  to  be  con- 
sistent from  state  to  state  as  evidenced  by  the 
narrow  range  of  the  means  from  state  to  state. 

As  for  the  consistency  in  underreporting 
across  the  counties,  one  can  only  assume  that  to 
be  true  as  there  was  great  variance  of  the  mean 
from  county  to  county  and  from  year  to  year 
within  counties.  Two  counties  in  particular 
ranged  from  a minimum  rate  of  0.0  to  a maxi- 
mum rate  of  5,000  per  100,000  live  births  or 
almost  six  times  the  state  average.  The  problem 
arises  here  due  to  the  actual  numbers  of  births 
and  birth  defects  in  a county.  Of  the  above 
mentioned  counties,  one  averaged  only  130  births 
per  year,  and  at  that  level  one  birth  with  a mal- 
formation will  cause  a rate  of  769  per  100,000. 

Clearly,  the  data  must  be  analyzed  over  several 
years  and  normalized  by  using  rates  rather  than 
actual  numbers  and,  most  importantly,  tested  for 
signifieant  variance,  lentil  other  parameters  such 
as  sex  ratios  for  specific  malformations  are  ex- 
amined and  compared  across  states  and  counties, 
there  is  no  valid  way  to  refute  the  assumption 
of  consistent  underreporting. 


With  the  present  50-  to  75-per  cent  under- 
reporting, even  if  consistent  from  county  to 
county  and  state  to  state,  the  vital  records  are 
not  sensitive  enough  indicators  to  permit  detec- 
tion of  subtle,  environmentally  induced  changes 
in  the  rate  of  congenital  malformations.  Quite 
possibly,  the  current  level  of  reporting  may  not 
even  provide  a sentitive  indicator  of  changes  in 
the  rate  of  congenital  anomalies  induced  by  such 
gross  factors  as  maternal  infection,  parental  age, 
education,  socio-economic  status,  etc.  . If  the 
BDMP  is  to  be  successful,  then  attention  must 
be  jiaid  to  the  inadequate  reporting  of  vital 
statistics  information. 

Conclusion 

The  clinical  impression  and  the  opinion  of  the 
IHiblic  is  that  West  Virginia  has  a higher  than 
average  rate  of  congenital  malformations.  The 
recorded  data  do  not  support  this  opinion.  West 
V irginia  does  not  have  a significantly  greater  rate 
of  congenital  malformations  than  the  national 
average.  Within  the  state,  on  a county-by-county 
study,  there  appears  not  to  be  any  cluster  of  high 
incidence  of  congenital  malformations.  An 
analysis  of  three  specific  defects  likewise  shows 
no  significant  difference  in  the  per-cent  occur- 
rence in  West  Virginia  as  compared  to  the  nation. 
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Hydatidiform  mole  is  a developmental  abnor- 
mality of  the  placenta  or  the  germinal  cells.  It 
is  a relatively  rare  condition  which  is  considered 
early  in  the  course  of  disease  by  a high  clinical 
suspicion  and  characteristic  ultrasonic  findings. 
By  early  followup  with  uterine  evacuation, 
histologic  evaluation,  and  serum  b-HCG  titers, 
a clinical  assessment  and  treatment  can  be 
started. 

'^ROPHOBLASTIC  disease  is  an  inclusive  term 
which  includes  hydatidiform  mole,  invasive 
mole  and  choriocarcinoma.  Hydatidiform  mole 
is  relatively  rare  in  the  United  States  with  an 
incidence  of  one  per  2,000  to  2,500  pregnancies. 
The  incidence  is  five  to  10  times  greater  in  areas 
of  the  Far  East  such  as  the  Philippines  and 
Taiwan  where  there  is  a reported  incidence  of 
one  per  82  pregnancies  ( Taiw  an  ).  The  incidence 
of  hydatidiform  mole  with  a coexistent  fetus 
varies  from  one  per  22,000  to  100,000  deliveries. 

Hydatidiform  mole  is  a developmental 
abnormality  of  the  placenta  or  the  germinal  cells 
of  the  gonads  of  either  sex.  Approximately  80 
per  cent  of  moles  follow  a benign  course,  16 
per  cent  give  rise  to  an  invasive  mole,  and  2.5 
per  cent  develop  choriocarcinoma.  Statistically, 
approximately  50  per  cent  of  choriocarcinomas 
are  preceded  by  a mole,  25  per  cent  follow  an 
abortion,  and  25  per  cent  follow  a pregnancy. 

The  microscopic  changes  that  characterize 
hydatidiform  mole  are  trophoblastic  prolifera- 
tion, hydropic  degeneration  of  the  villous  stroma, 
and  scantiness  of  blood  vessels. 

Hydatidiform  moles  are  divisible  into  two 
main  groups.  The  first  is  the  complete  or 
“classic”  hydatidiform  mole,  usually  having  a 
46xx  karyotype,  in  which  the  hydatidiform 
change  develops  early  and  affects  the  whole 
placenta.  In  partial  moles  which  are  usually  of 
a triploid  karyotype,  the  trophoblastic  changes 
are  focal  and  develop  much  more  slowly.  Fetal 
structures  are  present  in  the  partial  mole.  Ap- 
proximately five  per  cent  of  hydatidiform  moles 
are  of  the  partial  or  incomplete  type.  Malignant 


transformation  is  of  a greater  risk  in  the  com- 
plete mole. 

Bleeding  and  excessive  vomiting  in  early 
pregnancy  are  clinical  hallmarks  of  hydatidiform 
mole.  The  uterus  of  at  least  50  per  cent  of  molar 
pregnancies  is  larger  for  dates.  There  also  are 
two  syndromes  associated  with  molar  preg- 
nancies. A toxemia-like  syndrome  is  seen  in 
about  10  per  cent  of  cases  and  is  associated  with 
hyj)ertension,  albuminuria  and  edema.  An 
eclamptic  seizure  may  occur  if  the  hypertension 
remains.  The  other  syndrome  is  hyperthyroidism, 
which  occurs  in  three  to  10  per  cent  of  cases. 
The  symptoms  are  due  to  the  production  of 
human  chorionic  thyrotropin  (HCT)  produced 
by  the  trophoblast,  and  can  result  in  a thyroid 
storm. 

Ultrasonic  B Scan 

For  almost  20  years  the  ultrasonic  B scan  has 
been  the  most  reliable  method  for  tbe  detection 
of  molar  pregnancy.  The  uterus  has  a range  of 
appearances  with  hydatidiform  mole.  The  most 
commonly  seen  ( in  55  per  cent  of  patients ) is 
a vesicular  pattern  with  sonolucent  areas.  Less 
common  patterns  are  homogeneous,  low-intensity 
echoes  with  focal  sonolucencies  (27  per  cent) 
and  homogenous,  low-intensity  echoes  alone 
( 18  per  cent ) ( Figures  1 and  2 ) . 

The  range  of  sonographic  patterns  may  be 
due  to  tbe  stage  of  gestational  development  of 
the  molar  tissue,  internal  hemorrhagic  degenera- 
tion, and  fetal  growth  within  a molar  mass. 


0 


■«r* 


Figure  1.  Enlarged  uterus  filled  with  vesicular 
tissue. 
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However,  conditions  such  as  a missed  abortion 
or  a vascular  leiomyoma  may  mimic  the  sono- 
graphic appearance  of  a molar  pregnancy.  The 
first  trimester  hydatidiform  mole  may  have  the 
appearance  of  a blighted  ovum  with  disordered 
uterine  echoes  ( Figure  3 ) . The  presence  of 
ovarian  theca  lutein  cysts  may  be  seen  by  ultra- 
sound in  10  to  15  per  cent  of  cases  ( Figure  4 ). 

The  initial  sonographic  pattern  of  the 
intrauterine  contents  does  not  by  itself  provide 
information  concerning  the  risk  of  persistent 


Figure  Z.  An  advanced  molar  gestation  with  an 
enlarged  uterus  having  a size  of  18  x 9 x 11  cm  is 
demonstrated.  There  is  a predominance  of  dense 
intrauterine  echoes  with  cystic  areas. 


Figure  3.  A transverse  scan  depicting  multiple 
bilateral  theca  lutein  cysts.  This  is  the  same  patient 
as  depicted  in  Figure  2. 


disease.  The  presence  of  persistent  trophoblastic 
disease  as  well  as  the  response  to  therapy  is  best 
followed  with  serial  quantitative  HCG  titers.  By 
early  followup  of  an  abnormal  gestational  sac 
by  ultrasound,  a definite  diagnosis  of  a viable 
versus  an  abnormal  pregnancy  can  be  made.  If 
abnormal,  then  uterine  evacuation  with  histologi- 
cal evaluation  can  be  performed. 


Figure  4.  An  eight-week  molar  gestation  with  an 
enlarged  uterus  and  an  abnormal  gestational  sac 
having  diffuse  internal  echoes. 
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Two  patients  with  clinical  and  laboratory 
features  of  thrombotic  thrombocytopenia  purpura 
iTTP)  rapidly  developed  pericardial  effusion 
associated  with  evidence  of  hemodynamic  com- 
promise. In  both  cases  autopsy  revealed  evidence 
of  TTP  in  multiple  organs  and  pericardial 
effusion.  Pericardial  effusion  may  occur  in 
patients  with  TTP  and  result  in  clinically  signifi- 
cant alteration  in  cardiac  function. 

SINCE  the  original  description  of  the  syndrome 
of  TTP  by  Moschcowitz  in  1925,^  several 
hundred  cases  have  been  reported. Character- 
istically, patients  present  with  thrombocytopenic 
purpura  or  hemorrhage,  neurologic  dysfunction, 
and  a microangiopathic  hemolytic  anemia;  fever 
and  renal  dysfunction  also  may  be  present. 
Pathologically,  platelet-fibrin  thrombi  in  small 
arteries,  arterioles  and  capillaries  may  be  found 
in  virtually  every  organ  examined,  with  the  most 
severely  involved  organs  being  the  pancreas, 
spleen,  adrenal  glands,  heart,  brain,  and  kidney.^ 
Heart  involvement  may  be  manifested  by  con- 
gestive heart  failure,  conduction  system  dis- 
turbances, arrhythmias,  and  cardiac  arrest.  Non- 
bacterial  thrombotic  endocarditis  also  has  been 
observed.'’ 

We  report  here  the  development  of  clinically 
significant  pericardial  effusions  in  two  patients 
with  TTP,  a previously  unrecognized  cardiac 
complication  associated  with  this  rare  disorder. 

Case  One 

A 29-year-old,  white  male  presented  with  a 
two-week  history  of  nausea,  vomiting,  and  back 
pain.  He  developed  lethargy  which  progressed 
to  grand  mal  seizures,  and  was  referred  to  our 
institution  in  a semi-comatose  state.  He  was 
afebrile,  icteric,  and  oriented  only  to  name.  Tbe 
pulse  was  140/min.  and  the  blood  pressure  was 
120/ 180mm.  Hg  with  a paradoxus  of  40mm.  Hg. 
Subconjunctival  hemorrhages  were  present.  Re- 
view of  the  peripheral  blood  smear  revealed 
numerous  schistocytes  and  reduced  platelets; 
other  laboratory  data  are  given  in  the  Table. 


A presumptive  diagnosis  of  TTP  was  made, 
and  high-dose  steroids,  fresh  frozen  plasma, 
platelets,  and  packed  red  blood  cells  were  ad- 
ministered; immediate  plasmapheresis  was  per- 
formed with  removal  of  2,230ml  of  plasma  which 
was  replaced  with  equal  volume  of  fresh  frozen 
plasma.  Pericardiocentesis  was  not  attempted 
due  to  the  risk  of  bleeding.  Soon  after  com- 
pletion of  plasmapheresis,  the  patient  had  a grand 
mal  seizure  and  cardiac  arrest.  External  cardiac 
massage  did  not  produce  effective  perfusion  as 
determined  by  palpation  of  the  peripheral  pulses. 
The  patient  died  within  only  a few  hours  of 
admission. 

Postmortem  examination  confirmed  a hydro- 
pericardium with  200ml.  of  clear,  brown,  fluid; 
fibrin-platelet  thrombi  were  observed  in  the  small 
arterioles  and  capillaries  of  the  heart,  brain, 
kidneys,  and  adrenals. 

Case  Two 

A 56-year-old,  white  male  presented  with 
malaise,  lethargy  and  hematuria.  His  altered 
mental  status  rapidly  progressed  to  seizures  and 
coma.  He  was  afebrile,  and  responsive  only  to 
painful  stimuli  Tbe  pulse  was  85,  the  blood 
pressure  was  145/70,  and  the  respiratory  rate 
was  24.  Cardiac  examination  was  normal,  but 
respiratory  examination  showed  wheezing  and 
apneic  episodes.  The  peripheral  blood  smear 
showed  marked  thrombocytopenia  and  schisto- 
cytosis;  other  laboratory  data  are  given  in  the 
Table. 

The  patient  was  felt  to  have  TTP  clinically, 
and  therapy  was  started  immediately  with  high- 

TABLE 

Laboratory  Parameters* 


Case  I 

Case  2 

Hgb  (g%) 

8.4 

8.2 

Platelets  (/irun^) 

36,000 

17,000 

LDH 

2,300 

2,590 

PT/PTT  (sec) 

17.2/26.7 

12.4/21.0 

Fibrinogen  (mg%) 

360 

325 

FDP  (Mg/ml) 

80-160 

10-40 

BUN  (ing%) 

116 

39;  (136) 

Creatinine  (mg%) 

12.5 

1.7;  (7.7) 

EKG 

sinus  tachycardia, 
low  voltage 

normal;  (junctional 
bradycardia,  low 
voltage,  slight  left 
shift  of  axis) 

CXR 

slight  mediastinal 
widening 

pulmonary  edema; 
(patchy  infiltrates) 

“Values  in  parentheses  indicate  measures  obtained  just 
prior  to  death 
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dose  steroids,  anti-platelet  agents,  and  plasma 
exehange  with  his  total  plasma  volume.  On  the 
second  hospital  day,  he  developed  respiratory 
distress  requiring  ventilatory  support.  Plasma 
exchanges  were  performed  daily  for  the  next 
three  days  with  no  change  in  clinical  status.  On 
the  fifth  hospital  day,  hemodialysis  was  at- 
tempted because  of  progressive  renal  failure. 
Dialysis  was  complicated  by  the  development  of 
a junctional  bradyarrhythmia  and  profound 
hypotension.  EKG  showed  decreased  voltage 
throughout  all  leads  and  a slight  left  shift  in  axis. 
He  failed  to  respond  to  pressor  agents  or  to 
closed  cardiac  massage.  Pericardiocentesis 
yielded  75  cc  of  serous  fluid;  however,  the 
patient  did  not  recover  effective  perfusion  and 
died  within  the  hour. 

Postmortem  examination  confirmed  a 100-cc 
hydropericardium.  Many  arterioles  of  the  heart, 
gastrointestional  tract,  liver,  spleen,  adrenals, 
and  kidneys  contained  hyaline  thrombi. 

Discussion 

Ridolfi  et  al.  recently  have  reviewed  the  clini- 
cal and  pathological  cardiac  abnormalities  in  17 
autopsied  patients  with  TTP.'^  Although  patho- 
logical involvement,  varying  from  mild  to  severe, 
was  found  in  each  of  the  17  cases,  the  most 
significant  finding  appeared  to  be  the  presence 
of  microthrombi  and  associated  hemorrhages 
within  the  conduction  system.  Symptoms  sug- 
gestive of  congestive  heart  failure  occurred  in 
only  nine  patients,  and  conduction  disturbances 
associated  with  sudden  cardiac  arrest  were 
observed  in  only  one.  Electrocardiographic 
abnormalities  were  minimal;  low  voltage  was 
present  in  only  one  patient,  and  S-T  elevation 
was  observed  in  none. 

Chest  x-ray  failed  to  reveal  evidence  of 
pericardial  silhouette  enlargement  in  any  patient, 
and  pericardial  effusions  were  not  noted  clini- 
cally or  pathologically.'^  Similarly,  pathologic 
involvement  of  the  heart  in  TTP  has  been 
observed  commonly  by  other  investigators  with- 
out mention  of  pericardial  effusion;^’^’^-^’®  large 
clinical  reviews  do  not  list  this  complication.^’^ 

Upon  review  and  comparison  of  the  clinical 
features  of  the  previously  reported  patients  in 
other  institutions^’^  and  our  own,^  there  do  not 
appear  to  be  any  unusual  or  distinguishing 
features  which  might  have  predisposed  our 
patients  to  the  development  of  pericardial 
effusion.  Indeed,  with  the  severe  renal  dysfunc- 
tion sometimes  seen  in  TTP,  it  seems  odd  that 
pericardial  effusions  have  not  been  a more  com- 
mon clinical  feature.  Pericardial  effusions  were 


noted  in  both  of  the  present  cases  during  severe 
azotemia  (BUN  > lOOmg  per  cent). 

Procedures  Could  Lead  to  Arrest 

The  occurrence  of  pericardial  effusion  in  the 
present  cases  was  more  than  just  an  interesting 
clinical  feature;  both  patients  arrested  without 
warning,  and  effective  arterial  perfusion  was 
impossible  during  resuscitative  attempts,  prob- 
ably due  to  cardiac  tamponade.  It  is  of  interest 
that  both  events  occurred  after  procedures  which 
could  h.ave  caused  rapid  intravascular  volume 
changes  with  decreased  ventricular  filling  pres- 
sure ( i.  e.,  plasmapheresis  and  hemodialysis), 
which  might  have  resulted  in  further  worsening 
of  cardiac  output  in  the  face  of  restrictive  peri- 
cardial effusions.  The  presence  of  pericardial 
effusion  was  suspected  in  the  first  case,  but 
pericardiocentesis  was  not  performed  due  to  the 
risk  of  bleeding,  and  other  measures  to  treat  tbe 
underlying  disorder  were  instituted. 

Emergency  pericardiocentesis  in  the  second 
case  yielded  75  ml  of  serous  fluid  without 
appreciable  hemodynamic  improvement  during 
tlie  resuscitation;  an  additional  100  ml  of  fluid 
was  found  at  autopsy. 

The  two  patients  presented  in  the  current 
report  demonstrate  the  potential  for  rapid 
development  of  pericardial  effusions  in  the  setting 
of  TTP,  an  event  which  might  have  important 
clinical  ramifications  in  terms  of  hemodynamic 
functioning.  Recognition  of  this  complication 
would  be  especially  important  during  therapeutic 
maneuvers  associated  with  rapid  intravascular 
volume  changes  commonly  used  in  the  treatment 
of  TTP  such  as  plasmapheresis  and  hemodialysis. 
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THE  BUSINESS  AND  MEDICAL  CLIMATE 


TAuring  my  travels  to  the  county  societies,  I 
have  been  alarmed  to  learn  of  the  number 
of  physicians  who  have  recently  left  West  Vir- 
ginia, or  who  are  seriously  considering  leaving 
due  to  the  deteriorating  medical  and  business 
environment.  I would  like  to  share  with  you 
some  of  the  economic  factors  that  have  caused 
not  only  physicians,  but  also  other  West  Vir- 
ginians to  leave  the  state  for  “greener  pastures.” 
These  same  factors  make  it  difficult  to  attract 
new  industry  into  our  state  and  have  resulted  in 
some  of  our  industry  moving  to  states  with  a 
better  business  climate. 

V est  \ irginia  is  a small  state  with  a population 
of  about  two  million  people  which  represent  a 
very  small  tax  base  to  finance  the  needed  services. 
This  tax  base  can  only  be  increased  by  attracting 
new  industry.  What  are  the  facts?  In  a study 
by  Alexander  Grant  and  Company,  West  Virginia 
was  rated  48th  among  the  48  contiguous  states 
in  business  climate.  Yes,  our  state  was  rated  to 
have  the  most  unfavorable  business  climate!  It 
is  absurd  for  our  highest,  elected  leaders  to  deny 
continually  the  existence  of  this  tremendous 
problem.  One  of  the  negative  factors  was  the 
various  taxes.  For  example,  businesses  pay  a 
business  and  occupation  tax  on  their  gross 
revenues  instead  of  net  profits.  Thus,  companies 
must  pay  this  tax  prior  to  any  consideration  of 
profits.  The  state  income  tax  is  the  fourth 
highest  in  the  country  for  people  earning  more 
than  .S60,000  per  year.  The  state  is  perceived 
as  being  hostile  to  business,  and  this  is  demon- 
strated by  the  refusal  of  the  Legislature  to  con- 
sider seriously  a right-to-work  law.  Only  New 
^ ork  and  West  Virginia  have  more  than  35  per 
cent  of  their  workforce  in  unions.  Generally, 
states  with  right-to-work  laws  have  lower  percent- 
ages of  unionization  and  lower  man-hours  lost. 
The  Alexander  Grant  Study  revealed  that  West 
Virginia  had  an  extremely  high  percentage  of 
man-hours  lost  ( 10  times  the  average  value ) . 
Man-hours  lost  is  a measure  of  time  lost  due  to 
work  stoppages  over  a two-year  period.  This  is 


one  of  the  reasons  the  state  of  Wyoming  has 
surpassed  West  Virginia  in  coal  production. 

During  1983  an  Economic  Summit  was  con- 
ducted to  make  recommendations  to  improve  the 
business  climate,  but  the  recommendations  from 
the  Summit  were  virtually  ignored  by  the  1984 
Legislature.  It  is  apparent  that  these  problems 
must  be  addressed  in  a logical,  methodical  man- 
ner. 

Physicians,  statewide,  are  concerned  about  the 
poor  business  climate,  and  the  concern  is  ampli- 
fied by  the  rapidly  changing  medical  environ- 
ment in  West  Virginia.  Consider  the  enactment 
by  the  Legislature  during  the  past  several  years 
of  bills  permitting  optometrists  to  dispense 
therapeutic  drugs,  the  creation  of  a cost  contain- 
ment commission  in  spite  of  advisory  panels 
recommending  against  the  formation  of  this 
commission,  a bill  allowing  physician  assistants 
to  write  prescriptions,  and  the  failure  of  the 
Legislature  to  consider  the  growing  problem  of 
escalating  malpractice  insurance  premiums. 

It  becomes  apparent  that  not  only  the  business 
and  medical  sectors  of  our  state  are  concerned, 
but  the  public  must  also  be  concerned  as  they 
are  and  will  continue  to  be  greatly  affected.  All 
West  Virginians  must  unite  in  an  effort  to  in- 
fluence legislation  to  improve  the  business 
climate  which  will  provide  needed  jobs,  increase 
the  tax  base  and  help  West  Virginia  compete 
with  other  progressive  states  which  presently 
have  a better  business  climate.  The  best  way  to 
improve  the  business  climate  of  our  state  is  to 
select  candidates  in  the  primary  and  general 
elections  who  have  an  awareness  of  our  poor 
business  climate  and  who  are  willing  to  plan 
strategies  to  improve  it. 

Garl  R.  Adkins,  M.  D.,  President 
West  Virginia  State  Medical  Association 
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Did  you  know  that  sick  pay  benefits  are  in- 
cluded under  medical  care  costs?  Logic  might 
hold  that  these  should  somehow  be  differentiated 
from  those  costs  directly  employed 
MEDICAL  to  make  a sick  person  healthy  but 
CARE  COSTS  this  does  not  happen.  Hospice 
care  and  nursing  home  care  also 
are  tabulated  under  medical  care  costs  even 
though  nothing  theoretically  is  done  at  a hospice 
to  make  a resident  healthy,  and  relatively  little 
is  done  along  those  lines  with  the  average  nursing 
home  resident. 

As  a matter  of  fact,  costs  of  beauty  aids, 
cosmetics,  shampoo  and  other  impulse  items 
lining  the  window  and  display  shelves  of  drug 
stores  also  are  counted  under  the  Medical  Care 
component  of  the  Consumer  Price  Index. 

Physicians,  it  seems,  know  very  little  about 
accounting.  A corollary  might  be  that  ac- 
countants know  very  little  about  medical  care. 
We  agree  that  these  items  need  to  be  accounted 
for  someplace.  We  want  it  known  that  we  appre- 
ciate sparkling  teeth,  ruby  lips,  limpid  eyes, 
sweet  smelling  arm  pits  and  curly  locks  redolent 
of  French  perfume  as  well  as  anyone,  but  maybe 
we  need  a new  account  to  list  those  items  pro- 
ducing these  salutary  attributes.  Perhaps  we 
could  call  it  the  Personal  Care  component  of  the 
Consumer  Price  Index. 

None  of  this  would  be  worth  mentioning 
except  for  the  fact  that  we  get  blamed  for  the 
expense  of  all  of  these.  Every  time  Gillette  or 
Proctor  and  Gamble  raises  its  prices,  the  Medical 
Care  Index  goes  up.  And  who  then  gets  the 
dirty  looks?  It  is  not  like  a surreptitious  emis- 
sion of  flatus  on  a crowded  elevator  where  every 
innocent  party  is  inclined  to  look  as  distressedly 
guilty  as  the  culprit.  When  the  medical  care 
index  goes  up,  there  is  just  one  guilty  party  — 
the  doctors. 

There  are  other  benefits  to  be  foreseen  from 
the  creation  of  a Personal  Care  Index.  Just  think 
of  the  worry  that  will  be  removed  from  the  over- 
burdened shoulders  of  the  nation’s  economists. 


How  they  worry  and  suffer  every  time  medical 
care  as  a percentage  of  the  gross  national  pro- 
duct goes  up!  Think  of  the  joy  it  will  stir  in  their 
hearts  when  they  see  that  percentage  go  down! 
They  deserve  something  nice  to  happen.  A 
relatively  small  benefit  might  be  the  opportunity 
for  a new  Office  of  Personal  Care  in  the  Depart- 
ment of  Commerce  where  they  can  count  and 
record  all  the  various  items  leading  up  to  the 
end  product,  the  PCI.  There  might  be  additional 
benefits  that  others  could  think  of. 

As  long  as  we  are  on  the  subject  and  in  as 
much  as  we  do  get  blamed  for  all  rises  in  the 
Medical  Care  Index,  simple  justice  would  seem 
to  allow  us  to  subtract  from  the  Medical  Care 
component  of  the  Consumer  Price  Index  amounts 
equal  to  that  spent  in  the  Entertainment  com- 
ponent for  cigarettes,  alcohol,  sky  diving  equip- 
ment and  any  other  entertainment  expense  which 
directly  and  predictably  leads  to  increases  in  the 
Medical  Care  component.  Those  costs  simply 
belong  to  someone  else  and  are  none  of  our 
doing.  At  the  very  least.  Entertainment  should 
have  some  penalty  points  added. 

With  just  a little  more  work  on  the  books  we 
can  get  those  figures  looking  good.  But  if  your 
interest  is  in  keeping  Medicare  from  going  belly 
up,  it  would  be  wise  to  continue  your  efforts  at 
lowering  lengths  of  stay. 


Once  we  had  clear-cut  lines  of  responsibility. 
The  physician’s  responsibility  was  to  the  patient’s 
health.  Period.  Then  came  third-party  payors, 
union-management  negotiations  and  politicians. 

Third-party  payors  said,  “I  will  insure  your 
total  health.  ” Labor  said  to  management,  “Pay 
this  or  I will  break  your  arm.”  Man- 
GLOOM  agement  replied,  “I  will  break  both 
your  legs  and  gouge  your  eye.”  Poli- 
ticians said,  “Don’t  fight  hoys.  I have  something 
for  all  of  us  — a tax  write-off  for  management, 
a tax-free  benefit  for  labor,  and  votes  for  me.” 
Everyone  was  happy  until  the  doctor  started 
delivering  what  politicians  had  promoted,  man- 
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agement  had  ordered,  labor  had  demanded,  and 
third-party  payors  liad  marketed. 

“Unfair,  unfair,  you  scoundrels,”  they  all 
cried.  "Just  because  we  promised  something  is 
no  reason  for  you  to  deliver  it.  And  then,  foulest 
of  foul,  you  compound  your  treachery  by  asking 
to  be  paid  for  it!”  As  punishment,  already  sad- 
dled with  responsibility  for  the  patient,  we  have 
now  been  yoked  with  responsibility  for  the  in- 
adequate fund  of  money  allotted  to  pay  for  the 
exorbitant  political  promises,  the  sweetheart  labor 
contracts  and  the  misleading  marketing  promo- 
tions. Now,  in  the  yearly  medical  staff 
recredentialing  process  we  will  be  measured  by 
a new  yardstick  — how  many  dollars  did  you 
make,  or  lose,  for  the  hospital  last  year?  Pros- 
pective payment  and  DRGs  make  it  all  possible. 

It  happened  so  suddenly.  It  was  like  waking 
up  one  morning  and  finding  the  day  was  dark 
and  gloomy,  and  clouds  had  settled  in.  “Where 
did  they  come  from?  There  were  just  a few 
fluffy  clouds  when  I looked  last  evening.”  It 
happened.  We  are  told  now'  that  it  is  good  for 
the  patient  to  go  home  the  same  day  as  his  hernia 
surgery,  perhaps,  to  walk  from  the  operating 
room,  for  the  mother  to  go  home  a few  hours 
after  delivery.  Sure,  we  may  have  overdone  it 
keeping  appendectomies  10  days,  fussing  over 
herniae  and  immobilizing  coronarys  for  weeks. 
We  once  applied  leeches  and  did  cuppings  but 
those  times  changed  too. 

“Oh,”  someone  will  lament,  “but  isn’t  it  a 
part  of  medical  care  to  ease  pain  and  provide 
comfort  to  the  sick  and  suffering?”  Well,  yes,  at 
least  this  was  once  so  but  we’re  not  so  sure  any- 
more. This  part  of  medical  tradition  may  have 
been  legislated  aw  ay  under  PSRO  and  succeeding 
legal  requirements.  Utilization  review  and  LOS 
restrictions  somebow,  at  first  imperceptibly  but 
later  with  force  and  dominance,  took  precedence. 

There  was  a time  when  we  criticized  the  care 
given  under  HMOs  on  the  basis  of  the  fact  that 
a physician  cannot  simultaneously  be  responsible 
for  assuring  both  the  best  care  for  his  patient 
and  the  integrity  of  the  fund  paying  for  that  care. 
We  are  all  in  the  same  boat  now.  The  same 
conflict  now  afflicts  all  of  us,  in  or  out  of  HMOs. 
The  result,  of  course,  is  that  patients  do  not  now 
have  the  assurance  of  the  best  of  care.  They  must 
be  shortchanged  by  us  at  every  opportunity. 
They’re  bound  to  catch  on. 

Good  God,  did  the  sun  ever  shine? 


Hospitals  find  themselves  eaught  between  a 
rock  and  a hard  place  in  their  preoccupation  with 
cost  containment  under  pros- 
INEVITABILITY  pective  payment  systems  and 
their  traditional  concern  for  the 
poor  and  the  provision  of  care  for  them. 

lender  prospective  payment  systems  currently 
being  installed  by  the  federal  government  to 
serve  Medicare  and  Medicaid  populations  no 
])rovision  is  made  for  bad  debts  and  charity  care 
in  any  of  tbeir  reimbursement  formulae.  This, 
of  course,  forces  hospital  administrators  to  cost 
shift  and  to  place  the  burden  of  bad  debts  and 
charity  care  solely  on  the  unw'illing  shoulders  of 
self-j)ayment  and  commercially  insured  patients 
who,  in  truth,  have  no  special  responsibility  for 
the  impecunious. 

The  problem  is  further  magnified  and  the  pay- 
ment system  further  distorted  by  the  fact  that 
the  more  poor  people  a hospital  treats  the  worse 
its  competitive  rate  position  becomes.  The 
worse  its  competitive  rate  situation,  the  less  at- 
tractive the  hospital  is  likely  to  be  to  paying 
patients,  and  the  fewer  paying  patients  it  attracts, 
the  higher  a proportion  of  poor  people  it  treats. 
And  so  the  whirlpool  continues  its  nasty  course. 

In  the  federal  government’s  zeal  to  achieve 
medical  care  cost  containment,  society’s  moral 
obligation  to  achieve  equitable  access  to  medical 
services  is  being  ignored.  Hospitals  will  shortly 
be  facing  the  old  life  boat  moral  dilemma: 
should  they  start  driving  off  with  the  oars  those 
still  struggling  to  the  safety  of  the  boat  when 
the  already  overloaded  craft  is  about  to  sub- 
merge? Should  they  continue  sheltering  and 
caring  for  the  poor  and  thus  risk  financial 
catastrophe  for  the  institution? 

When  the  unhappy  choice  is  finally  made  to 
preserve  the  institution,  the  shrill  cries  and 
screams  heard  will  not  be  those  of  the  unfortunate 
victims  as  they  sink  to  their  fate.  The  cries  and 
screams,  the  curses  and  threats  raining  down  on 
the  heads  of  hospital  board  members  will  come 
from  those  same  paragons  of  charitable  giving 
who  devised  the  very  system  of  cost  containment 
which  lead  to  the  inevitable  choice. 


For  more  than  a decade,  the  American  people 
have  been  told  by  one  demagogue  or  another 
that  their  medical  care  is 
CATASTROPHIC  much  too  important  an  issue 
to  leave  in  the  hands  of 
doctors.  And  for  more  than  a decade,  doctors 
have  steadily  relinquished  influence  in  all  issues 
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of  medical  care.  Today,  physicians  have 
relatively  little  authority  in  the  design  or  the 
rendering  of  medical  care. 

The  results  of  this  reduction  of  influence 
and  authority  have  been  disastrous  and,  in  the 
vears  ahead,  will  become  catastrophic.  Mediocre 
medical  care,  vacant  hospitals,  non-practicing 
physicians,  and  long  waiting  lists  for  non- 
emergency surgery  will  be  commonplace  before 
the  turn  of  the  century  ...  — ( Oklahoma 
State  Medical  Association  Journal  I . 


Nurse  Practitioners  Defended 

I am  troubled  by  vour  editorial  in  The  West  Virginia 
Medical  Journal,  Volume  80,  No.  1,  page  15,  January, 
titled  “Get  on  the  Ball.”  The  author  e.xpresses  what 
seems  to  be  a negative  attitude  concerning  the  passage  of 
legislation  providing  reimbursement  for  registered  nurses 
in  private  practice.  The  implications  of  the  first  para- 
graph suggest  that  this  represents  further  erosion  of  the 
quality  of  patient  care  when  in  actuality  the  effect  would 
be  opposite.  The  phrases  in  the  second  paragraph  of 
your  editorial,  “creation  of  ‘doctors’  by  legislation”  and 
“measures  in  effect  making  primary  health  care  providers 
out  of  registered  nurses,”  show  a lack  of  understanding  or 
ignorance  of  the  bill  and  its  wording  and  intent,  or  worse 
yet,  purposeful  distortion  of  the  intent  of  the  bill  in  order 
to  engender  physician  opposition.  Careful  reading  of  the 
bill  reveals  that  it  provides  “coverage  for  primary  health 
care  nursing  services.”  The  bill  says  nothing  about 
primary  health  care  medical  services  or  the  practice  of 
primary  medicine.  The  bill  goes  on  further  to  again  limit 
the  provision  to  nursing  care  (paragraph  C of  the  bill). 

The  phrases  you  have  used  in  the  editorial  suggest  a 
negative  emotional  appeal  to  the  members  of  our  Associa- 
tion. Nursing  service  in  the  area  of  primary  care  does 
not  necessarily  mean  primary  medical  practice.  It  is  my 
impression  that  most  of  us  have  little  knowledge  or  un- 
derstanding of  what  the  nurse  has  to  offer  in  the  area 
of  primary  health  care.  Rather  than  passing  around 
ignorance  amongst  ourselves  and  reinforcing  misconcep- 
tions that  may  e.xist,  it  would  be  good  to  turn  to  our 
mmsing  colleagues  for  explanation  of  and  education  about 
their  goals  in  primary  health  care.  Would  it  not  have 
been  a better  service  to  the  members  of  the  Association 
to  present  in  an  unbiased  fashion  the  gist  of  the  act  with 
both  its  positive  and  negative  points  and  an  opportunitv 
for  representatives  from  the  West  Virginia  Nursing  Asso- 
ciation to  present  their  views?  Then  all  of  us  could  make 
our  own  decisions  as  to  whether  this  is  a beneficial  or 
harmful  act.  In  terms  of  the  goal  of  better  patient  care 
and  in  terms  of  mutual  benefits,  it  would  be  good  for  the 
West  Virginia  State  Medical  Association  to  work  more 
closely  in  a positive  and  supportive  fashion  with  the  West 
Virginia  Nurses  Association  rather  than  having  an  ad- 
versarial relationship. 

Why  does  this  bill  stimulate  opposition  from  the  Medi- 
cal Association?  Does  this  opposition  stem  from  true 
concern  for  the  well-being  of  the  patient  and  efficient 
dehvery  of  medical  care,  or  is  this  more  of  a matter 
[relating]  to  the  ego,  loss  of  control,  power  and  income? 
Far  from  encouraging  nurses  to  practice  medicine,  it 
appears  that  the  act  simply  allows  them  to  receive  com- 
pensation directly  for  their  work  in  the  areas  of  nursing 


care.  As  professionals,  we  as  physieians  value  the  right 
to  make  independent  decisions  and  receive  compensation 
for  care  rendered  in  the  areas  of  medical  care.  These  are 
our  areas  of  expertise  and  this  is  justified.  .Are  not  nurses 
also  professionals?  Certainly  they  have  e.xpertise  in  the 
areas  of  nursing  care,  areas  [in]  which  physicians  are 
quite  frequently  very  weak.  Yet  physicians  in  the  past 
have  sought  to  maintain  control  and  seek  compensation 
for  work  done  in  these  areas.  As  professiomds,  are  nurses 
any  more  likeK’  to  exceed  their  boundaries  of  competence 
than  physicians?  The  boundaries  and  limitations  have 
been  established  by  law.  There  may  be  some  abuses  by 
nurses  of  privileges  given  by  this  legislation,  either  in 
over-stepping  their  bounds  or  in  charges  rendered.  But 
these  will  probably  be  proportionately  no  greater  than 
those  by  physicians  in  areas  of  medical  care,  and  we  are 
all  very  much  aware  of  these.  One  is  reminded  in  the 
scripture  not  to  worry  about  the  mote  in  another’s  eye 
while  there  is  a beam  in  your  own. 

I see  this  legislation  as  stimulating  better  outpatient 
care.  My  experience,  both  personal  and  through  observa- 
tion, is  that  generally  our  enthusiasm  in  initiating  new 
programs  or  services  in  rendering  care  is  to  some  degree 
proportional  to  our  degree  of  compensation.  There  are 
many  things  that  could  be  done  in  the  area  of  nursing 
care  and  nursing  services  that  are  not  done  in  the  average 
private  practitioner’s  office.  In  the  past,  inhibiting  factors 
included  the  fact  that  initiating  these  aspects  of  care 
would  require  time  and  personnel  without  an  increase  in 
compensation  for  this.  This  legislation  would  now  pro- 
vide financial  stimulus  for  offering  these  services  whether 
it  be  through  the  practitioner’s  office  or  through  an  in- 
dependent Nurse  Practitioner.  For  instance,  most  of  us 
feel  that  we  have  tried  to  be  careful  in  explaining  the 
disease  process  to  the  patient  and  explaining  medications, 
their  side  effects,  etc.  In  reality,  many  patients  have 
unanswered  questions,  frequently  do  not  understand  their 
medications,  or  are  not  aware  of  all  their  side  effects. 
The  volume  of  patients  that  we  have  established  for 
ourselves  generally  will  not  allow  us  to  spend  more  time 
with  these  patients.  The  office  nurse  that  we  have  is 
busy  with  the  matters  of  running  the  office  and  getting 
new  patients  ready,  etc.  She  likewise  does  not  have  time 
to  spend  in  teaching  and  education.  In  the  past,  to  have 
hired  another  nurse  to  deal  with  these  areas  would  have 
detracted  from  the  physician’s  income.  Now  these  ser- 
vices can  be  provided,  if  not  through  a program  in  the 
physician’s  office,  then  at  least  by  an  independent  Nurse 
Practitioner,  and  there  can  be  compensation  for  them. 

In  another  editorial  in  this  same  issue  there  were  state- 
ments that  the  medical  association  has  two  functions. 
One  is  to  serve  it’s  members  and  the  other  to  serve  the 
public.  It  is  my  impression  that  the  objection  and  pos- 
turing of  the  leaders  of  our  state  organization  in  regards 
to  this  legislation  is  related  more  to  the  first  purpose,  and 
with  a disregard  for  the  second.  If  the  editors  feel  that 
this  legislation  is  a concern  that  should  be  dealt  w'itb 
then  I would  ask  them  to  respect  the  competence  of  the 
members  in  making  decisions  regarding  the  issue  rather 
then  swaying  us  with  biased,  emotional  statements.  I 
would  suggest  that  they  publish  in  our  monthly  Journal 
the  bill  or  a summary  of  it  w'ith  discussion  of  the  pros 
and  cons  by  representatives  from  the  State  Nursing  Asso- 
ciation as  well  as  opinions  of  representatives  of  our  State 
Medical  Association.  If  the  truth  and  the  facts  can  speak 
for  themselves,  and  if  we  are  intelligent  beings,  compe- 
tent of  making  reasonable  assessments  and  decisions,  then 
such  a forum  on  the  issues  would  seem  to  be  the  wisest 
and  fairest  approach  in  raising  this  issue  before  the  mem- 
bers of  the  Association. 

Ray  Jacobson,  M.  D. 

Division  of  Obstetrics  and  Gynecology 
Southern  West  Virginia  Clinic 
302  Stanaford  Road 
Beckley  25801 
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Risk  Management  Opener 
For  Convention  Talks 


Roland  J.  Weisser,  Jr.,  M.  D.  Maurice  A.  Mufson,  M.  D. 


A “Symposium  on  Risk  Management”  on 
Thursday  morning,  August  23,  will  be  the  first 
of  three  general  sessions  during  the  117th  An- 
nual Meeting  of  the  State  Medical  Association. 

A “Symposium  on  Antibiotics  and  Antivirals” 
will  constitute  the  Friday  morning  session,  with 
mixed  topics  scheduled  for  Saturday  morning. 

The  convention  will  be  held  August  22-25  at 
the  Greenbrier  in  White  Sulphur  Springs. 

Dr.  Roland  J.  Weisser,  Jr.,  of  Morgantown, 
Chairman  of  the  Association’s  Committee  on 
Risk  Management,  will  participate  in  the  risk 
management  session  on  Thursday.  Doctor 
Weisser  is  Associate  Professor,  Department  of 
Family  Practice,  West  Virginia  University  School 
of  Medicine.  Two  other  WVU  faculty  members, 
to  be  announced,  will  share  in  the  presentation. 

The  antibiotics-antivirals  symposium  on  Fri- 
day will  cover  such  subjects  as  cost  control  of 
antibiotics,  antibiotics  in  pediatrics,  aminogly- 
cosides versus  third-generation  cephalosporins, 
and  antiviral  compounds. 

Discussion  during  the  Saturday  morning  ses- 
sion will  focus  on  the  impaired  physician,  nuclear 
medicine  and  angina  pectoris. 

Doctor  Mufson  Program  Chairman 

Dr.  Maurice  A.  Mufson  of  Huntington  is  Chair- 
man of  the  1984  Annual  Meeting  Program  Com- 
mittee. 

Doctor  Weisser,  a member  of  the  State  Medical 
Association’s  Council,  also  is  a member  of  the 


Association’s  Claim  Review  Panel.  He  has  co- 
authored at  least  three  articles  on  interpersonal 
communication  and  counseling  skills,  and  has 
lectured  and  appeared  in  symposiums  on  these 
subjects.  Among  other  classes,  he  teaches  short 
courses  on  “Medicine  and  Morals,”  “Inter- 
personal Skills”  and  “Special  Interviewing 
Problems.” 

He  is  a Fellow  of  the  American  Academy  of 
Family  Physicians,  a member  of  the  West  Vir- 
ginia Chapter,  AAFP,  and  was  named  “Outstand- 
ing Teacher”  at  WVU  in  1978. 

Born  in  Williamsport,  Pennsylvania,  Doctor 
Weisser  was  graduated  from  Bucknell  University, 
and  received  his  M.  D.  degree  in  1970  from 
WVU.  He  also  completed  his  graduate  medical 
training  at  WVU. 

County  VD  Clinician 

A Past  President  of  the  Monongalia  County 
Medical  Society,  he  currently  is  Venereal  Disease 
Clinician  for  that  County. 

Doctor  Weisser  was  a co-author  of  the  article, 
“The  Forging  of  Illness,”  which  appeared  in  the 
February  issue  of  The  Journal. 

The  three  general  sessions  will  offer  hour-for- 
hour  credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  As- 
sociation, and  also  are  expected  to  be  approved 
for  Prescribed  Credit  by  the  American  Academy 
of  Family  Physicians. 

Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual 
preconvention  meeting  of  the  Council  at  9:30 
A.  M.  on  Wednesday,  and  the  opening  session 
of  the  House  of  Delegates  at  2:45  P.  M.  Wednes- 
day. 

The  first  general  session  will  be  held  immedi- 
ately following  9 A.  M.  opening  exercises  on 
Thursday. 

AMA  President  to  Address  House 

As  announced  previously.  Dr.  Joseph  F.  Boyle, 
who  will  be  installed  as  AMA  President  in  June, 
will  address  the  first  House  session  Wednesday 
afternoon. 

Richard  A.  Berman,  also  as  announced,  will 
deliver  the  Thomas  L.  Harris  address  during  the 
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opening  exercises  Thursday  morning.  Berman 
is  Executive  Vice  President  of  the  New  York 
University  Medical  Center  in  New  York  City. 
Having  worked  with  those  who  developed  the 
DRG  I Diagnostic  Related  Groups ) Program  in 
Washington,  he  will  speak  in  the  general  area 
of  DRG  impact  on  physicians. 

The  convention  program  also  will  include 
breakfast,  luncheon  and  other  scientific  or  busi- 
ness meetings  of  the  various  sections  and 
specialty  organizations  affiliated  with  the  Medical 
Association.  Most  of  these  will  be  on  Friday, 
August  24. 

A Saturday  evening  reception  for  members  and 
guests  will  follow  the  second  and  final  House 
session  at  2:30  P.  M.  on  Saturday.  At  that  House 
session,  Dr.  Carl  J.  Roncaglione  of  South  Charles- 
ton will  be  inaugurated  as  President  to  succeed 
Dr.  Carl  R.  Adkins  of  Fayetteville. 

Industrial,  Scientific  Exhibits 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefleld  in  charge  as  the  Auxiliary’s 


Review  A Book 


riie  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Handbook  of  Dermatologic  Treatment,  by  R. 
Kenneth  Landow,  M.  D.  219  pages.  Price  $13.95. 
Jones  Medical  Publications,  Greenbrae,  Cali- 
fornia 94904.  1983. 

Harper  s Review  of  Biochemistry,  by  David 
Martin,  Jr.,  M.  D.;  Peter  A.  Mayes,  Ph.D., 
D.Sc.;  and  Victor  W.  Rodwell,  Ph.D.  604  pages. 
Price  $20.  Lange  Medical  Publications,  Los 
Altos,  California  94022.  1983. 

Basic  and  Clinical  Endocrinology,  edited  by 
Francis  S.  Greenspan,  M.  D.;  and  Peter  H. 
Forsham,  M.  D.  625  pages.  Price  $25.  Lange 
Medical  Publications,  Los  Altos,  California 
94022.  1983. 


President,  again  will  run  concurrently  with  the 
Association’s  convention. 

Serving  on  the  Program  Committee  with 
Doctor  Mufson  are  Doctor  Roncaglione  and  Drs. 
Joe  N.  Jarrett,  Oak  Hill;  Eric  Radin,  Morgan- 
town; Derrick  L.  Latos,  Wheeling,  and  T.  Keith 
Edwards.  Bluefield. 

More  specific  information  relative  to  general 
session  topics  and  speakers  will  be  provided  in 
upcoming  issues  of  The  Journal. 


DeBakey,  Shem  Marshall  CME, 
Graduation  Speakers 

Heart  surgeon  Michael  E.  DeBakey,  M.  D., 
a pioneer  in  the  development  of  an  artificial 
heart  and  treatment  of  cardiovascular  diseases, 

will  deliver  the  “Last 
Lecture”  to  graduating 
students  of  the  Mar- 
shall L^niversity  School 
of  Medicine,  according 
to  Ezra  B.  Riber,  class 
President. 

The  event  will  be  at 
8 p.m.  May  10  at  the 
Huntington  Galleries, 
Riber  said. 

In  addition,  a con- 
tinuing medical  edu- 
cation seminar  with 
Doctor  DeBakey  will 
be  held  from  1:30  to  3:30  P.  M.  that  afternoon 
in  Marshall’s  Memorial  Student  Center,  accord- 
ing to  Charles  V . Jones,  Ph.D.,  CME  Director. 

At  the  seminar.  Doctor  DeBakey  will  speak  on 
care  and  survival  of  the  post-coronary  bypass 
patient.  Two  Marshall  School  of  Medicine 
cardiologists  also  will  speak  briefly:  Dr.  Joseph 
F.  Hanna  will  discuss  “Current  Indications  for 
Cardiac  Catheterization,”  and  Dr.  Andrew 
Burger,  “Implications  of  the  Coronary  Artery 
Surgery  Study.”  Dr.  Robert  Touchon,  Chief  of 
Cardiovascular  Medicine,  will  serve  as  moderator. 
A question-and-answer  session  will  follow  the 
three  presentations. 

There  is  no  charge  for  this  event.  More  infor- 
mation is  available  from  Doctor  Jones  at  ( 304  I 
526-0515. 

‘House  of  God’  Author 

Dr.  Samuel  Shem,  author  of  the  medical  novel. 
House  of  God,  will  speak  at  the  class’  Investiture 
Ceremony  at  8 p.m.  May  11  at  the  Convention 
Center  Hotel. 

( continued  on  next  page  ) 
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Doctor  DeBakey  is  Chancellor  of  Baylor  Col- 
lege of  Medicine  in  Houston,  Texas,  and  Chair- 
man of  its  Department  of  Surgery.  He  also  is 
Director  of  the  National  Heart  and  Blood  Vessel 
Research  and  Demonstration  Center  in  Houston. 

Doctor  DeBakey  devised  a heart  booster 
pump  and  was  the  first  to  use  a heart  pump  suc- 
cessfully in  a patient.  He  also  was  one  of  the 
pioneers  in  coronary  bypass  surgery.  He  de- 
veloped Dacron  artificial  arteries  used  worldwide 
to  replace  diseased  arteries.  While  still  a medical 
student,  he  devised  a pump  which  later  became 
an  essential  part  of  the  heart-lung  machine 
which  makes  open-heart  surgery  possible. 

He  has  served  as  Chairman  of  the  President’s 
Commission  on  Heart  Disease,  Cancer  and 
Stroke,  and  played  a significant  role  in  the 
development  of  the  National  Library  of  Medicine. 
He  is  a Past  President  of  the  International 
Cardiovascular  Society,  the  American  Association 
for  Thoracic  Surgery  and  the  Society  for  Vascular 
Surgery,  among  others. 

Medal  of  Freedom 

Doctor  DeBakey  has  written  more  than  1,000 
medical  articles,  chapters  and  books.  His 
numerous  awards  include  the  Medal  of  Freedom 
with  Distinction,  the  highest  honor  a citizen  can 
receive  from  the  President  of  the  United  States. 

Samuel  Shem  is  the  pseudonym  of  a Boston 
psychiatrist  and  writer.  House  of  God  is  a 
satirical  look  at  the  experiences  of  hospital 
interns,  and  a United  Artists  film  based  on  the 
book  will  be  released  soon. 

He  is  Co-Chairman  of  P.E.N./New  England, 
the  international  writers’  organization.  One  of 
his  plays,  “Sisters,”  was  a finalist  in  the  1982 
O’Neill  National  Playwrights  Conference. 

Doctor  Shem  also  is  an  Instructor  in 
Psychiatry  at  Harvard  Medical  School  where  he 
received  his  M.D.  degree.  He  also  has  a Ph.D. 
degree  from  Oxford  University. 


Infectious  Diseases  Program 
May  9,  Charleston 

Physicians  from  Texas,  Connecticut  and 
Pennsylvania  will  be  among  the  faculty  for  a 
one-day  conference  on  infectious  diseases  in 
Charleston  on  May  9. 

“Practical  Pharmacokinetic  Considerations  in 
Antibiotic  Selection”  will  be  discussed  by  Dr. 
Richard  Quintiliani,  Associate  Professor  of  Medi- 
cine, University  of  Connecticut,  and  Director, 
Division  of  Infectious  Diseases,  Hartford  ( Con- 
necticut I Hospital. 


Dr.  Larry  Pickering,  Professor  of  Pediatrics, 
Program  in  Infectious  Diseases  and  Clinical 
Microbiology,  University  of  Texas  Medical 
School  at  Houston,  will  speak  on  “Newer  Aspects 
of  Diagnosis  and  Treatment  of  Acute  Infectious 
Diarrhea.” 

“Tuberculosis  — Now  an  Outpatient  Disease” 
will  be  the  subject  for  Dr.  Erederick  Rubin,  As- 
sociate Professor  of  Medicine  and  Associate 
Professor  of  Epidemiology  and  Microbiology, 
Montefiore  Hospital,  University  of  Pittsburgh. 

Sponsors  for  the  conference,  which  will  be  held 
at  the  Marriott  Hotel,  will  be  West  Virginia 
University  Medical  Center,  Charleston  Division, 
and  Marshall  University  School  of  Medicine. 
Charleston  Area  Medical  Center  is  the  cosponsor. 

The  program  has  been  approved  for  six  hours 
of  credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association. 

Program  goals  are  for  participants  to  be  able 
to  determine  current  diagnostic  and  therapeutic 
techniques  in  the  management  of  these  diseases, 
and  to  be  able  to  identify  effective  use  of  the 
newest  antibiotic  available  for  both  inpatient  and 
outpatient  therapy. 

Other  Speakers,  Topics 

Other  speakers  and  topics  will  include  “Otitis 
Media  and  Upper  Respiratory  Infections”  — Dr. 
Edwin  L.  Anderson,  MU  Associate  Professor  of 
Medicine  and  Pediatrics;  “Parasitic  Infections 
in  the  East  Central  United  States”  — Dr.  John 
Walden,  MU  Associate  Professor  of  Eamily  and 
Community  Health;  “Vaginitis — New  Perspec- 
tives on  an  Old  Problem”  — Dr.  Ered  T.  Kerns, 
Clinical  Assistant  Professor  of  Medicine,  In- 
fectious Diseases  Section,  WVU  Charleston 
Division; 

“The  Office  Laboratory  and  Infectious 
Diseases”  — Dr.  Brooks  Gainer,  WVU  Clinical 
Associate  Professor  of  Medicine,  Infectious 
Diseases  Section,  Morgantown;  and  “Intravenous 
Outpatient  Antibiotic  Therapy  — A New  Ap- 
proach to  Therapy”  — Dr.  Jack  Bernstein,  MU 
Assistant  Professor  of  Medicine,  Infectious 
Diseases  Section. 

Dr.  Patrick  Robinson,  Associate  Professor  of 
Medicine  and  Chief,  Infectious  Diseases,  WVU 
Charleston  Division,  is  Program  Chairman,  and 
will  he  the  Moderator. 

For  registration  and  other  information,  con- 
tact Manager,  Continuing  Education,  WVU 
Medical  Center /Charleston  Division,  3110  Mac- 
Corkle  Avenue,  S.  E.,  Charleston  25304.  Tele- 
phone 304-347-1249. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  D.,  WVU  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  be  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medieal  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

May  10,  Huntington,  Cardiology  Seminar 

West  Virginia  University 

April  4,  Charleston,  Oncology  Update 

April  13-14,  Morgantown,  Infection  Control 
Workshop 

May  9,  Charleston,  Second  Annual  WV  Con- 
ference on  Infectious  Diseases 

June  2,  Charleston,  11th  Annual  Wildwater 
Conference:  Current  Topics  in  Recreational 
Medicine 

June  16-17,  Morgantown,  Advanced  Trauma  Life 
Support  Provider  Course,  Morgantown 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — April 
19,  “Long-Term  Management  of  Diabetes,” 
Stephen  Grubb,  M.  D. 

Cabin  Creek,  (iabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — April 
11,  “Hyperlipidemia,”  Glenn  Crotty,  M.  D. 

May  9,  “Managing  Disability  Problems,” 
Patricia  Posey,  R.  N. 

Cnssauaw  Braxton  (io.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — April  4,  “Cardiopul- 
monary Testing  (CPTi,”  John  Bellotte,  M.  D. 

May  2,  “Management  of  Acute  Cardiac 
Emergencies,”  Maria  Georgiev,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — April  10, 
“The  High-Risk  Pregnancy  and  Maternal 
Fetal  Medicine,”  Luis  Sanchez-Ramos,  M.  D. 

May  8,  “Update  Nephrology,”  Mary  Lou 
Lewis,  M.  D. 

Oak  Hill,  Oak  Hill  High  School  (Oyler  Exit,  N 
19 1 4th  Tuesday,  7-9  P.  M.  — April  24, 
“Evaluation  of  Thyroid  Function,”  Richard 
Kleinmann,  M.  D. 

May  22,  “Long-Term  Management  of  Hyper- 
tension,” Stephen  Grubb,  M.  D. 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — April  26, 
“Persistent  and  New'  Sexually  Transmitted 
Diseases,”  James  N.  Frame,  M.  D. 

ICelcIi,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — April  18,  “Differential 
Diagnosis  of  Undetermined  GI  Bleeding,” 
James  M.  Previll,  M.  D. 

May  16,  “Sexually  Transmitted  Diseases,” 
Thomas  Mou,  M.  D. 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — April  25, 
“Management  of  Chronic  Occupational  Lung 
Diseases,”  LeRoy  Lapp,  M.  D. 

May  23,  “Diagnosis  and  Management  of  Com- 
mon Dermatological  Problems,”  Robert  Point, 

M.  D. 

(continued  on  next  page) 
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Williamson,  Appalacliian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — April  5, 
“Management  of  Cardiogenic  Shock,”  G.  G. 
Thakker,  M.  D. 

May  3,  “Update:  Office  Oncology,”  Steven 
Jubelirer,  M.  D. 


Better  Results  Reported  In  WVU 
Colon  Cancer  Treatment 

Improved  results  at  the  West  Virginia  Uni- 
versity Medical  Center  with  a treatment  program 
for  patients  with  advanced  or  metastatic  carci- 
noma of  the  colon  or  rectum  have  been  reported 
by  Dr.  Peter  C.  Raich,  Professor  of  Medicine 
and  Chief  of  Hematology-Oncology  in  the  School 
of  Medicine. 

The  program  makes  use  of  three  chemotherapy 
drugs  — methotrexate,  5-fluorouracil  and 
allopurinol,  given  in  a certain  sequence  which 
greatly  enhances  their  ability  to  cause  the  cancer 
to  shrink. 

Effectiveness  of  chemotherapy  was  doubled 
with  the  special  program  as  compared  to  use  of 
one  of  the  drugs,  5-FU,  alone.  Doctor  Raich  told 
those  attending  the  American  Society  for  Clinical 
Pharmacology  and  Therapeutics  annual  meeting 
March  14-17  in  Atlanta.  Side  effects  are  no 
greater  than  those  experienced  with  the  single 
drug.  Doctor  Raich  added. 

Other  Medical  Center  staff  participating  in  the 
study  include  Drs.  Joseph  Fontana,  Thomas 
Hogan  and  John  Rogers,  and  Alice  Robbins,  all 
of  the  Department  of  Medicine. 


VA  Starts  Independent 
Living  Services 

The  Veterans  Administration  Huntington 
Regional  Office  is  seeking  seriously  disabled 
veterans  to  participate  in  a new  program  of  in- 
dependent living  services,  according  to  VA 
Regional  Director  Sam  Tiano. 

“Independent  living  is  designed  to  increase  a 
severely  disabled  veteran’s  ability  to  function 
in  the  family  or  community  with  a reduced  level 
of  service  from  others,”  Tiano  said.  He  explained 
that  such  services  may  include  housing  modifi- 
cation, personal  care  attendants,  prosthetic  de- 
vices, transportation  costs,  training  in  independ- 
ent living  skills  and  counseling. 

For  additional  information,  veterans  can  be 
advised  to  telephone  the  VA  Regional  Office  in 
Huntington  toll  free  by  dialing  529-5720  from 
the  Huntington  area,  344-3531  from  the  Charles- 
ton area  and  1-800-642-3520  from  elsewhere  in 
the  state. 


Medical  Meetings 


April  1-4 — Southeastern  Surgical  Congress,  Nash- 
ville, TN. 

April  5-6 — WV  Chapter,  Am.  Academy  of  Pediatrics, 
Wheeling. 

April  6-8 — WV  Chapter,  AAFP,  Charleston. 

April  8-11  — Am.  College  of  Emergency  Physicians 
(Winter  Symposium),  Scottsdale,  AZ. 

April  8-14 — Am.  Academy  of  Neurology,  Boston. 

April  12-13  — Spirometry  Training  in  Occupational 
Health  (Am.  Lung  Assoc,  of  WV),  Charleston. 

April  26-28  — Pediatric  Springfest  (Medical  College 
of  VA),  Williamsburg,  VA. 

April  26-29 — Am.  College  of  Physicians,  Atlanta. 

April  27 — Am.  Lung  Assoc,  of  WV,  Annual  Meeting, 
Huntington. 

May  2-5 — WV  Chapter,  Am.  College  of  Surgeons; 
and  WV  Otolaryngological  Society,  White 
Sulphur  Springs. 

May  6-10 — Am.  Urological  Assoc.,  New  Orleans. 

May  6-11 — Am.  Society  of  Colon  & Rectal  Surgeons, 
New  Orleans. 

May  7-9 — Am.  Assoc,  for  Thoracic  Surgery,  New 
York  City. 

May  10-11  — Current  Concepts  in  Nutritional  Sup- 
port (University  of  Cincinnati),  Cincinnati. 

May  19-25 — Am.  Gasitroenterological  Assoc.,  New 
Orleans. 

June  12 — Am.  Diabetes  Assoc.,  Las  Vegas. 

June  17-21 — Annual  Meeting  of  AMA  House,  Chi- 
cago. 

Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Oct.  9-12 — AAFP,  Kansas  City,  MO. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

1985 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 
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WHY  BMW  CHOSE 

TO  CHANGE  THE 

‘^HTESSEHTUL 
SPORTS  SEDAH!’ 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  refine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car;  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  that^^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THE  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America,  Inc.  The  BMW  trademark  and  logo  are  registered. 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
Neivs  Service,  Morgantown,  \V.  Va. 


Child  Psychiatry  Offers 
Phone  Consultation 

A pilot  j)rogram  that  will  make  child  psychiatry 
services  more  readily  available  to  West  Virginia 
physicians  is  being  conducted  by  WVU  Medical 
Center. 

It  offers  telephone  consultation  service  to  deal 
directly  with  the  more  complex  or  intractable 
cbildhood  behavioral  problems  encountered  by 
family  practitioners  and  pediatricians,  and 
referral  to  other  resources  if  that  is  needed.  “We 
want  to  get  the  word  out  that  there  is  a place 
to  direct  these  problems,”  Project  Director  John 
F.  Kelley,  M.  D.,  said. 

West  Virginia  currently  has  less  than  a dozen 
specialists  in  child  psychiatry,  and  most  are 
located  in  Morgantown  or  Charleston  including 
four  associated  with  WVU. 

“I  don’t  think  there  is  any  speciality  or  sub- 
specialty as  poorly  distributed  in  West  Virginia 
as  cbild  psychiatry  is,”  said  Doctor  Kelley,  Pro- 
fessor of  Behavioral  Medicine  and  Psychiatry  and 
Director  of  the  child  psychiatry  training  program. 
“Community  physicians,  especially  in  the  smal- 
ler towns,  can  find  themselves  in  a dilemma  with 
certain  behavioral  problems  . . .” 

Doctor  Kelley  said  the  primary  time  for  calling 
is  2 to  3 p.m.,  and  that  be  will  take  most  of  the 
calls  although  one  of  the  other  child  psychiatrists 
may  answer.  The  number  is  ( 304 ) 293-5896. 


Transplantation  Post  Filled 
By  Doctor  Kaufman 

Howard  H.  Kaufman,  M.  D.,  Professor  of 
Neurosurgery,  has  been  elected  to  the  Board  of 
Directors  of  the  newly  formed  American  Council 
on  Transplantation. 

Sponsored  by  President  and  Mrs.  Reagan  and 
organized  under  the  leadership  of  the  U.  S. 
Surgeon  General,  the  Council  will  coordinate  a 
national  effort  to  obtain  more  organs  for  trans- 
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plant,  to  assure  their  efficient  and  equitable 
distribution,  and  to  help  with  funding. 

The  new  organization  is  the  result  of  a recent 
increase  in  organ  transplants  made  possible  by 
technical  developments  and  improved  medical 
treatment  to  prevent  organ  rejection.  In  addition, 
there  has  been  a marked  increase  in  the  success 
of  heart,  liver  and  pancreas  transplants. 

Doctor  Kaufman  served  previously  on  the 
President’s  Commission  for  the  Study  of  Ethical 
Problems  in  Medicine  and  Biomedical  and  Be- 
havioral Research.  He  is  a graduate  of  Yale  Uni- 
versity and  the  Columbia  University  College  of 
Physicians  and  Surgeons. 

He  came  to  WVU  as  Associate  Chairman  of 
the  Department  of  Neurosurgery  last  year.  For 
the  preceding  eight  years  he  served  on  the 
faculty  of  the  University  of  Texas  School  of 
Medicine  at  Houston. 


Doctor  Vargish  Member 
Of  Surgeons  Group 

Thomas  Vargish,  M.  D.,  Associate  Professor 
of  Surgery  and  Chief  of  the  Trauma  Section, 
was  elected  to  membership  at  the  recent  Society 
of  University  Surgeons  meeting  in  Chicago. 

Doctor  Vargish  joined  the  WVU  surgery 
faculty  in  1982.  He  is  a graduate  of  the  New 
York  Plniversity  School  of  Medicine,  served  as 
Bradshaw  Fellow  in  Surgical  Research  at  Bow- 
man Gray  School  of  Medicine  and  completed  his 
residency  at  North  Carolina  Baptist  Hospital. 

After  serving  with  the  U.  S.  Navy  he  joined 
the  faculty  of  the  University  of  Iowa  as  Director 
of  the  Emergency  Treatment  Center. 

The  Society  of  LIniversity  Surgeons  was 
organized  in  1938  for  the  purpose  of  recognizing 
outstanding  young  scientists,  encouraging  its 
members  to  pursue  original  investigations  in 
both  tbe  clinic  and  laboratory,  and  to  develop 
metbods  of  graduate  teaching  of  surgery. 

Drs.  Alvin  L.  Watne,  Herbert  E.  Warden  and 
Walter  Moran  also  are  members  of  the  Society 
from  West  Virginia. 
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Announcing 
newly  formulated 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic® 

(meprobamate  with  aspirin)  e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

AdjufKt  in  short-term  treatment  of  pam  accom- 
panied by  tension  and  or  anxiety  m patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  m these  situations  relief  of 
pain  is  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  riot  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodol. 
mebutamate,  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  m life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics and  others  with  known  propensity  lor  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusionai  slates, 
hallucinosis,  and,  rarely,  convulsive  $ei2ures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tlone  associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies. Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 
PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  ol  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabelics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients.  It 
should  be  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol,  and  cross-sensitivity  between  mepro- 
bamate mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuna.  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  'ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 


doses  The  level  may  occasionally  be  as  high 
as  3.0  mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur. 

At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 


OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
Ihrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  m 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  laclors  such 
as  individual  susceptibility  and  length  ot  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rales  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given.  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  m 
removing  both  aspirin  ar>d  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  is  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastnc  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100,  Redipak*  strip 
pack  25  s,  Redipak*  unit  dose  100  s.  individ- 
ually wrapped 
Cl  3343-1  9 6 83 


Wyeth  Laboratories 


<S>  1984,  Wyeth  Laboratories 


Harmarville  can  help  your  patients 
control  and  deal  with  pain 


F^ain— especially  from  back 
or  neck  injuries— can  be 
devastating.  Harmarville  is  help- 
ing patients  deal  with  this  in  a 
special  20-bed  unit  for  the  exclu- 
sive treatment  of  chronic  pain. 

Some  results:  50%  of  patients 
with  return-to-work  goals  achieve 
their  goals.  Over  70%  of  all  patients 


report  a reduction  in  pain.  And 
90%  of  all  pain  program  patients 
have  shown  improvement  in  their 
ability  to  function.  Most  important: 
90%  of  pain  program  patients  are 
taken  off  addicting  drugs. 

There’s  both  individual 
and  group  treatment  by  a 
special  staff  devoted 
exclusively  to  the  pain  pro- 
gram. Also,  a patient's  family 
is  involved  throughout  the 
program.  Physical  therapy, 
biofeedback  and 
relaxation  training. 


education  and  counseling  plus 
vocational  programming  all  play 
important  roles  in  the  treatment. 
For  more  information  on 
Harmarville's  pain  pro- 
gram and  admission 
procedures,  call  Mary 
Anne  Murphy,  Ph.D.  or 
John  Delaney,  M.D. 
at  781-5700. 


HARMARVILLE  REHABILITATION  CENTER,  INC. 
P.O.  Box  11460,  Guys  Run  Road,  Pittsburgh,  PA  15238 


Third-Party  News,  Views 
and  Program  Concerns 


Predicted  Bankruptcy  Date 
For  Medicare  Extended 

The  predicted  bankruptcy  by  1990  in  the 
Medicare  hospital  trust  fund  may  be  held  at  bay 
for  a few  years  past  that  time  if  some  recent 
improvements  in  the  status  of  the  fund  hold  up. 

The  new  projections  from  the  Congressional 
Budget  Office  ( CBO ) were  issued  along  with 
another  CBO  report  on  the  federal  deficit,  how- 
ever, which  projects  that  Medicare  and  Medicaid 
will  consume  three  per  cent  of  the  gross  national 
product  by  1990  and  suggests  options  for  holding 
down  Medicare  spending.  In  addition  to  a Medi- 
care fee  freeze  or  fee  schedules,  the  alternatives 
include  freezing  surgical  fees  or  restricting  fees 
for  physician  services  in  the  hospital  to  the  fee 
that  would  have  been  charged  if  the  service  had 
been  done  on  an  outpatient  basis. 

As  recently  as  last  November,  CBO  had  esti- 
mated that  the  Medicare  hospital  fund  would  be 
down  to  $8  million  in  1989.  Now,  CBO  says  that 
the  fund  is  likely  to  show  a balance  of  $30  bil- 
lion in  1989.  Bankruptcy  is  not  projected  until 
an  unspecified  date  in  the  “early  1990s.” 


Proposed  Bill  Extends  DRG 
Pricing  In  Hospitals 

The  Kennedy-Gephardt  bill  to  extend  the 
diagnosis-related  groups  ( DRG ) system  of  pros- 
pective pricing  for  hospital  services  has  been 
opposed  by  the  American  Medical  Association 
Board  of  Trustees. 

The  bill  would  place  payment  for  all  hospital 
services  — including  those  provided  by  physi- 
cians — under  a DRG-type  system  regardless  of 
the  payer.  The  proposed  Medicare  Solvency  and 
Health  Care  Financing  Reform  Act  of  1984 
would  require  physicians  to  accept  assignment 
for  services  to  Medicare  beneficiaries  in  hospitals 
or  hospital  outpatient  departments.  Medicare 
payments  for  physician  services  and  hospital 
services  would  be  combined  in  one  payment  made 
to  either  a physician  group  or  a hospital.  The 
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group  and  the  hospital  then  would  negotiate  to 
determine  the  distribution  of  the  funds. 

The  proposal  was  drafted  by  Sen.  Edward 
M.  Kennedy  ( D,  Massachusetts ) and  Rep. 
Richard  A.  Gephardt  ( D,  Missouri). 

The  stated  purpose  of  the  Kennedy-Gephardt 
bill  is  to  save  money  for  the  Medicare  trust  fund. 
Its  result,  however,  could  be  a dramatic  reduction 
in  the  amount  of  services  that  hospitals  and 
physicians  would  be  able  to  provide.  Dr.  Frank 
J.  Jirka,  Jr.,  AMA  President,  said  at  the  recent 
AMA  National  Leadership  Conference  in 
Chicago.  Lender  the  proposal,  the  increase  in 
hospital  revenues  for  each  year  would  be  limited 
to  the  increase  in  the  cost  of  goods  and  services 
bought  by  the  hospital,  plus  a one-per  cent 
allowance  for  new  technology.  Physicians  would 
he  required  to  accept  Medicare  rates  as  payment 
in  full  for  care  in  a hospital  or  in  their  offices. 
No  additional  billing  would  be  permitted. 


Liver  Transplantation  Next 
For  Fefleral  Funding? 

The  Reagan  Administration  has  decided  to 
recognize  liver  transplantation  as  a non-experi- 
mental  procedure  for  children  with  biliary 
atresia  and  other  rare  congenital  defects,  thus 
opening  the  doors  to  reimbursement  by  federal 
programs  such  as  CHAMPUS. 

The  decision  also  is  expected  to  encourage 
states  to  change  their  reimbursement  policies 
under  Medicaid.  Some  states  already  reimburse 
for  liver  transplantation. 

“This  decision  reflects  the  advances  in  medi- 
cal science  which  offer  new  hope  for  children 
afflicted  with  biliary  atresia,”  said  Health  and 
Human  Services  Secretary  Margaret  Heckler. 
“Lifting  the  experimental  label  is  a significant 
advance.” 

Public  focus  on  improved  survival  rates  — 
resulting  from  Congressional  hearings  and  a 
National  Institutes  of  Health  consensus  con- 
ference — is  credited  with  the  government’s 
change  in  position. 
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Doctor: 

More  West  Virginia  physicians  prefer  Charleston  Data  Systems  than  all  other  companies 
combined!!  Compare  these  important  features: 


+ SOFTWARE 
+ HARDWARE 
+ PRICE 
+ SERVICE 
+ TRAINING 
+ OPTIONS 


Comprehensive,  proven,  reliable  programs 

High  quality,  multiuser,  expandable  microsystems 

Competitive,  cost  effective,  affordable 

Experienced,  factory  authorized  service  center 

Thorough,  professional,  office  staff  instruction 

Word  Processing,  AMA/NET,  MEDLINE,  General  Ledger,  Compu- 
Serve, DOW  JONES  News  Service. 


Charleston  Data  Systems  serves  only  the  health  care  professionals.  We  back  our  products 
and  service  with  a personal  money  back  guarantee  (no  other  company  does).  For  the  “no 
risk”  approach  to  computerizing  your  practice,  call  me  toll  free  1-800-344-5026. 


Sincerely, 


President 

Charleston  Data  System 


Obituaries 


LOUIS  E.  BARON,  M.  D. 

Word  recently  was  received  by  The  Journal 
of  the  death  of  Dr.  Louis  E.  Baron  of  Fairmont, 
a general  practitioner,  on  March  28,  1983.  He 
was  78. 

Born  in  Claremont,  New  Hampshire,  and  a 
veteran  of  World  War  II,  Doctor  Baron  was  an 
honorary  member  of  the  Marion  County  Medical 
Society,  West  Virginia  State  Medical  Association 
and  American  Medical  Association. 

He  was  graduated  from  Boston  College,  and 
received  his  M.  D.  degree  in  1930  from  Tufts 
University. 

Doctor  Baron,  a veteran  of  World  War  II, 
served  his  internship  and  residency  at  St.  Luke’s 
Hospital  in  Cleveland. 

Survivors  include  the  widow  and  two  sons, 
Michael  Baron  of  Maryland  and  Rob  Baron  of 
Tucson,  Arizona. 

« If  # 

CHARLES  H.  ENGELFRIED,  JR.,  M.  D. 

Dr.  Charles  H.  Engelfried,  Jr.,  retired  Charles- 
ton surgeon,  died  on  February  22  in  a hospital 
there.  He  was  75. 

Born  in  Cleveland,  Doctor  Engelfried  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
President  of  the  Kanawha  Medical  Society  in 
1942. 

He  was  graduated  from  Ohio  University,  and 
received  his  M.  D.  degree  in  1935  from  Western 
Reserve  University.  He  interned  at  Cleveland 
City  Hospital,  and  completed  his  residency  at 
Laird  Memorial  Hospital  in  Montgomery. 

Survivors  include  the  widow  and  two 
daughters,  Mrs.  Cyrus  J.  Barton,  Jr.,  and  Mrs. 
Fred  Witschey,  both  of  Charleston. 

Doctor  Engelfried  was  an  honorary  member 
of  the  Kanawha  Medical  Society,  West  Virginia 
State  Medical  Association  and  American  Medical 
Association. 

« « « 

ARTHUR  N.  HENSON,  M.  D. 

Dr.  Arthur  N.  Henson  of  Hamlin  (Lincoln 
County),  died  on  February  9 in  Venice,  Florida. 
He  was  94. 

Doctor  Henson,  who  was  retired,  was  a former 
member  of  the  Cabell  County  Medical  Society. 

Survivors  include  the  widow;  a son,  Arthur 
N.  Henson  II  of  Miami,  Florida,  and  two  sisters. 
Era  Ripley  and  Zella  Yates,  both  of  Elm  Grove, 
Ohio. 


CHAPMAN  PRINTING  CO. 

★ 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


OPENINGS 

in 

EMERGENCY  MEDICINE 

Full-time  and  part-time  positions  avail- 
able immediately  in  emergency  medicine. 
Competitive  income  and  professional  li- 
ability insurance  provided.  For  details 
respond  in  confidence  to: 

Amy  Kugler 

Spectrum  Emergency  Care,  Inc. 

3720-B  Olentangy  River  Road 
Columbus,  OH  43214 
1-800-848-2938 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 
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Professional 
Liability  Insurance 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 


its  endorsed  program  to  you  for . . . 
your  most  considered  review  and 
attention.” 


Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professionai  Liabiiity  insurance  Program  Inciudes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Insurance 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 


McDonough 

Caperton 

Insurance 

Group 


7IK 


Uniquely  capable...  Professionally  competent 


Corporate  Headquarters;  One  Hlllcrest  Drive,  East,  P.O.  Box  3186,  Charleston,  WV  25332  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling 

CALL  TOLL  FREE  1 -800-642-3088 


McDowell 


County  Societies 


CABELL 

Shelby  Moorman  Howatt  a correspondent  for 
the  l\'ew  York  Times,  was  the  guest  speaker  for 
the  meeting  of  the  Cabell  County  Medical 
Society  on  February  9. 

“Women  Doing  It  All!”  was  the  title  of  her 
talk. 

Ms.  Howatt  began  with  her  description  of  the 
stereotyped  ideal  woman  and  the  rules  for  women 
in  the  1930s  through  the  1950s.  She  emphasized 
the  work  that  needed  to  go  into  professional 
marriages. — S.  Kenneth  Wolfe,  M.  D.,  Secretary. 
« « 

WESTERN 

The  Western  Medical  Society  met  on  February 
14  at  Jackson  General  Hospital  in  Ripley. 

Dr.  Bobby  Lee  Caldwell,  Chairman  of 
Pathology  at  Charleston  Area  Medical  Center, 
was  guest  speaker.  His  topic  was  “Correlation 
of  Pathology  and  the  Treatment  of  Thyroid 
Disease.” — Ali  H.  Morad,  M.  D.,  Seeretary. 


Tlie  McDowell  County  Medical  Society  met  on 
February  8 in  Welch  at  the  Stevens  Clinic 
Hospital. 

The  guest  speaker  was  Robert  Krueger,  Ph.D., 
of  Cincinnati,  Regional  Medical  Associate  for 
Smith  Kline  & French  Laboratories.  His  subject 
was  diagnosis-related  groups  ( DRGs ) and  the 
effect  they  will  have  on  the  use  of  antibioties.  — 
John  S.  Cook,  M.  D.,  Secretary. 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year” 

★ 

Call  us  about  our  rental 
Program  for  Blood  Analyzers 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 
General  & Thoracic 
B.  L.  Plybon,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 
Respiratory  Therapy 
James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642<3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  0.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO:!  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  uranville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding.  Jr , M D , Medical  Oiector 
Thor^  Pmman.  M PH , /Vlminisnatcir 
A Blue  Cross  Memder  HospiQl 

Accredited  By  Ttie  Joint  Commission  On  Accreditation  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 


ARIZONA  MEDICAL  CAREERS 
Health  Care  Industry  . . . Sun  Valley  Country 

Our  client,  a growth  oriented,  integrated  health  care  organization,  with  hospitals 
and  clinics  in  the  Southwest,  requires  Board  eligible  or  certified  general 
practitioners  and  medical/surgical  specialists  for  new  and  established 
practices. 

We  are  particularly  interested  in  physicians  for  internal  medicine,  family 
practice,  pediatrics,  obstetrics,  gynecology,  oncology,  orthopedics,  otolaryn- 
gology, general  surgery  and  anesthesiology. 

Here  is  an  opportunity  to  work  in  a rural  setting  offering  a substantial  practice 
with  outdoor  recreational  potential  second  to  none.  Sound  interesting?  Based 
on  your  financial  needs,  our  client  will  offer  appropriate  income  guarantees, 
incentives,  relocation  expenses  and  total  malpractice  insurance. 

Please  send  your  curriculum  vitae  and  professional  references. 

Suite  311-D 

3020  E.  Camelback  Rd. 

Phoenix,  AZ  85016 

an  equal  opportunity  employer  m/f/h 
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SUCCESSFUL 
MEDICAL 
PRACTICE 
MANAGEMENT: 

Where  are  you  going, 
how  will  you  get  there?  / 

Medical  practice  management  can  be  puzzlii^^^nd 
often  times  frustrating.  At  Medical  Administratl^J®*^^ 
Services  we  know  the  ins  and  outs  of  / practice  ^ 
management. 

We  provide:  Financial  accounting  systems,  retiremen?% 
and  pension  plans,  insurance  coverage,  marketing/ 
strategies,  computer-support  services,  personnel  polidoB 
and  staffing,  arranging  financing,  updates  on  legaT^^*^^ 
and  governmental  issues,  medical/clerical  placement, 
office  establishment/relocation  and  word  processing/ 
dictation/transcription  services. 
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\IEDICAL 
ADMIIVISTRATIVE 
SERVICES,  live. 
Telephone  344-5895 


Suite  806,  CAMC  Medical  Staff  Office  Building, 
3100  MacCorkle  Ave.,  S.E.  Charleston,  WV  25304 


A great  way  of  life. 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following; 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

CALL  COLLECT 

MASTER  SERGEANT  BARRY  FLOYD 
AT  703-982-4612 


Reproductive  Health  Care 

Need  A Temporary  Physician? 

For  Women 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during;  vacations,  CMEs,  recruiting,  clinic 
start-up  or  other  absences. 

• Early  Abortion 

Want  Free  Time  While  You 

• Birth  Control 

Practice  Medicine? 

• Pap  Smears 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

• V.D.  Screening 
amd  Treatment 

★ 

ALL  SERVICES  COMPLETELY  CONFIDENTIAL 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

WHEELING  MEDICAL  SERVICES,  INC. 
600  RILEY  BUILDING 
WHEELING,  WEST  VIRGINIA  26003 

jj[J  CompHealth 

A Physician  Group 

TELEPHONE  (304)  233-7700 

WILSON  ROSS,  Regional  Aidministrator 
Telephone:  304/344-2700 

THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 


L.  L.  CLINE,  Executive  Director 


Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D (St.  Clairsville) 
A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 
Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 

Hematology/ Oncology 

C.  A.  Vasquez,  M.  D 
Nephrology/Hyperlenslon 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M,  D. 

E C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 
ORTHOPEDICS 

E L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D, 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M,  D. 

C.  V.  Porter,  M.  D. 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  TIu,  M.  D. 

R.  G.  Villanueva,  M.  D, 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D. 

(St  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G,  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 
Electrocardiography 
B.  Maguire,  R N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J.  Green,  R N. 
Roentgenology 

E.  Forester,  R.  T. 
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Cancer  strikes  1 20,000  people  in  our  work  force  every  year. 
Although  no  dollar  value  can  ever  be  placed  on  a human 
life,  the  fact  remains  that  our  economy  loses  more  than  $10 
billion  in  earnings  every  year  that  cancer  victims  would  have 
generated.  Earnings  they  might  still  be  generating  if  they 
had  known  the  simple  facts  on  how  to  protect  themselves 
from  cancer 

Now  you  can  do  something  to  protect  your  employees, 
your  company,  and  yourself.  . call  your  local  unit  of  the 
American  Cancer  Society  and  ask  for  their  free  pamphlet, 
"Helping  Your  Employees  to  Protect  Themselves  Against 
Cancer " Start  your  company  on  a policy  of  good  health 
today! 

AMERICAN 
CANCER 
f SOCIETY* 


This  space  contributed  as  a public  service 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


POSITION  AVAILABLE  — Wheeling,  West  Virginia: 
Emergency-Trauma  Physician.  Modern  Emergency- 
Trauma  Center  in  275  bed  teaching  hospital  adjacent  to 
Interstate  70,  just  one  hour  from  Pittsburgh.  Excellent 
salary  and  executive  fringe  benefits.  Area  offers  cul- 
tural and  recreational  opportunities  including  well- 
known  Oglebay  Park.  Applicant  should  be  at  least 
board  eligible  in  Emergency  Medicine  or  General  Sur- 
gery. Send  curriculum  vitae  to  Donald  H.  Hofreuter, 
M.  D.,  Wheeling  Hospital,  Medical  Park,  Wheeling,  WV 
26003.  Telephone:  (304)  243-3735. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


HILTON  HEAD 
ISLAND 

Ocean  Front,  2 Bedroom,  fully  fur- 
nished Condo  for  Sale  or  Rent. 

Telephone: 

(304)  343-0999  (Day) 

(304)  344-9236  (Evenings) 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


IN 

Obstetrics  and  Gynecology 


TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


1984  CME  Cruise/Conferences 
on  Legal-Medical 
Issues 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31/80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  P.L  94-445.  effective  1/1/77.  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  P L 97-424 


January  7-18  (from  Ft 
Lauderdale.  FL) 

11  Day  Caribbean 

April  14-21  (from  Los 
Angeles.  CA) 

7 Day  Mexican  Riviera 

May  19-26  (from 
Honolulu.  HI) 

7 Day  Hawaiian 


June  30-July  14  (from 
San  Francisco.  CA) 

14  Day  Alaskan 

July  25-Aug  4 (from  Ft 
Lauderdale.  FLI 
10  Day  Caribbean 

Aug.  11-25  (from 
Venice.  Italy) 

14  Day  Mediterranean 


•FLYROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  -FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
For  color  brochure  189  Lodge  Ave. 
and  additional  Huntington  Station,  N.Y.  11746 
information  contact  Phone  (516)  549-0869 
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MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
qpfi-nfiqrt  maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  otters: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S-  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmanc®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  I.  Kales  A et  al:  J Clin  Pharmacol  / 7:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc,, 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
I3AS-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  241  Am-mS. 
Apr  20,  1979.  5.  Kales  A,  Scharl  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  79:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:54\-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  II.  Karacan  1,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  isth  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane^  (£ 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  lor  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  h£izardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  lor  those 
patients  on  medication  lor  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  tl^e 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights.^ 
•Seldom  produces  morning  hangover.^ 


•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


15-mg/30-mg  capsules 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Copynght  © 1984  by  Roche  Products  Inc.  All  nghts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Keflex 

cephalexin 


Additional  infornnation 
available  to  the  profession 
on  request. 


^DISTA 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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The  Volvo  760  GLE  makes  \'ou  look  good  when  it  s time 
for  a fiscal  examination.  Because  it  most  likely  costs  thou- 
sands of  dollars  less  than  the  BMW  or  Mercedes  you  may 
have  had  in  mind.  Yet  it  still  offers  the  performance  and 
amenities  you  insist  on.  See  us  for  a test  drive  tomorrow. 

The  Volvo  760  GLE;  it  inflates 
your  ego  while  it  deflates 
your  outgo. 

See  VOLVO  at  TAG  GALYEAN 
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CHARLESTON  DATA  SYSTEMS 


"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  following  benefits:” 

• INCREASED  PRODUCTIVITY  ■ HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • TAX  SAVINGS 

• SIMPLICITY  OF  OPERATION  • MONEY  BACK  GUARANTEE 


For  additional  information  call  (304)  344-5803  (1-800-344-5026  toll  free) 
or  contact  us  directly  at:  CAMC  Medical  Staff  Building,  3100  Mac- 
Corkle  Avenue,  S.  E.,  Charleston,  WV  25304. 
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FOR  MORE  INFORMATION  AND  PATIENT  PROFILE  MANUAL. 
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Light 
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Financial 

Situation? 
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Many  professional  liability 
carriers  try  to  keep  their 
insureds  in  the  dark  concerning 
their  financial  situation.  Not 
Insurance  Corporation  of  Amer- 
ica. ICA’s  financial  stability 
reflects  our  long-term  commit- 
ment to  the  medical  community. 


Through  sound  management, 
conservative  investments,  and 
consistent  reinsurance,  IC  A has 
grown  to  become  one  of  the  lead- 
ing writers  of  professional  lia- 
bility insurance  in  the  nation. 

F or  further  information  about 
ICA’s  enlightened  approach  to 


professional  liability  insurance, 
please  call  1-800-231-2615;  in 
Texas  call  1-800-392-9702. 
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SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
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Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

Reproductive  Health  Care 
For  Women 
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and  Treatment 
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WHEELING  MEDICAL  SERVICES,  INC. 
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BRIEF  SUMMARY 

PROCARDIA"  (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  Itie 
managemeni  of  vasospastic  angina  confirmed  by  any  of  the  following  crileria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significani  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed , e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adeguate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled  » 
Inals  of  up  to  eight  weeks  duration  in  reducing  angina  treguency  and  increasing  exercise  tolerance , 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ot  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ot  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subseguent  upward  dosage  adfustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  reguirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
tentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and . 
if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  ot  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  freguency,  du- 
ration or  severity  of  angina  on  starling  PROCARDIA  or  at  the,time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCitfDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  VVilh  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  f400  patients  in  a non-comparative  clinical  Inal  has  shown  that  concomitant  administration 
of  PRDCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ot  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIDNS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PR(JCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed . not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  m fewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase, CPK  lDH  , SGOT,  and  SGPT  have  been  noted , and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  m a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SLIPPLIEO:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  fO  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25T)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  mtormation  available  on  request 

LABORATORIES  DIVISION 

PFIZER  INC 


g.  1982,  Pfizer  Inc 


"I  can  do  things  that  I ’% 
couldntdofor3yrs  including 


joining  the  human  race  again!' 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


Quotes  from  an  unsolicited  ^ 
letter  received  by  Pfizer  from  an  j 
angina  patient  ) 

While  this  patient  's  experience  ^ 
is  representative  of  many 
unsolicited  comments  received, 
not  all  patients  will  respond  to  , 
Procardia  nor  will  they  all  J 

respond  to  the  ^me  degree 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA [*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


® 1983.  Pfizer  Inc. 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 


PROCARDIA 


(NIFEDIPINE)""'"™" 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 
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• Vtv  and  economy 


THE  ONLY  WAY  THROUGH  TODAY’S  FINANCIAL  MAZE 
IS  A SINGLE,  KNOWLEDGEABLE  GUIDE. 


If  you're  on  your  way  to  an  ambitious  and  secure  finan- 
cial future,  you've  discovered  it  takes  serious  financial  plan- 
ning. And  more  time  and  effort  than  you  expected. 

BUTTHERE'S  A WAY 

It's  called  GAIN  Kanawha  Valley  Bank's  Guided  Asset 
Investment  Network^.  An  arsenal  of  complete  financial  ser- 
vices from  a single,  confidential  source  under  your  direction. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  responsible 
to  you.  who  has  access  to  the  disciplines  of  cash  manage- 
ment. lending,  asset  management,  investments,  trust  and 
financial  management  specialties,  and  tax  planning 

WITH  GAIN,  YOU  CAN  REVIEW 
YOUR  TOTAL  FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System  automatically  provides  you  with  a 
comprehensive  monthly  statement,  easy-to-read  WeVe 


with  balances  and  transactions  for  your  assets, 
checking  account  and  loans. 


GAIN  ISA 

l«0ANAWHA  VALLEY  BANK  EXCLUSIVE. 

GAIN  is  unique  and  available  only  at  Kanawha  Valley 
Bank  because  It  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work.  And  because  we  have  the  investment 
objectivity,  financial  perspective,  knowledge,  resources  and 
services  to  make  this  concept  work  foryou 

THE  GAIN  SYSTEM®. 

IT  KEEPS  YOU  FROM  BEING  OVERCOME 
WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial  services, 
call  john  Ziebold  (304)  348-09 1 9 or  Don  Santee  (304) 
348-738  1 Because  you  can  only  get  where  you're  going 
with  someone  who  knows  the  way. 


OKanawhaV^lev 

Bau]0fe 


Kanawha  Valley  Bank  • One  Valley  Square  • Box  1793  * Charleston.  WVA  2 5326  • Phone  (304)  348-7000  • Organized  1 867  • Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC 


CaD  On  Someone 
¥)uCanThist. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


leir^^ 


P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 

Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck.  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck.  M.D. 
O.  LeRoyce  Royal,  M.D 
Morgan  E.  Scott,  M.D. 
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for  your  cardiology  needs. 
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medical  technologists,  combines  experience  and  training  with  quick 
response  and  an  absolute  devotion  to  excellence 

Rely  on  CRI  for  your  cardiology  needs  in— 

Echocardiography— W\-Mo6e  Display  and  Two-Dimensional 
echocardiograms. 

24-hour  Hotter  Monitoring— Detects  and  documents  cardiac  arrhythmias. 

Nuclear  Cardiology— Advanced  nuclear  scanners  enhance  the  evaluation 
of  ischemic  heart  disease  and  quantitates  cardiac  function. 

Stress  Testing— Jesting  programs  evaluate  cardiovascular  performance 
and  aid  in  detection  of  ischemic  heart  disease. 

Computerized  ECG's—ECG  reports  available  in  minutes  round  the 
clock— and  storage  and  ECG  management  simplified. 

The  important  extra  when  you  deal 
with  CRI:  Confidence 

Cardiac  Rehabilitation  Institute 
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Drug  Delivery  System 


ALLAN  F.  STARR,  M.  D. 

Chief  Resident,  Section  of  Thoracic  and 
Cardiovascular  Surgery,  Department  of  Medicine, 
West  Virginia  University  Medical  Center, 
Morgantown 

JOHN  C.  ALEXANDER,  JR.,  M.  D. 

Chief,  Section  of  Cardiothoracic  Surgery, 
Department  of  Surgery,  WVU  Medical  Center, 
Morgantown 


A simple  and  practical  method  is  described 
to  facilitate  the  precise  administration  of  potent 
cardiovascular  active  agents.  We  have  developed 
an  interactive  computer  program  that  calculates, 
formats  and  prints  an  individualized  drug  dosage 
sheet  for  use  at  the  patient’s  bedside. 

A CCURATE,  intravenous  drug  delivery  is  man- 
datory  in  the  management  of  critically  ill 
patients.  Cardiotonic  drugs  such  as  dopamine, 
isoproterinol  and  nitroprusside  are  potent 
cardiovascular  agents  that  are  invaluable  in  the 
successful  management  of  various  disease  states. 
These  and  similar  drugs  require  precise  dose 
calculation  and  a delivery  system  that  is  depend- 
able but  rapidly  and  accurately  changeable.  This 
paper  describes  a simple,  practical  system  the 
authors  have  developed  to  meet  this  need. 

The  system  is  made  up  of  three  components: 
a computer,  a drug  dosage  sheet  and  an  intra- 
venous pump  delivery  system. 

We  use  a personal  computer  system  to  calcu- 
late a range  of  drug  dosages.  The  computer  also 
is  used  to  format  and  print  the  data  in  an  easily 
usable  form.  The  computer  stores  a dose  range 
information  ledger  which  also  is  presented  at  the 
bottom  of  the  drug  dosage  sheet  for  reference. 
The  drug  dosage  sheet  is  used  at  the  bedside  as 
ready  reference. 

The  computer  program  we  have  developed  is 
interactive  and  prompts  the  user  to  enter  the 


necessary  information  to  calculate  the  drug 
dosage  sheet  (Table  1).  The  patient’s  identifi- 
cation information  is  entered  and  the  specific 
drug  chosen.  Drug  doses  are  calculated  in 
micrograms  ])er  kilogram  of  body  weight  per 
minute  at  various  delivery  rates  in  cc’s  per 
minute.  The  computer  queries  the  user  about 
the  amount  of  drug  ( X ) in  milligrams  added  to 
the  volume  of  delivery  solution  ( Y ) in  milliliters 
and  the  body  weight  of  the  patient  ( Z I in  kilo- 
grams. The  computer  calculates  and  prints  a 

TABLE  1 

Questions  Shown  Are  Answered  Sequentially  to 
Input  the  Necessary  Data  to  Generate  a 
Drug  Dosage  Sheet 


]RUN 

*****  DRUG  DOSE  PROGRAM *  ***** 


ENTER  PATIENT  NAME  - JOHN  DOE 

ENTER  HOSPITAL  NO.  - 1234567 

ENTER  DRUG  NAME  - DOPAMINE 

ENTER  PATIENT  WT.  (KG)  - 70 

ENTER  AMT.  OF  DRUG  (MG.)  - 400 

ENTER  VOL.  OF  SOLVENT  (CC’S)  - 250 

DO  YOU  WISH  DRUG  DOSE  TABLE 
TO  BE  OUTPUT  TO  MONITOR  (1) 

OR  PRINTER  (2)  ? 

ENTER  1 OR  2 - 2 

INSERT  PAPER  IN  PRINTER 
AND  CHECK  IF  PRINTER  IS  ON 
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wide  range  of  drug  doses  for  fluid  delivery  rates 
varying  betw'een  one  cc  and  100  cc’s  per  hour 
( Table  2 ) . 

TABLE  2 

An  Actual  Drug  Dosage  Sheet  Made  Up  for  a 
7fr-kg  Man  Showing  the  Range  of  Drug  Dosage 
Between  One  cc  and  100  cc’s  Per  Hour 

F-Al  lENT  - JOHN  DOE 
HOSE-.  NO.  - )J:-4567 
WT . - 70  t G. 


DRUG  - DOPAMINE  (40-;*  MG. 

IN  250  CC 

'S  FLUID 

-*♦ 

♦ 

♦ 

♦ **♦  DOPAMINE 

DOSE  TABLE 

« -»  » 

» 

♦ 

* 

♦ 

* DROPS/M  IN 

MCG/1  G/MIN 

DROPS/ MIN 

MCG/ 1 G/MIN 

* 

«■ 

♦ 

» 1 

. 4 

32 

12.  2 

* 

♦ 2 

. 8 

34 

1 3 

♦ 

* 3 

1 . 1 

36 

13.7 

♦ 

♦ 4 

1 . 5 

38 

14.5 

«- 

* 

1 . V 

40 

15.2 

♦ 

* 6 

2. 3 

42 

16 

* 

♦ 7 

2.  / 

4 4 

16.8 

* 

* a 

3 

46 

17.5 

ft 

♦ 9 

3. 4 

48 

18.  3 

ft 

# Id 

3.8 

5'.' 

1 9 

ft 

* 12 

4.6 

55 

21 

ft 

» 1 4 

5. 3 

6u 

22. 9 

ft 

* 16 

6 . 1 

65 

24.8 

ft 

* 18 

6.  9 

70 

26.  7 

•li- 

♦  20 

7.6 

75 

28.6 

ft 

♦ 22 

B.  4 

80 

30 . 5 

ft 

* 24 

9.  1 

85 

32.  4 

ft 

26 

9. 9 

90 

34.3 

ft 

* 28 

10.7 

95 

36.  2 

ft 

♦ 3d 

11.4 

1 00 

30.  1 

ft 

* 

ft 

* * 

ft 

♦ DROPS/MIN 

= CC/HR 

ft 

DRUG  DOSE  RANGES  (MCG/bG/MIN) 


DRUG 

LOW 

MED 

HIGH 

DOPAMINE 

0-7 

8-15 

15 

DOBUTAMINE 

0-8 

8-30 

--30 

Nl FROGLYCERIN 

. 07 

.07-1  , 

. 4 

/I  . 4 

N1 TROPRUSSIDE 

0-2 

2-6 

6 

ISUPREL 

. 007 

. 007— , 

. 07 

.07 

EPINEPHRINE 

< . 007 

.007-. 

. 07 

. 07 

Formula  Used 

The  formula  used  is: 

X mg  1000  micrograms  1 1 1 cc 

_ micrograms/Kg/min=_  x x x 

1 1 mg  Y-cc  Z Kg  60  min. 

From  this  basic  amount  of  drug  delivered  at 
one  cc  per  hour  the  spectrum  of  doses  can  be 
easily  calculated.  The  authors  believe  that  it  is 
valuable  to  print  out  a full  range  of  doses  at  a 
variety  of  fluid  administration  rates.  This 
practice  helps  to  reduce  the  potential  for  error 
in  these  critically  ill  patients. 

The  third  component  of  the  system,  the 
delivery  pump,  is  commercially  available.  The 
authors  have  used  a variety  of  delivery  systems, 
and  selection  is  a matter  of  personal  preference. 
They  believe  that  actual  pumps  are  more  desir- 
able than  gravity-fed  drip  rate  controllers.  The 
most  important  function  of  the  system  is  the 
ability  to  change  the  solution  delivery  rate 
rapidly  and  accurately.  It  is  important  to 
familiarize  one’s  self  and  the  care  team 
thoroughly  with  the  proper  operation  of  the 
delivery  system.  Malfunction  of  the  delivery 
system  can  be  potentially  dangerous. 

In  critically  ill  patients  the  decision  to  ad- 
minister a vasoactive  drug  occurs  in  an  atmos- 
phere of  anxiety  and  concern  for  the  patient.  It 
is  important  to  have  a well-developed,  reliable 
and  almost  “automatic ’’  method  to  calculate  and 
administer  these  drugs.  Errors  are  easy  to  make 
in  this  setting  and  can  be  disastrous.  The  system 
outlined  in  this  paper  has  been  very  useful  in  the 
clinical  management  of  patients. 

The  basic  principles  of  this  system  can  be 
altered  to  meet  a variety  of  needs  such  as  the 
delivery  of  heparin,  hyperalimentation  or  any 
other  intravenous  medicine  where  precise  dose 
calculation  is  important. 
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Reliability  Of  Office-Based  Diagnostic  Tools 
In  Streptococcal  Pharyngitis* 


S.  DAVm  MORRIS,  M.  D. 
Martcnsburs.  West  Virginia 


It  was  the  purpose  of  this  study  to  comp'Ore 
the  reliability  of  in-office  gram  stains  and 
bacitracin  disc  cultures  with  that  of  the  fluores- 
cent-antibody technique  by  the  est  f irginza 
State  Department  of  Health.  It  was  found  that 
neither  the  gram  stain  nor  bacitracin  disc  culture 
teas  sensitive  enough  to  be  a reliable  diagnostic 
tool. 

I sing  signs-and-symptoms  sheets  filled  out  on 
each  patient,  a protocol  was  devised.  This 
protocol  possibly  may  decrease  the  number  of 
office  visits  for  sore  throat,  and  decrease  the 
number  of  throat  cultures  done  and  prescriptions 
written  without  missing  a significant  number  of 
patients  with  streptococcal  pka7~y  ngitis. 

K CUTE  pharyngitis  is  one  of  the  most  common 
complaints  seen  by  primary  care  physicians. 
Approximately  35  million  omce  visits  per  year 
are  complaints  of  s^Tnptoms  referable  to  the 
throat.^  ^et  the  diagnosis  and  treatment  of 
pharynmtis  can  be  very  perplexing.  Tke  etiology 
can  range  from  adenovirus  or  parainfluenza  virus 
for  which  only  symptomatic  treatment  is  needed 
to  Group  A Beta-Hemolytic  Streptococcus. 
Coninebacterium  diphtheriae  or  A eisseria  zono'- 
rhoeae  for  which  specific  antibiotic  therapy  is 
the  treatment  of  choice. 

Even  though  prevention  of  rheumatic  fever  has 
been  given  as  the  prime  reason  for  treatment  of 
streptococcal  pharyngitis,  there  are  other  ad- 
vantages to  early  treatment.  It  has  been  shown 
that  early  treatment  can  lead  to  a more  rapid 
relief  of  symptoms,  decrease  the  incidence  of 
peritonsillar  or  retropharyngeal  abscess,  decrease 
the  incidence  of  cervical  cellulitis  and  or  abscess, 
and  decrease  the  rate  of  spread  to  contacts,-" 
Early  diagnosis  and  treatment  of  streptococcal 
pharyngitis  would  thus  appear  to  be  of  benefit 
in  reducing  patient  discomfort  and  morbidity. 

Many  physicians  feel  that  their  clinical  acumen 
is  all  that  is  needed  for  diagnosis,  and  still  others 

'This  paper  wxm  £rst  prize  in  the  Apnl  £9.  I9A'? 
-Research  Day  esent  sponsored  by  Chariestoc  Area 
Medical  Center  and  M'est  Mrpnt.i  University  Medical 
Center,  Charleston  Division  while  the  anther  was  a 
third->ear  resident  in  the  Kanawha  \'allev  Familv  Prac- 
tice Residency  Program,  South  Charleston.  West  Vrrgmia. 


treat  empirically,  \umerous  stu-iies  have  sno  »-n 
that  clinical  assessment  of  strentccoccal  pnaryn- 
aitis  is.  at  best,  no  more  than  i/)  to  7-5  per  cent 
reliable.^  Empiric  treatment  is  considered  not 
cost  eteedve  for  attack  rates  less  than.  23  per 
cent. 

Therefore,  there  is  a need  for  a relianle.  qmex 
and  cost-eheedve  method  to  diagne-se  streptceoc- 
cal  pharvngitis.  Gram  stains  of  the  acnt.e 
pharvnx  aive  the  advantage  of  diagnosis  ar  the 
initial  visit  and  are  especially  suited  tor  a tran- 
sient parient  popoladon.  Many  studies  nave  con- 
firmed the  reliability  of  pharyngeal  gram 
stains.'"'"  In  recent  years,  in-omce  bacitracin 
disc  blood  agar  plates  have  become  commercially 
available,  and  these  compare  favoranay  to  tne 
Lancefield  precipitin  techni-gue.--"^'  hucin  in- 
ofiice  cultures  are  cost  efieedve.  simple  to  piate. 
and  vield  results  in  documenting  the  presence  or 
Group  A Beta-Hemolyde  streotococcus  within  24 
hours. 

The  purpose  of  this  study  was  to  compare  the 
reliability  of  pharyngeal  gram  stain  and 
bacitracin  disc  techniques,  as  used  in  an  omce 
praedee.  with  the  fluorescent-andbody  technique 
used  by  the  West  \ iramia  State  Department  of 
Health.  It  also  was  hoped  to  use  signs  and 
symptoms  of  padents  included  in  the  study  to 
develop  a protocol  which  w-oold  be  redahle  and 
cost  eneedve  in  diagnosis  of  streptococcal 
pharyngids- 

Materials  and  Methods 

The  studv  population  was  ccmnriseci  of  149 
patients  seen  at  the  Kanawha  5 -iHvy  Family 
Practice  Center  from  October  1.  19o2.  to  Jancaiy 
31.  1983.  The  padents  included  were  deemea 
by  the  physician  to  be  at  risk  for  streptococcal 
pharynaids  and  included  both  symotomadc  ana 
asvmptomadc  padents.  both  sexes  ana  ai_  age 
groups. 

Nurses  were  instructed  in  the  proper  techniaue 
for  obtainina  specimens  by  swahbina  the 
pharynx.  Three  sterile  swabs  w-ere  usea. 
Randomly,  one  each  was  used  for  aram  staining 
and  bacitracin  disc  olatina.  The  tnird  w-as  sent 
to  the  ^ est  \ irainia  Department  of  Kemm 
State  Hygienic  Laboratory  for  culture  and  £u- 
orescent-andbody  staining.  Signs-ana-symptons 
quesdonnaires  w^ere  passed  out  for  eacc.  padeni's 
p»hy'sician  to  complete.  The  aram  stains  were  pre- 
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pared  and  read  by  a certified  laboratory  techni- 
cian and  the  author.  The  usual  technique  of  stain- 
ing with  crystal  violet.  Gram’s  iodine,  acetone 
and  safranin  was  used.  The  field  was  scanned  at 
40x  for  the  presence  of  leukocytes.  ( WVC  clus- 
ters > 40  WBC  HPF  ).  Oil  emersion  was  used  to 
ascertain  the  presence  of  gram  positive  cocci  in 
singles,  pairs  and  chains  associated  with  the 
leukocytes.  Slides  demonstrating  these  features 
were  read  as  positive;  all  others  were  read  as 
negative. 

The  “Strep  Culture  Systems”  produced  by  a 
Mountain  \ iew,  California,  laboratory*'^  was  used 
for  the  bacitracin  disc  culture  technique.  The 
plates  were  inoculated  according  to  the  manu- 
facturer’s instruction  sheet.  Two  cultures  were 
plated  for  each  patient.  The  laboratory  tech- 


Collection 
(sterile  swab) 


1 


5%  Sheep  Blood  Agar  Plate 
SXT-BA 

i 

Incubate  20-24  hours;  35-37°C 

i 

TvTpical  Beta-Hemolytic  colonies 
+ cocci  in  pairs,  chains  on  gram  stain 
catalase  negative 

i 

Fluorescent  .\ntibody  Slide  with 
Beta-Hemolytic  colonies  + FA  buffer 

i 

Dried  and  heat  fixed  with  alcohol 

1 

Stained  with  FA  conjugate 
specific  for  Group  A 

I 

N’iewed  under  ultraviolet  microscope 


Figure  1.  AVest  Virginia  State  Department  of 
Health  fluorescent-antibody  technique. 


nician  interpreted  the  culture  plates  on  the 
weekdays,  and  individual  physicians  interpreted 
the  plates  on  the  weekend.  The  culture  plates 
were  read  as  positive  if  there  was  evidence  of 
Beta-hemolysis  that  was  inhibited  (in  any  size) 
by  a 0.02mg  bacitracin  disc;  all  others  were 
read  as  negative. 

The  est  Virginia  Department  of  Health  Lab- 
oratory uses  the  fluorescent-antibody  technique 
to  diagnose  Group  A Beta-Hemolytic  Strep- 
tococcus. This  technique  is  outlined  in  Figure  1. 

Tl  le  fluorescent-antibody  technique  used  by 
the  State  Laboratory  was  selected  as  the  standard 
against  which  the  office  diagnostic  methods  were 
measured.  It  was  chosen  because  of  its  high 
correlation  with  the  Lancefield  precipitin  method. 
.Also,  studies  have  shown  that  sheep  blood  agar 
plates  with  sulfamethoxazole  plus  trimethoprim 
I SXT-BA  I were  superior  for  isolation  of  Croup 
\ Beta-Hemolytic  Streptococcus  over  either  sheep 
blood  agar  alone  or  with  other  additives. 

Data  were  tabulated  with  each  patient’s  sex. 
age,  signs-and-symptoms  sheet,  the  results  of 
gram  stain,  bacitracin  disc  cultures  (2 1,  and 
State  Laboratory  results. 

After  all  the  data  were  tabulated,  a protocol 
was  devised  for  the  placement  of  patients  into  a 


TABLE  1 

Positivity  of  Techniques  for  Diagnosing 
Streptococcal  Pharyngitis 


Siiv. 

Method  Used 
to  Test  for 
Streptococcus 

ther  of  Patients  "positive** 
for  strep  and 
Total  istimher  of 
Patients  Tested 

CPer  cent 
"positwe" 
for  strep) 

Gram  Stain 

24/ 148a 

(16.2) 

Bacitracin  Disc 

11 /103b 

(10.7) 

Fluorescent- 

Antibody 

13/149 

( 8.7) 

a.  One  patient  not  gram  stained. 

b.  46  patients  not  cultured  due  to  lack  of  plates. 

TABLE  2 

Comparing  In-Office  Techniques  With 
Fluorescent-Antibody  Technique 


Gram  Stain  Bacitracin  Disc 


Fluorescent- 

Antibody 

X 

z 

C/5 

total 

Positive 

Negative 

Z 

I'otal 

Positive 

2 

10 

1 

13 

4 

6 

3 

13 

Negative 

22 

114 

0 

136 

7 

86 

43 

136 

Totals 

24 

124 

1 

149 

11 

92 

46 

149 

Gram  Stain 

Bacitracin  Disc 

Sensitivitv’ 

17% 

40% 

Specificity 

84% 

92% 

90 
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low,  intermediate  and  high-risk  group  for  the 
development  of  streptococcal  pharyngitis.  The 
protocol  was  devised  retrospectively  from  the 
patient’s  State  Laboratory  cultures  and  their 
signs-and-symptoms  sheet. 

Certain  problems  arose  during  the  course  of 
the  study.  For  50  patients,  signs-and-symptoms 
sheets  either  were  not  distributed  by  the  nurses 
or  were  not  filled  out  by  the  physicians.  How- 
ever, these  were  random  and  the  patients  were 
still  included  in  the  study.  New  culture  plates 
were  not  received  in  time,  resulting  in  46  patients 
who  did  not  have  bacitracin  disc  cultures  done. 
Also,  an  additional  11  patients  had  only  one 
culture  plated.  One  patient  inadvertently  did  not 
have  a gram  stain  done.  The  study  was  stopped 
prematurely  on  January  31  when  funding  for 
the  State  Laboratory’s  streptococcal  culture  pro- 
gram was  terminated. 

Results 

Table  1 shows  the  number  and  percentage  of 
positive  cultures  from  the  three  different  tech- 
niques. Although  it  initially  appeared  as  if  there 
might  be  a high  degree  of  reliability  in  the 
results  of  the  bacitracin  disc  cultures.  Table  2 
shows  that  there  was  only  a 40-per  cent  sensi- 
tivity and  92-per  cent  specificity  value.  The  gram 
stain  fared  even  worse  with  a 17-per  cent 
sensitivity  and  84-per  cent  specificity. 

In  comparing  the  two  sexes,  it  was  found  that 
more  females  than  males  were  cultured,  and  a 
greater  percentage  of  female  patients  were 
culture  positive  (Table  3).  With  regard  to  the 


TABLE  3 

Sex  Distribution  and  Percentage  Positive 
Fluorescent-Antibody  Technique 


Total 

Positive 
FA  Technique 

(Per  cent) 

Males 

65 

3 

( 4.6) 

Females 

84 

10 

(11.9) 

TABLE  4 

Age  Distribution  and  Percentage  Positive 
Fluorescent-Antibody  Technique 

Age 

Total  Niiniher 
of  Patients 

Positive 
FA  Technique 

(Per  cent) 

0-5 

24 

0 

( 0 ) 

6-15 

56 

8 

(14.3) 

16-25 

27 

2 

( 7.4) 

26-35 

32 

3 

( 9.4) 

36-45 

4 

0 

( 0 ) 

46-55 

4 

0 

( 0 ) 

56-up 

1 

0 

( 0 ) 

age  category  of  the  patients,  it  was  found  that 
the  6-15  age  group  had  the  largest  number  of 
cultures  and  percentage  found  positive  (Table  4). 
However,  the  range  of  culture  positive  patients 
was  from  7 to  35  with  a mean  of  15.  It  was 
surprising  to  note  that  no  child  under  the  age 
of  7 was  culture  positive. 

The  signs  and  symptoms  were  tallied  on  the 
99  patients  surveyed  (Table  5).  Of  the  99 
patients  by  the  State  Laboratory,  10  were  culture 
positive  and  89  were  culture  negative.  Each  sign 
or  symptom  is  represented  by  a proportion  of 
number  of  patients  culture  positive  ( or  negative  I 
with  presence  of  a particular  sign  or  symptom 
over  the  total  number  of  patients  cultured  positive 
( or  negative  ).  The  test  for  significance  between 
two  proportions  was  used  to  determine  which 
signs  or  symptons  are  significant.  A Z value 
greater  than  ± 1.96  is  significant  at  the  0.05 
level. 

There  was  a statistically  positive  correlation 
between  streptococcal  pharyngitis  and  the  history 
of  sore  throat  ( Z = 3.7 ) and  the  signs  of 
pharyngeal  tonsillar  exudate  (Z  = 4.38),  cervi- 
cal adenitis  iZ  = 5.125),  temperature  greater 
than  99.5  °F  ( Z = 3.43  ) and  pharyngeal  vesicles 


TABLE  5 

Correlation  of  Fluorescent-Antibody  Results 
With  Signs  and  Symptoms 


# Patients 
+ FA; 

presence  S or  S 

Total  # patients 
Sign  or  Symptom  + FA 

# Patients 

- FA; 

presence  S or  S 

Total  # patients 

- FA 

Z Value 

SORE  THROAT 

9/10 

62/89 

3.7 

History  of  Exposure 

1/10 

8/89 

<1.96 

COUGH 

4/10 

.59/89 

3.85 

Headache 

4/10 

.33/89 

<1.96 

Nausea/ Vomiting 

1/10 

7/89 

<1.96 

Diarrhea 

1/10 

7/89 

<1.96 

MYALGIA/ 

ARTHRALGIA 

1/10 

24/89 

3.157 

EXUDATE 

5/10 

27/89 

4.38 

TEMPERATURE 

>99.5°F 

4/10 

20/89 

3.43 

Petecchial 

Hemorrhage 

1/10 

8/89 

<1.96 

RHINORRHEA 

2/10 

36/89 

3.2 

Hoarseness 

3/10 

19/89 

<1.96 

Scarlet  Rash 

0/10 

2/89 

<1.96 

PHARYNGEAL 

VESICLES 

3/10 

15/89 

2.2 

CERVICAL 

ADENITIS 

8/10 

42/89 

5.125 

Erythematous  Throat 

9/10 

78/89 

<1.96 

Conjunctivitis 

0/10 

5/89 

<1.96 
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Pt.  with  2 of  3 of  following: 

1.  Cough 

2.  Myalgias/arthralgias 

3.  Rhinorrhea 

No 


_J 

Pt.  with  2 of  3 of  following: 

1.  Temp.  > 99.5°F 

2.  Cervical  Adenitis 

3.  Pharyngeal/Tonsillar  Exudate 


No 

1 

Pt.’s  age  5-40  Yes 


No >.  Low  Risk 

Figure  2.  Protocol  for  Evaluation  of  Pharyngitis. 


Low  Risk 


High  Risk 


Intermediate  Risk 


(Z  = 2.2).  A statistically  negative  correlation 
was  found  in  patients  with  a history  of  cough 
(Z  = 3.85),  myalgia /arthralgia  (Z  = 3.157) 
and  sign  symptom  of  rhinorrhea  (Z  = 3.2).  All 
other  signs  and  symptoms  w'ere  found  to  be 
statistically  insignificant  iZ  < 1.96). 

Protocol 

The  protocol  devised  retrospectively  from 
patients  and  their  signs-and-symptoms  sheet  is 
found  in  Figure  2.  Patients  who  initially  pre- 
sented with  at  least  two  of  the  following 
symptoms  of  cough,  myalgia /arthralgia  and 
rhinorrhea  are  immediately  placed  in  the  low- 
risk  group  for  streptococcal  pharyngitis.  In  the 
study,  this  represented  two  positive  cultures  of 
39  patients  (5.1  per  cent)  (Table  6).  If  the 
patient  is  negative  for  the  above  symptoms  and 
presents  with  at  least  two  of  the  following  signs 
of  increased  temperature  greater  than  99.5  °F, 
cervical  adenitis  or  pharyngeal /tonsillar  exudate, 
he-she  is  placed  in  the  high-risk  group  for 
streptococcal  pharyngitis.  This  represented  six 
positive  cultures  of  19  patients  (31.6  per  cent) 
(Table  6 ) . 

If  the  patient  is  negative  for  the  above  signs 
or  symptoms  but  is  between  5 and  40,  he-she 
is  considered  of  intermediate  risk  for  strepto- 
coccal pharyngitis.  This  represented  two  positive 
cultures  of  24  patients  ( 8.3  per  cent ) (Table  6). 


A patient  with  none  of  the  above  signs  or 
symptoms  and  outside  of  the  5-to-40  age  group 
is  considered  low  risk  for  streptococcal  pharyn- 
gitis. This  represented  no  positive  cultures  of 
seven  patients  (0  per  cent)  (Table  6). 

Discussion 

Compared  to  the  literature,  our  per  cent  posi- 
tive return  from  our  throat  cultures  sent  to  the 
State  Laboratory  was  low.  The  study’s  return  was 
8.7  per  cent  but  a random  sample  of  percentages 
from  other  studies  ranged  from  a low  of  9.8  per 
cent  to  a high  of  36.8  per  cent  with  a mean  of 
20  per  cent.  Why?  Retrospectively,  it  seems 
tliat  physicians  ordered  many  throat  cultures  on 
patients  with  symptoms  of  cough,  rhinorrhea  and 
myalgias/ arthralgias.  It  was  found  that  these 
patients  are  at  low  risk  for  streptoccal  pharyn- 
gitis. Using  the  protocol,  if  these  patients  were 
eliminated  from  culture,  there  would  have  been 
eight  positive  cultures  in  50  patients.  This 
would  have  been  a positive  culture  rate  of  16  per 
cent,  which  would  have  been  in  line  with  previous 
studies. 

Double  bacitracin  disc  cultures  were  obtained 
in  92  patients.  One  patient  had  a negative  first 
culture  hut  the  second  grew  out  Group  A 
Beta-Hemolytic  Streptococcus.  This  seems  to 
correlate  with  other  studies  which  show  a 10-per 
cent  incidence  of  positive  streptococcal  pharyn- 


92 


The  West  Virginia  Medical  Journal 


gitis  missed  on  first  cultured®'^^  Whether  there 
would  he  a significant  antibody  rise  in  these 
patients  or  if  they  are  just  symptomatic  carriers 
remains  to  be  seen. 

The  poor  showing  of  the  gram  stain  casts 
doubt  on  its  use  in  the  office  setting.  As 
mentioned  earlier,  other  studies  have  shown  the 
gram  stain  to  be  a promising  diagnostic  tool. 
However,  many  of  these  studies  were  carried  out 
at  major  medical  centers  in  conjunction  with 
departments  of  infectious  disease  and  micro- 
biology. The  interpreters  often  were  micro- 
biologists or  technicians  with  many  years  of 
training  in  this  particular  technique.  These 
situations  hardly  lend  themselves  to  the  primary 
care  office  setting. 

The  office  bacitracin  disc  cultures  also  fared 
poorly.  This  was  surprising  considering  the 
good  results  obtained  in  other  studies.  The 
reasons  for  this  are  preplexing.  The  culture 
plates  were  not  always  interpreted  by  the  same 
physicians  on  weekends  with  some  errors  pos- 
sibly resulting.  It  has  been  suggested  in  a recent 
paper-*’  and  by  the  West  Virginia  State  Labora- 
tory-’ that  replating  the  Beta-hemolytic  colonies 
on  a fresh  plate  may  improve  yield.  This  would 
make  the  office  bacitracin  disc  culture  a 48-hour 
procedure  and  would  sacrifice  the  advantage  of 
early  diagnosis.  Also,  it  has  been  found  that 
different  inhibitors  lead  to  different  per  cent 
yields  of  Beta-hemolytic  streptococcus.  Milatovic 
found  that  culture  plates  with  sulfamethoxazole ! 
Trimethoprim  I .SXT-BA  I yield  more  colonies  of 
beta  streptococcus  than  plates  with  neomycin  ' 
nalidixic  acid.^-  As  noted,  the  State  Laboratory’s 
})lates  were  inhibited  by  SXT-BA  while  our 
bacitracin  disc  plates  used  neomycin  nalidixic 
acid. 

However,  the  office  throat  culture  still  has  its 
place  on  the  diagnosis  of  streptococcal  pharyn- 
gitis since  in-hospital  cultures  are  often  very 
expensive  ( $24  and  .$48  with  sensitivities  in  our 
hospital  I . Thus,  this  will  require  further  study. 

The  age  range  of  positive  cultures  was  con- 
sistent with  reports  in  the  literature.  The  range 


TABLE  6 

Positivity  of  Risk  Groups 


# Positive 

Hisk  Group  # Patients 

FA  Cultures 

CPer  cent) 

High 

19 

6 

(31.6) 

Intenuediate 

24 

2 

( 8..3) 

.39'! 

Low 

U6 

( 4.3) 

7 1 

0 1 

seems  to  start  at  the  beginning  of  the  school  years 
and  stop  in  the  mid-thirties.  Patients  who  fell 
outside  this  range  and  do  not  have  symptoms 
of  streptococcal  pharyngitis  are  at  low  risk  and 
need  not  he  cultured. 

The  protocol  has  many  interesting  implica- 
tions. Patients  in  the  low-risk  group  need  not 
be  cultured.  The  two  patients  in  this  group  that 
were  culture  positive,  of  course,  would  be  missed. 
However,  without  knowing  if  there  was  truely  an 
antibody  rise  in  these  patients,  they  could  very 
well  represent  asymptomatic  Group  A Beta- 
hemolytic  Streptococcus  carriers  with  a concur- 
rent viral  pharyngitis.  The  intermediate-risk 
group  at  least  deserves  a throat  culture,  and  the 
high-risk  group  definitely  should  be  cultured  and, 
if  desired,  could  he  started  on  antibiotic  therapy. 

Using  the  protocol,  it  is  possible  to  decrease 
the  number  of  throat  cultures  done  and  antibiotic 
prescriptions  written.  Another  interesting  appli- 
cation is  that  by  using  the  protocol,  physicians 
may  be  able  to  save  patients  office  visits.  For 
example,  a patient  who  calls  complaining  of  a 
sore  throat,  cough,  arthralgias  myalgias  or 
rhinorrhea  I two  of  three  needed  I automatically 
can  he  placed  in  the  low-risk  group  and  treated 
symptomatically  without  coming  to  the  office. 
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Chronic  dysphagia  uith  aspiration  can  lead 
to  malnutrition,  debilitation  and  cardiopulmonary 
complications.  This  is  a case  report  of  a tico- 
year-old  female  child  uith  chronic  brain 
syndrome  who  underwent  a cricopharyngeal 
myotomy  resulting  in  prompt  cessation  of  her 
dysphagia  and  aspiration. 

role  of  the  cricopharyngeus  muscle  in 
swallowing  disorders  with  its  associated 
asjiiration  problems  has  been  recognized  in 
recent  years.  In  19.51.  Kaplan*  reported  the  first 
successful  treatment  of  dysphagia  due  to  bulbar 
poliomyelitis  by  cricopharyngeal  myotomy. 
Since  then,  myotomy  of  this  muscle,  designated 
as  the  upper  esophageal  sphincter,  has  been  per- 
formed for  various  disorders  causing  pharyngeal 
dysiihagia."  ^ 

In  1717.  Valsalva^  first  described  the  anatomy 
of  the  cricopharyngeus  muscle,  and  this  was 
further  clarified  by  Killian'  in  1907.  This  muscle, 
situated  at  the  pharyngoesophageal  junction, 
possesses  two  com])onents:  the  oblique  part  that 
arises  from  the  lateral  borders  of  the  cricoid 
and  the  fundal  part  that  is  a transverse  band 
devoid  of  a posterior  median  raphe  (Figure  1 I. 
Kirchner®  demonstrated  that  the  pharyngeal 
l)lexus  through  the  vagus  nerve  relaxes  this 
muscle  while  the  cervical  sympathetic  ganglion 
contracts  this  muscle  — the  basis  for  Rogers’^ 
treatment  of  spasmodic  dyspliagia  by  sympathetic 
denervation.  The  center  of  the  reflex  arc  is  at 
the  reticular  formation  of  the  brain  stem. 

The  cricopharyngeus  muscle  is  in  a constant 
state  of  tonus  except  for  a brief  period  of  0.5  to 
1.2  seconds  of  relaxation,  enabling  the  passage 
of  food  from  the  pharynx  into  the  esophagus. 
Anatomical’°  and  neurological***^  alterations 
affecting  the  opening  of  the  upper  esophageal 
sphincter  can  result  in  dysphagia  and  subsequent 
tracheal  aspiration. 

Case  Report 

A two-year-old  female  child  with  chronic  brain 
syndrome  presented  with  progressive  dysphagia, 


associated  tracheal  aspiration  and  poor  weight 
gain  for  six  months.  Multij)le  hospitalizations 
were  required  for  recurrent  right-sided  pneu- 
monia. Examination  revealed  excessive  accumu- 
lation of  secretions  in  the  oral  cavity  and  the 
presence  of  persistent  coughing.  The  chest  x-ray 
showed  a right-sided  pneumonia  I Figure  2). 
The  barium  swallow  demonstrated  half  of  the 
barium  entering  the  esophagus  and  the  other 
half  being  aspirated  into  the  trachea  through 
the  larynx  (Figure  3).  A laryngoscopy  and 
cricoj)liaryngeal  myotomy  were  recommended 
after  adequate  intravenous  hvdration  and  admini- 
stration of  antibiotics. 

Cricopharyngeal  Myotomy 

Under  general  endotracheal  anesthesia  the 
child's  larynx  and  hypopharynx  were  examined 
with  a laryngoscope  and  they  were  found  to  he 
normal.  The  child's  neck  was  then  })laced  in  a 
right  lateroextension  and  was  painted  with 
povidone-iodine  ( Betadine ) and  draped.  An 
oblique  skin  incision  along  the  anterior  border 
of  the  sternocleidomastoid  muscle  was  made  and 
carried  to  the  underlying  tissues  from  the  level 


Figure  1.  Innervation  of  the  inferior  constrictor 
and  cricopharyngeal  muscle. 
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of  the  thyroid  cartilage  to  the  second  tracheal 
ring. 

The  carotid  sheath  was  retracted  laterally 
after  displacement  of  the  left  lobe  of  the  thyroid 
gland  anteromedially  and  the  omohyoid  muscle 
inferiorly.  Using  the  inferior  border  of  the 
thyroid  cartilage  and  the  previously  inserted 
esophageal  stent  as  guides,  the  cricopharymgeus 
muscle  was  exposed.  A myotomy  was  done  along 
the  postero-lateral  border  of  the  cricopharyngeus 
muscle  in  layers  with  the  aid  of  a magnifying 
loujie  I 2.5x ) . The  myotomy  was  carried  one 
cm.  above  and  beyond  the  cricopharyngeal 
muscle  until  the  esophageal  mucosa  was  apparent. 
Inadvertent  injury  to  the  recurrent  nerve  was 
avoided  through  this  maneuver. 


Figure  2.  Chest  x-ray  showing  right-sided 
pneumonia. 


Figure  3.  Preoperative  barium  swallow  showing 
tracheal  aspiration  through  the  larynx. 


The  operative  wound  was  irrigated  with 
hydrogen  peroxide  solution  and  was  rinsed  with 
saline  solution.  A drain  was  inserted  after  the 
instillation  of  topical  thrombin  solution  into  the 
operative  wound.  The  incision  was  closed  in 
layers  using  4-0  polyglycolic  acid  ( Dexon  I 
sutures  subcutaneously  and  clips  for  the  skin. 
The  child  was  taken  to  the  recovery  room  with 
the  endotracheal  tube  in  place. 

Postoperative  Course 

Upon  extubation  seven  hours  postoperatively, 
the  patient  developed  severe  respiratory  distress. 
Reintuhation  was  immediately  performed  and 
steroids  administered.  She  was  kept  in  the  inten- 
sive care  unit  and  had  remained  intubated  for 
four  days.  During  this  period  she  was  fed  through 
a nasogastric  tube.  Oral  feeding  was  tolerated 
following  extubation  and  removal  of  the  nasogas- 
tric tube.  The  barium  swallow  two  weeks  after  the 
myotomy  revealed  normal  passage  of  the  barium 


Figure  4.  Postoperative  barium  swallow  showing 
normal  passage,  into  esophagus. 
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into  the  esophagus  (Figure  4).  Examination  of 
this  child  one  year  post-myotomy  showed  normal 
swallowing. 

Discussion 

Management  of  swallowing  disorders  with 
aspiration  is  based  on  the  knowledge  of  their 
various  causes;  thus,  a basic  understanding  of 
the  swallowing  mechanism  is  of  utmost  im- 
portance. The  swallowing  process  consists  of 
the  voluntary  ( oral ) and  the  involuntary 
( pharyngeal ) phases.  The  voluntary  phase  starts 
when  the  food  bolus  or  secretions  are  propelled 
by  the  base  of  the  tongue  into  the  hypopharynx 
with  the  attendant  closure  of  the  nasopharynx 
by  the  soft  palate  and  the  rising  and  constriction 
of  the  laryngeal  introitus.  For  a brief  0.5  to  1.2 
seconds  the  upper  esophageal  sphincter  opens, 
allowing  the  propulsion  of  food  or  secretions  into 
the  esophagus.  This  complex  neuromuscular 
phenomenon  prevents  the  inadvertent  passage  of 
food  or  secretions  into  the  trachea  through  the 
laryngeal  inlet. 

Malfunction  of  the  cricopharyngeus  muscle  is 
manifested  clinically  as  frequent  choking,  at- 
tempts to  swallow,  retention  of  secretions  intra- 
orally,  stasis  of  food  debris  in  the  hypopharynx 
and  progressive  pharyngeal  dysphagia  with  as- 
sociated tracheal  aspiration.  A cineradiogram’^ 
and  manometric*^  studies  are  helpful  in  diagnos- 
ing a cricopharyngeal  dysfunction. 

The  management  of  dysphagia  with  aspiration 
is  dependent  on  the  determination  of  its  cause. 
The  role  of  the  cricopharyngeus  muscle  in  swal- 
lowing and  in  the  prevention  of  tracheal  aspir- 
ation should  be  recognized.  Myotomy  of  the 
cricopharyngeus  muscle  in  the  treatment  of  sw'al- 
low'ing  disorders  with  aspiration  should  be  con- 
sidered. 
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*Jhe  T^zeiident 


A NEW  EXECUTIVE  DIRECTOR 


A FTER  our  1983  August  meeting,  your  Execu- 
tive  Committee,  at  the  direction  of  the  Coun- 
cil, began  a search  for  a Deputy  Director  who 
would  become  the  Executive  Director  upon 
Charlie  Lewis’  retirement.  During  that  time, 
Charlie  became  seriously  ill  and  has  been  hos- 
pitalized several  times.  Due  to  his  continued  ill- 
ness, it  is  now  hoped  that  Charlie  will  be  able  to 
return  to  work  in  an  advisory  capacity.  Thus,  it 
became  necessary  for  the  Committee  to  begin 
interviewing  candidates  for  an  Executive  Di- 
rector. 

After  receiving  many  applications  and  inter- 
viewing numerous  candidates,  your  Executive 
Committee  bas  selected  Merwyn  ( Mert  I Scholten. 
Mert  has  spent  the  past  11  years  with  Michigan 
State  Medical  Society,  which  has  a membership 
of  10,000  physicians.  He  most  recently  served  as 
Chief  of  Public  and  Media  Relations. 

His  many  duties  have  included  being  respons- 
ible for  all  external  communications  and  admin- 
istering a continuing  public  relations  program 
involving  brochures,  cable  television  program, 
news  feature  service,  posters  and  liaison  work 
with  s])eciality  societies.  He  hosted  a weekly  half- 
hour  call-in  live  television  program  which  includ- 
ed arranging  for  all  guests,  script  writing  and 
production  jdanning.  He  co-staffed  the  Member- 
ship Recruitment  and  Retention  committees. 

Also  to  his  credit  is  a book  entitled  Challenge 
of  the  80’s:  A Guide  to  Successful  Medical  Prac- 
tice. He  developed  the  concept,  outlined  and 
hired  writers  for  producing  and  publishing  the 
134-page  book  for  physicians  covering  practice 
management,  communications,  competition  and 
legal-ethical  aspects  of  medical  practice.  Mert 
also  developed  a series  of  seminars  entitled  “Im- 


proving Your  Practice  in  Today’s  Competitive 
Climate.” 

Our  new  Executive  Director  has  an  impressive 
educational  background.  He  was  a high  school 
honor  student  involved  with  numerous  extra- 
curricular activities.  He  earned  a B.A.  with  an 
English  major  and  music  and  German  minors 
from  Holland  College  in  Holland,  Michigan.  His 
M.A.  in  Journalism  and  Communications  with  a 
concentration  in  public  relations,  photography 
and  communications  systems  design  came  from 
the  University  of  Iowa. 

In  these  turbulent  times  in  Medicine,  Mert’s 
extensive  public  relations  and  communication 
skills  background  will  serv'e  our  Association  well. 
During  Mert’s  11  years  with  the  large  Michigan 
Society,  his  ultimate  goal  was  to  become  the  chief 
executive  of  a state  or  national  association,  so  he 
has  sought  a variety  of  assignments  and  chal- 
lenges in  which  to  grow  and  to  develop  his  ex- 
pertise in  a wide  range  of  association  concerns 
and  issues. 

Mert  is  married  and  the  father  of  three  teenage 
children.  His  hobbies  include  photography,  book 
and  map  collecting,  golf,  bowling,  spectator 
sports,  music,  gardening  and  travel. 

Mert  assumed  his  role  as  Executive  Director  of 
our  Association  on  April  24,  and  I am  sure  that 
with  his  extensive  medical  association  experience 
he  will  be  a tremendous  asset  to  organized  Medi- 
cine in  West  Virginia. 

Gari.  R.  Adkins,  M.  D.,  President 
West  Virginia  State  Medical  Association 
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The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


WeVe  been  accustomed  for  so  long  to  fight 
with  government  over  its  efforts  to  put  a full 
nelson  on  Medicine  that  it  doesn’t  occur  to  us 
to  look  around  and  see  who  is  back 
BAD  there  causing  such  pain  as  our  arm 

BUSINESS  gets  twisted.  It’s  got  to  be  that  same 
guy,  we  assume.  It’s  a funny  thing 
though.  It’s  not  that  same  guy. 

It’s  one  of  our  old  friends.  Good  old,  patriotic, 
free  enterprise  and  apple  pie-loving  Mr.  Busi- 
nessman is  there  applying  an  arm  lock  on  us. 
We  thought,  and  he  acted  like,  he  was  just  there 
as  one  of  the  crowd,  cheering  us  along  and 
offering  kind  words  of  sympathy  and  encourage- 
ment every  time  we  suffered  another  body  slam. 

Then  it  turned  into  a tag  team  match,  only 
we  don’t  have  a partner.  What  could  have  hap- 
pened? We  must  have  elbowed  him  in  the  eye 
one  of  those  times  when  we  were  thrown  into 
the  first  row. 

Allegories  aside,  we  are  being  attacked  by 
Business,  and  Government  is  more  an  interested 
observer  than  a participant.  Businessmen  act  as 
though  they  are  in  pain.  They  are  squirming. 
They  always  do  that  w'hen  they  get  squeezed  in 
the  profit  margin. 

Fringe  benefit  packages,  once  the  throw-in, 
the  sweetener  to  close  the  deal,  now  comprise 
37  per  cent  of  employee  wage  costs.  The  largest 
chunk  of  that  is  for  health  care.  Projections  for 
employee  health  care  costs  are  frightening.  What 
cost  an  employer  $1,200 /employee  in  1979 
costs  this  year  at  least  $2,500.  In  the  year  2000 
it  is  projected  that  health  care  costs  for  a family 
of  four  will  be  $10,000. 

American  businessmen  have  never  been  noted 
for  a long-suffering  nature  nor  for  passively 
accepting  injuries  inflicted  by  competitors, 
government  regulators,  the  IRS,  economic  tides, 
or  even  the  fates.  They  cannot  be  expected  to 
let  pass  unchallenged  any  factor  which  threatens 


to  cut  their  profits  or  render  them  uncompeti- 
tive. And  this  includes  medical  care. 

Why  all  the  fuss?  Why  all  the  changes  in 
methods  of  payment  and  methods  of  providing 
care?  It  is  no  mystery  at  all.  Businessmen  are 
reacting  in  highly  predictable  ways  to  cut  a very 
high  cost  of  doing  business — employee  health 
care  costs.  It’s  like  a war. 

A few  of  the  guns  so  far  wheeled  into  the 
fray  are  HMOs,  PPOs,  EPOs,  health  care 
coalitions  and  a variety  of  self-insurance  schemes. 
There  is  more  ordnance  still  on  the  drawing 
board.  Strange  alliances  are  formed  and  disinte- 
grate among  tbe  players  in  this  game — doctors, 
nurses,  dentists,  pharmacists,  psychologists,  in- 
surers, politicians,  labor  groups,  employers — as 
they  maneuver,  each  seeking  to  gain  some  ad- 
vantage. 

In  this  war  one  might  assume  that  the  rapidly 
increasing  number  of  physicians  would  give  us 
an  edge.  It  doesn’t.  It  makes  us  unwieldy.  It 
makes  it  difficult  to  get  us  all  facing  in  the  same 
direction  at  one  time. 

The  energy  with  which  Business  has  ap- 
proached this  problem  is  hinted  at  in  the  fact 
that  in  one  western  state  last  year  36  per  cent 
of  businesses  changed  insurance  carriers.  In  that 
same  state,  for  instances.  Blue  Cross /Blue  Shield 
coverage  of  employees  dropped  from  21  per  cent 
to  12  per  cent  in  two  years,  self  insured’s  in- 
creased from  27  per  cent  to  37  per  cent,  and 
Home  Health  Care  benefits  rose  from  none  to 
36  per  cent  of  the  plans  offered. 

The  business  part  of  Medicine  seems  to  be 
changing  as  rapidly  as  the  scientific.  J.  Paul 
Getty,  a rather  successful  businessman,  was  once 
quoted  as  saying,  “In  times  of  rapid  change  ex- 
jjerience  is  our  worst  enemy.”  For  many  physi- 
cians that  statement  is  incomprehensible.  We  are 
very  careful  people.  In  Medicine  it  is  impossible 


May,  1984,  Vol.  80,  No.  5 


99 


to  toss  experience  aside.  Without  it  we  are  float- 
ing in  space  without  a tether. 

But  we  must  comprehend  the  wisdom  of  such 
a statement  and  apply  it  to  the  business  changes 
occurring  in  Medicine.  If  we  fail  to  do  that,  the 
danger  is  that  we  will  lose  independence  and 
initiative.  We  will  then  become  employed  tech- 
nicians, eunuchs  owned  by  some  business.  And 
the  world  will  suffer  along  with  us. 


In  the  course  of  a week — make  that  a dav  — 
a variety  of  curious  items  pass  across  the  desk 
of  an  editor.  There  are  letters  ( some  compli- 
mentary), manuscripts,  announcements,  offers 
of  bargains  and,  occasionally,  advice, 
SALEM  pleas  for  support  of  unique  causes 
COLLEGE  of  one  sort  or  another,  press  releases, 
and  polls.  Occasionally  among  the 
jumble  a tiny  glitter  catches  the  eye  and  rewards 
the  labor  of  culling  through  it  all. 

Such  a discovery  was  the  arrival  of  a news 
release  on,  of  all  things,  a diet  and  nutrition  pro- 
gram from,  of  all  places,  West  Virginia — Salem 
College,  a small  liberal  arts  college  in  the  heart 
of  the  state.  It  actually  is  more  than  a diet  and 
nutrition  program,  the  full  name  of  which  is 

THE  COiMPTON  PROGRAM  OF  HEALTH 
AWARENESS  THROUGH  NUTRITION  AND 
PHYSICAL  EDUCATION. 

The  attractiveness  of  the  program,  it  is 
obvious,  lies  not  in  the  cleverness  of  its  title  as 
it  does  with  many  trendy  movements  of  the  day 
whose  sole  merit  is  in  such  cleverness.  We  re 
not  sure  just  who  Compton  might  be,  probably 
a prominent  member  of  the  alumni,  of  whom 
Salem  College  has  had  more  than  a few  including 
Senator  Jennings  Randolph,  but  he  has  loaned 
the  Compton  name  to  a worthwhile  promotion. 

The  value  of  the  Salem  program  is  that  it 
integrates  the  teaching  of  good  nutrition  and 
physical  conditioning  into  the  curriculum  of  the 
college  and,  beyond  that,  makes  the  entire  pro- 
gram a part  of  the  living  experience  of  college 
life  at  Salem. 

The  standard  rudiments  of  nutrition  and 
physical  education  are  taught  in  traditional  ways 
in  the  classroom  as  a small  part  of  the  program 
and,  starting  this  fall,  every  student  will  be  re- 
quired to  study  these  subjects.  But  things  really 
get  into  gear  in  the  cafeteria  where  individual 
items  are  labeled  for  mineral,  protein,  carbo- 


hydrate, fat,  calory  and  fiber  content.  Special 
diets  for  a variety  of  conditions  are  prepared  and 
illustrated,  and  students  are  directly  encouraged 
and  stimulated  to  think  about  what  it  is  they 
are  eating. 

The  program  starts  with  a series  of  medical 
and  fitness  tests  to  provide  a general  health  as- 
sessment for  each  participant.  The  results  of 
laboratory  tests,  measurements  and  fitness  tests 
are  computerized,  potential  physical  problems 
are  identified,  and  individual  goals  in  weight, 
health  and  fitness  are  discussed. 

The  aims  of  the  program  are  pushed  by  heavy 
promotion  and  encouragement  to  participate  in 
an  extensive  array  of  fitness  activities  including 
swimming,  karate,  weight  lifting,  aerobic  exer- 
cise and  a full  intramural  sports  schedule.  Free 
films,  guest  speakers  and  special  workshops  are 
open  to  the  surrounding  community. 

Sounds  like  a healthy  place  over  there  at 
Salem.  Some  very  much  larger  places  could  learn 
something  about  eating  and  health  by  taking  a 
look  at  little  old  Salem. 


WVU  Not  The  Only  Treatment  Site 

I write  in  reference  to  an  announcement  in  the  current 
[March]  West  Virginia  Medical  Journal  regarding  the 
addition  of  an  oculoplastic  surgeon  at  WVU. 

W'hile  this  will  undoubtedly  be  an  excellent  addition, 
I do  not  believe  that  the  statement,  “WVU  Hospital  is 
the  sole  eye  treatment  center  in  the  state  that  offers  con- 
sultation in  oculoplastic  and  orbital  surgery  . . .,”  is  ac- 
curate. 

Oculoplastic  siu'gery  has  developed  from  an  interested 
group  of  ophthalmologists  and  plastic  siurgeons  who  have 
developed  expertise  in  orbital  reconstruction  and  aes- 
thetics. 

There  are  several  board-certified  surgeons  in  tbe  State 
of  West  Virginia  who  have  received  excellent  training 
in  ocular  reconstructive  techniques  and  craniofacial  sur- 
gery and  who  are  also  well  skilled  in  the  uses  of  auto- 
genous grafts  of  cartilage  and  bone. 

At  St.  Luke’s  Hospital  in  Bluefield  where  I practice,  I 
believe  a particularly  strong  service  exists  in  the  field  of 
plastic  and  reconstructive  siugery  of  the  eyelids  and 
adnexae.  Here  the  Humana  Corporation  has  established 
a Center  for  Excellence  in  ophthalmology  with  the  doc- 
tors at  the  Blaydes  Clinic.  I believe  there  may  also  be 
other  groups  in  Charleston  and  Wheeling  who  feel  fully 
capable  of  delivering  state-of-the-art  care  in  the  field  of 
plastic  and  reconstructive  surgery  of  periorbital  struc- 
tures, and  that  possibly  some  of  our  other  colleagues  may 
wish  to  use  these  services  if  the  availability  were  pointed 
out  in  >'Our  excellent  Journal. 

John  Taylor,  M.D. 

1600  Bland  Street 

Bluefield  24701 

ED.:  OOPS! 
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GENERAL  NEWS 


Convention  To  Cover  Impaired 
Doetor,  Nuclear  Medicine 


Patricia  W.  Williams,  M.  D.  Steven  A.  Artz,  M.  D. 

The  impaired  physician  and  nuclear  medicine 
will  be  the  subjects  of  two  papers  to  be  presented 
on  Saturday  morning,  August  25,  during  the 
third  general  session  of  the  117th  Annual  Meet- 
ing of  the  State  Medical  Association. 

The  speakers,  the  Program  Committee  an- 
nounced, will  be  Dr.  Patricia  W.  Williams  of 
Morgantown,  on  “The  Impaired  Physician,”  and 
Dr.  Steven  A.  Artz,  Charleston,  “What’s  New 
and  Novel  in  Nuclear  Medicine.” 

Angina  pectoris  will  be  the  third  and  final  dis- 
cussion topic  for  the  concluding  third  generSl 
session. 

The  convention  will  be  held  August  22-25  at 
the  Greenbrier  in  White  Sulphur  Springs. 

Doctor  Williams  is  Assistant  Professor  of  Be- 
havioral Medicine  and  Psychiatry,  West  Virginia 
University  School  of  Medicine;  Doctor  Artz, 
Director  of  the  Nuclear  Medicine  Laboratory, 
General  Division,  Charleston  Area  Medical 
Center,  and  Clinical  Associate  Professor  of 
of  Medicine,  WVU  Charleston  Division. 

The  first  general  session  on  Thursday  morning, 
August  23,  as  announced  previously,  will  be  a 
“Symposium  on  Risk  Management”  with  Dr. 
Roland  J.  Weisser,  Jr.,  of  Morgantown  as  one 
of  the  speakers.  Doctor  Weisser  is  Chairman  of 
the  Association’s  Committee  on  Risk  Manage- 
ment, and  is  Associate  Professor,  WVU  Depart- 
ment of  Family  Practice. 


Antibiotics-Antivirals  Symposium 

A “Symposium  on  Antibiotics  and  Antivirals” 
is  scheduled  as  the  second  general  session  on  Fri- 
day morning. 

The  three  morning  general  sessions  will  offer 
hour-for-hour  credit  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American 
Medical  Association,  and  also  are  expected  to 
be  approved  for  Prescribed  Credit  by  the 
American  Academy  of  Family  Physicians. 

Doctor  Williams,  who  has  served  on  the  As- 
sociation’s Committee  on  Physician  Services 
I Impaired  Physician  Committee  ),  also  is  Adjunct 
Assistant  Professor  of  Law  and  Mental  Health, 
WVU  School  of  Law,  and  Director,  Forensic 
Psychiatry  Clinic,  WVU  Medical  Center. 

She  is  President  of  West  Virginia  Branch  No. 
41,  American  Medical  Woman’s  Association; 
Secretary  of  the  West  Virginia  District  Branch, 
American  Psychiatric  Association,  and  a member 
of  the  American  Academy  of  Psychiatry  and  the 
Law. 

Doctor  Williams  received  both  her  under- 
graduate and  M.  D.  I 1975  I degrees  from  WVLh 

She  was  co-author  of  the  article,  “The  West 
Virginia  Medical  Practice  Act:  Implications  for 
Physician  Discipline,”  in  the  September,  1980, 
issue  of  The  Journal. 

CAMC  Chief  of  Staff 

Doctor  Artz,  current  Chief  of  Staff  at  Charles- 
ton Area  Medical  Center,  also  is  Adjunct  Pro- 
fessor. Nuclear  Medicine  Science  Program,  West 
Virginia  State  College,  Institute;  and  Preceptor  - 
Senior  Student  Elective  in  Nuclear  Medicine, 
Endocrinology,  W\  LI. 

A Past  President  of  the  American  Diabetes 
Association,  West  Virginia  Affiliate,  he  is  a 
Charter  Member  of  the  American  College  of 
Nuclear  Physicians,  a Fellow  of  the  American 
College  of  Nuclear  Medicine,  and  a member  of 
the  American  College  of  Radiology  and  the 
American  College  of  Physicians. 

Doctor  Artz,  a native  of  New  York  City,  was 
graduated  from  Union  College  in  Schenectady, 
New  York,  and  received  his  M.  D.  degree  in 
1962  from  the  State  University  of  New  York 
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Upstate  Medical  Center,  Syracuse.  He  took  his 
postgraduate  training  there  and  at  Maimonides 
Hospital  and  Medical  Center  in  Brooklyn,  New 
York,  and  Montefiore  Hospital  and  Medical 
Center,  Bronx,  New  York. 

Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual 
preconvention  meeting  of  the  Council  at  9:30 
A.  M.  on  Wednesday,  and  the  opening  session 
of  the  House  of  Delegates  at  2:45  P.  M.  Wednes- 
day. 

The  first  general  session  will  be  held  immedi- 
ately following  9 A.  M.  opening  exercises  on 
Thursday. 

AMA  President  to  Address  House 

As  announced  j)reviously.  Dr.  Joseph  F.  Boyle, 
who  will  be  installed  as  AMA  President  in  June, 
will  address  the  first  House  session  Wednesday 
afternoon. 

Richard  A.  Berman,  also  as  announced,  will 
deliver  the  Thomas  L.  Harris  address  during  the 
opening  exercises  Thursday  morning.  Berman 
is  Executive  Vice  President  of  the  New  York 
University  Medical  Center  in  New  York  City. 
Having  worked  with  those  who  developed  the 
DKG  ( Diagnostic  Related  Groups  ) Program  in 
Washington,  he  will  speak  in  the  general  area 
of  DRG  impact  on  physicians. 

The  convention  program  also  will  include 
breakfast,  luncheon  and  other  scientific  or  busi- 
ness meetings  of  the  various  sections  and 
specialty  organizations  affiliated  with  the  Medi- 
cal Association.  Most  of  these  will  be  on  Friday, 
August  24. 

A Saturday  evening  reception  for  members  and 
guests  will  follow  the  second  and  final  House 
session  at  2:30  P.  M.  on  Saturday.  At  that  House 
session.  Dr.  Carl  J.  Roncaglione  of  South 
Charleston  will  be  inaugurated  as  President  to 
succeed  Dr.  Carl  R.  Adkins  of  Fayetteville. 

Industrial,  Scientific  Exhibits 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  in  charge  as  the  Auxiliary’s 
President,  again  will  run  concurrently  with  the 
Association’s  convention. 

Serving  on  the  Program  Committee  are  Dr. 
Maurice  A.  Mufson,  Huntington,  Chairman; 
Doctor  Roncaglione,  and  Drs.  Joe  N.  Jarrett,  Oak 


Hill;  Eric  L.  Radin,  Morgantown;  Derrick  L. 
Eatos,  Wheeling,  and  T.  Keith  Edwards,  Blue- 
field. 

More  specific  information  relative  to  general 
session  topics  and  speakers  will  be  provided  in 
upcoming  issues  of  The  Journal. 


Doctor  Waldman  Instructor 
For  Aging  Institute 

Dr.  Robert  H.  Waldman  of  Morgantown  will 
serve  as  an  instructor  for  the  1984  Summer  In- 
stitute on  Aging  to  be  held  there  June  3-8  on  the 
Evansdale  Campus  of  West  Virginia  University. 

The  annual  state  continuing  education  event 
for  practitioners,  students  and  a cross  section  of 
elderly  and  other  interested  persons  is  sponsored 
by  the  WVU  School  of  Social  Work. 

Doctor  Waldman,  Chairperson  of  the  WVU 
Department  of  Medicine,  will  teach  a two  and 
one-half-day  short  course  on  “Physiological  and 
Health  Aspects  of  Aging’’  on  June  6-8.  The 
course  will  he  oriented  toward  the  non-physician. 

The  17  instructors  for  the  institute  also  will  in- 
clude educators,  lawyers  and  other  health  pro- 
fessionals. 

Co-sponsors  are  the  West  Virginia  departments 
of  Human  Services  and  Health,  and  the  West 
Virginia  Commission  on  Aging. 


Review  A Book 


J'he  following  books  have  been  received  by  the 
lleadcpiarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  lliese  volumes  should  address  their  requests  to 
Editor,  The  IV est  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25321.  We  shall  be 
happy  to  send  the  hooks  to  you,  and  you  may 
kee|)  them  for  your  personal  libraries  after  sub- 
mitting to  77/e  Journal  a review  for  publication. 

Harper's  Review  of  Biochemistry,  by  David 
W.  Martin.  Jr.,  M.  D.;  Peter  A.  Mayes,  Ph.D.. 
I). Sc.;  and  Victor  W.  Rodwell.  Ph.D.  604  pages. 
Price  S20.  Eange  Medical  Publications,  Eos 
Altos,  California  94022.  1983. 

Basic  and  Clinical  Endocrinology,  edited  by 
Francis  S.  Greenspan,  M.  D.;  and  Peter  H. 
Forsham,  iVI.  D.  625  pages.  Price  $25.  Lange 
Medical  Publications.  Eos  Altos,  California 
94022.  1983. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  D.,  WVU  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

May  10,  Huntington,  Coronary  Artery  Surgery 
Seminar 

West  Virginia  University 

May  9,  Charleston,  Second  Annual  WV  Con- 
ference on  Infectious  Diseases 

May  10-12,  Morgantown,  Orthopedic  Reunion 
Days 

June  2,  Charleston,  11th  Annual  Wildwater 
Conference:  Current  Topics  in  Recreational 
Medicine 

June  8-9,  Morgantown,  Anesthesia  Update  ’84 

June  16-17,  Morgantown,  Advanced  Trauma  Life 
Support  Provider  Course,  Morgantown 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Biickhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — May  17, 
“Medication  Update:  Gastrointestinal  Dis- 

orders,” Ronald  D.  Gaskins,  M.  D. 

June  21,  “Update:  Pre-  and  Postoperative 
Care,”  Ronald  A.  Savrin,  M.  D. 

Cahii}'^  Creek,  (iahin  Creek  Medical  (ienter. 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — May  9, 
“Managing  Disability  Problems,”  Patricia 
Posey,  R.  N. 

May  23,  “Hyperlipidemia,”  Glenn  Crotty, 
M.  D.  ( postponed  from  April  11  ) 

Cassauay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — May  2,  “Manage- 
ment of  Acute  Cardiac  Emergencies,”  Maria 
Georgiev,  M.  D. 

June  6,  “The  Use  & Abuse  of  M.A.S.T. 
Trousers,”  Walter  Moran,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — May  8,  “Up- 
date Nephrology,”  Mary  Lou  Lewis,  M.  D. 

Oak  Hill,  Oak  Hill  High  School  ( Oyler  Exit,  N 
19  ) 4th  Tuesday,  7-9  P.  M.  — May  22,  “Long- 
Term  Management  of  Hypertension.”  Stephen 
Gruhh,  M.  D. 

June  26,  “Protocols  for  Continuous  Health 
Care,  ” T.  Ray  Perrine,  M.  D. 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — May  24, 
“Pediatric  Emergencies,”  Kathleen  V.  Previll, 
M.  D. 

/r  eU'h.  Stevens  C.linic  Hos|)ilal,  3td  Wednesday, 
12  Noon-2  P.  M.  — May  16,  “Sexually  Trans- 
mitted Diseases,”  Thomas  Mou,  M.  D. 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — May  23, 
“Diagnosis  and  Management  of  Common 
Dermatological  Problems,”  Robert  Point, 
M.  D. 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — May  3,  “Up- 
date: Office  Oncology,”  Steven  Jubelirer, 

M.  D. 

June  7,  “Protocols  for  the  Differential  Diag- 
noses of  Undetermined  Upper  Gastrointestinal 
Bleeding”  (speaker  to  be  announced). 
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Recreational  Medicine  ’84 
‘Wildwater’  Theme 

“Current  Topics  in  Recreational  Medicine” 
will  be  the  topic  for  the  11th  annual  Wildwater 
Conference  to  be  held  on  Saturday,  June  2,  in 
Charleston. 

The  meeting  site  will  be  the  West  Virginia 
I niversity  Medical  Center  Education  building, 
with  the  program  to  begin  with  registration  at 
7:30  A.  M.  and  end  with  a noon  luncheon  ses- 
sion. 

This  year’s  program  will  include  for  the  first 
time  a Saturday  afternoon  public  session  on 
“Achieving  Longevity  With  Quality.” 

Offered  on  Friday  is  a 15-mile  wildwater  trip 
on  New  River  from  Thurmond  to  Fayette  Station. 

Sponsors  on  Saturday  are  WVU  Charleston 
Division  and  Charleston  Area  Medical  Center. 
The  wildwater  trip  on  Friday  will  have  the  same 
sponsors,  joined  by  the  Department  of  Surgery, 
V \ U Charleston  Division. 

Topics,  Faculty 

.Subjects  for  the  Saturday  morning  scientific 
session  will  include  “Osteoporosis  and  Musculo- 
skeletal Problems”  “Shoulder  and  Knee  Injuries 
in  Recreational  Sports,”  “Cardiovascular  Bene- 
fits of  Exercise,”  “Orthopedic  Problems  in 
Young  People,”  and  “Ophthalmology  and 
Sports.” 

Visiting  members  of  the  faculty  w’ill  be  Drs. 
John  Naughton,  Professor  of  Medicine  and  Dean, 
School  of  Medicine,  State  University  of  New 
York.  Buffalo;  Robert  D.  Reinecke,  Chairman, 
Department  of  Ophthalmology,  Jefferson  Medical 
College,  Philadelphia,  and  Garron  G.  Weiker, 
Department  of  Orthopedics,  Cleveland  Clinic. 

Dr.  Jacques  Charbonniez,  Clinical  Professor 
of  Surgery,  WV’U  Charleston  Division,  wdll  speak 
on  “Life  in  the  Fast  Lane — Skiing”  during  the 
Saturday  luncheon. 

Also  speaking  will  be  Drs.  K.  Douglas  Bowers. 
Jr..  Associate  Professor  of  Orthopedics,  WVU, 
-Morgantown;  Alfred  K.  Pfister,  Clinical  Pro- 
fessor of  Medicine,  WVU  Charleston  Division, 
and  Eric  L.  Radin,  Professor  and  Chairman, 
Orthopedic  Surgery,  W\  U,  Morgantown. 

The  program  is  approved  for  five  hours  of 
credit  in  Category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association, 
and  is  acce])tahle  for  three  Prescribed  hours  by 
the  American  Academy  of  Family  Physicians. 

Registration,  Fees 

Registration  by  May  28  is  requested.  The  fee 
for  physicians  is  $30,  plus  $7  for  lunch. 


The  program  is  designed  for  physicians, 
nurses,  physical  therapists,  trainers,  coaches  and 
others  involved  in  the  care  of  persons  engaged 
in  participatory  sports. 

For  additional  information,  telephone  (304) 
347-1249. 

The  fee  for  the  wildwater  trip  is  $65  per 
person.  For  additional  information  or  reserva- 
tions. call  (304)  348-5511.  Reservations  for  the 
trip  are  limited. 


Final  Plans  For  DeBakey 
Lecture  Announced 

Final  arrangements  were  announced  by  Mar- 
shall I niversity  School  of  Medicine  for  a seminar 
on  "Coronary  Artery  Surgery”  Thursday  after- 
noon, May  10,  featuring  pioneer  heart  surgeon 
Michael  E.  DeBakey,  M.  D.  ( See  story  in  April 
issue  of  The  Journal,  Page  83.) 

The  program  will  begin  with  registration  and  a 
welcome  from  Robert  W.  Coon,  M.  D.,  Vice 
President  and  Dean,  MU  School  of  Medicine, 
from  1 to  1:30  P.  M. 

Speaking  at  1:30  P.  M.  will  be  Joseph  Hanna, 
M.  D.,  on  “Current  Indications  for  Cardiac  Cath- 
eterization;” Robert  C.  Touchon,  M.  D.,  “Impli- 
cations of  the  Coronary  Artery  Surgery  Study 
I CASS),”  at  1:45  P.  M.,  and  Doctor  DeBakey, 
“Factors  Influencing  Long-Term  Survival  after 
Coronary  By-Pass,”  at  2 P.  M. 

A panel  discussion  is  scheduled  at  2:45,  with 
adjournment  at  3:30  P.  M. 

The  seminar,  which  will  be  held  at  MU’s  Mem- 
orial Student  Center,  has  been  approved  for  two 
hours  of  credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association. 

There  will  he  no  registration  fee. 

Doctor  Hanna  is  MU  Assistant  Professor,  Sec- 
tion of  Cardiology,  Department  of  Medicine; 
Doctor  Touchon,  MU  Associate  Professor  and 
Chief,  Section  of  Cardiology.  Department  of 
Medicine. 

Doctor  DeBakey,  who  also  will  address  gradu- 
ating MU  medical  students  Thursday  evening. 
May  10,  is  Chancellor,  Baylor  College  of  Medi- 
cine. and  Director,  The  National  Heart  and 
Blood  V essel  Research  and  Demonstration  Cen- 
ter, Houston,  Texas. 

For  further  information,  contact  Charles  W. 
Jones,  Ph.D.,  MU  Continuing  Medical  Education 
Director.  Call  ( 304  ) 526-0515. 
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Half  Of  84  WVU  Graduates 
To  Train  In  State 

Forty-two  of  the  84  members  of  the  West  Vir- 
ginia University  School  of  Medicine  class  of 
1984  will  take  their  residency  training  in  West 
Virginia,  and  40  of  the  group  will  be  in  primary 
care  specialties. 

Dean  Richard  A.  DeVaul,  M.  D.,  said  22  grad- 
uates w4ll  enter  residencies  at  WVU  Hospital  and 
18  at  Charleston  Area  Medical  Center  (CAMC). 
One  each  will  train  at  Ohio  Valley  Medical  Cen- 
ter in  Wheeling  and  at  Marshall  University  Af- 
filiated Hospitals  in  Huntington. 

Other  hospitals  and  medical  centers  where  two 
or  more  WVU  medical  graduates  will  train  are 
Medical  College  of  Virginia,  Richmond,  four; 
North  Carolina  Baptist  Hospital  at  Winston- 
Salem,  four,  and  Roanoke  (Virginia)  Memorial 
and  Hershey  ( Pennsylvania  ) Medical  Center,  two 
each. 

Primary  care  specialties  chosen  by  the  gradu- 
ates, and  the  number  in  each,  include  internal 
medicine,  20;  pediatrics,  12;  family  practice,  six, 
and  WVU’s  combined  internal  medicine/behav- 
ioral  medicine  program,  two. 

General  Surgery  Top  Choice 

For  the  first  time  in  many  years,  more  gradu- 
ates chose  general  surgery  than  selected  internal 
medicine,  usually  the  predominant  specialty. 
Tw’enty-one  graduates  will  begin  their  residencies 
in  general  surgery,  in  addition  to  tw’o  in  orth- 
opedic surgery  and  one  in  neurosurgery. 

Other  residency  choices  among  seniors  are: 
anesthesiology,  six;  psychiatry  and  radiology, 
three  each;  neurology,  ophthalmology  and  path- 
ology, two  each;  and  emergency  medicine,  phys- 
ical medicine  and  rehabilitation,  one  each. 

Class  of  ’84 

Members  of  the  class  of  1984,  their  hometowms 
and  destinations  are: 

M.  Patrick  Allender,  Morgantown,  University 
of  Kentucky  Hospital,  Uexington;  Dona  Marie 
Alvarez,  Morgantown,  WVU  Department  of 
Orthopedic  Surgery;  James  P.  Anderson,  Vienna, 
WVU  Department  of  Neurology;  William  G. 
Bell,  Friendly,  Allegheny  General  Hospital,  Pitts- 
burgh; Robert  Van  Blair,  Parkersburg,  Sinai 
Medical  Center,  Detroit;  Paula  J.  Brake,  Elkins, 
CAMC;  Sorin  J.  Brull,  Triadelphia,  Yale  Uni- 
versity Hospitals,  New  Haven,  CT;  Terry  W. 
Capel,  Ridgeley,  Dwight  Eisenhow'er  Hospital, 
Ft.  Gordon,  GA;  Grace  N.  Cater,  Wheeling, 
Medical  College  of  Virginia  Hospitals,  Rich- 
mond; 


Joseph  P.  Catlett,  Martinsburg,  WVU  Depart- 
ment of  Internal  Medicine;  Susan  L.  Cavender, 
Charleston,  CAMC;  Joseph  0.  Converse,  Morgan- 
town, Hershey  Medical  Center,  Hershey,  PA; 
Steven  A.  Cremer,  Parkersburg,  University  of 
Michigan  Hospital,  Ann  Arbor;  William  A.  B. 
Dalzell,  Wheeling,  CAMC;  Dirk  C.  Davidson, 
Morgantown,  South  Carolina  Medical  Center 
Hospitals;  Russell  F.  DeVore  HI,  Patterson 
Creek,  North  Carolina  Baptist  Hospital,  Winston- 
Salem;  Lucy  M.  Biddle  Downey,  Charleston, 
North  Carolina  Baptist  Hospital,  Winston-Salem; 
iMelinda  J.  Elliott,  Glen  Dale,  University  of 
Florida  Hospital,  Gainesville;  David  A.  Faris, 
Bridgeport,  WVU  Department  of  Ophthalm- 
ology; 

Semele  Foundas,  Charleston,  University  of 
Cincinnati  Hospital;  Jerry  Lee  Frame,  Barbours- 
ville,  CAMC;  Stephen  J.  Freshwater,  Wellsburg, 
Aultman  Hospital,  Canton,  OH;  Jeffrey  E. 
George,  Huntington,  Roanoke  IVA)  Memorial 
Hospital;  Terry  L.  Good,  Hurricane,  CAMC; 
Frederick  L.  Gottlieb,  Parkersburg,  University  of 
California  Hospital,  Davis;  Lorraine  M.  Hahn, 
Wheeling,  Institute  of  Living,  Hartford,  CT; 
Robin  L.  Harless,  Dunbar,  University  of  Ken- 
tucky Hospital,  Lexington;  Robin  L.  Harman, 
Ridgeley,  Medical  College  of  Virginia,  Rich- 
mond; David  H.  Hauge,  St.  Louis,  MO,  Medical 
College  of  Georgia,  Augusta; 

Robert  E.  Heflin  II,  West  Union,  WVU  De- 
partment of  Anesthesiology;  Laith  E.  Hyman, 
Huntington,  George  Washington  University  Hos- 
pital, Washington,  DC;  Carol  L.  Johnson, 
Charleston,  CAMC;  Edward  Bruce  Jones,  Brad- 
shaw, Roanoke  ( VA  I Memorial  Hospital;  Thomas 
Michael  Karrs,  New  Kensington,  PA,  WVU  De- 
partment of  Internal  Medicine;  Kathleen  Ann 
Kelley,  Orchard  Park,  NY,  Erie  County  Medical 
Center,  Syracuse  University  of  New  York, 
Buffalo;  Mark  Carter  Kenamond,  Wheeling, 
Ohio  V^alley  General  Hospital,  Wheeling;  William 
S.  Ketcham,  South  Charleston.  North  Carolina 
Baptist  Hospital.  Winston  - Salem;  Elaine  M. 
Kimmel,  Parkersburg.  Medical  College  of  Vir- 
ginia, Richmond;  Keith  Alan  Knupp,  Westover. 

CAMC: 

Thomas  A.  Kopitnik,  Wheeling,  WVU  Depart- 
ment of  Surgery:  Josephine  Mankoon  Kwei,  Glen 
Ferris,  St.  Francis  General  Hospital,  Pittsburgh: 
Joseph  M.  Labud  II,  Smock.  PA,  Latrobe-Jeffer- 
son  L niversity  Affiliated  Hospitals,  Latrobe, 
PA;  Edward  D.  Lance,  Spencer,  CAMC;  Valerie 
A.  Lazzell.  Morgantown,  WVU  Department  of 
Surgery;  Medard  L.  Lefevre,  Jr.,  Charleston. 
WVU  Department  of  Psychiatry;  John  A.  Leon, 


May,  1984,  Vol.  80,  No.  5 


105 


Wellsburg,  W\  U Department  of  Diagnostic 
Radiology;  Timothy  G.  Lesaca,  Man,  WVU  De- 
partment of  Psychiatry;  Beth  E.  Levine,  West- 
over,  WVU  Department  of  Anesthesiology; 
Steven  B.  Lippitt,  Charleston,  Youngstown 
I OH  I Hospital; 

Richard  F.  Loeser,  Huntington,  North  Caro- 
lina Baptist  Hospital,  Winston-Salem;  Steven  A. 
McCormick,  Logan,  WVU  Department  of  Path- 
ology; Mark  R.  McGinnis,  Beckley,  Marshall 
University  Affiliated  Hospitals;  Cary  L.  Matheny 
II,  Huntington,  University  of  Louisville  I KY ) 
Hosj)itaI;  John  R.  Meek,  Morgantown,  CAMC; 
Rohin  Ann  Meek,  Buckhannon,  CAMC;  Charles 
A.  Moore,  Morgantown,  WVU  Department  of 
Ophthalmology;  Thomas  J.  Murphy,  Charleston, 
CAMC;  Jeffrey  S.  Neal,  Buckhannon,  CAMC; 
Samuel  S.  Newman,  Huntington,  CAMC; 

Michael  G.  Nunley,  Charleston,  CAMC; 
Matthew  David  Ohl,  Huntington,  Mt.  Carmel 
Hospital,  Columhus,  OH;  David  P.  Parr,  Weir- 
ton,  WVU  Department  of  Internal  Medicine; 
Salvatore  Parascandola,  West  Babylon,  NY, 
Hershey  I PA ) Hospital;  David  B.  Penden, 
Morgantown,  WVU  Department  of  Pediatrics; 
Lakshmikumar  Pillai,  Tallmadge,  OH,  WVU 
Department  of  Surgery;  Susan  Briley,  Pratt, 
\^lieeling.  University  of  Illinois  Affiliated  Hos- 
pitals, Chicago;  William  D.  Ramsey,  Mt.  Nebo, 
Akron  I OH  I General  Hospital;  Roger  A.  Ray, 
Huntington,  CAMC;  Larry  A.  Rhodes,  Charles- 
ton, WVU  Department  of  Pediatrics;  John  K. 
Seegar,  Cherry  Grove,  University  of  Arizona 
Hospital,  Tucson; 

James  M.  Shreve,  Morgantown,  Medical  Col- 
lege of  Virginia,  Richmond;  Jeffrey  B.  Sinclair, 
Newell,  WVU  Department  of  Family  Practice; 

alter  S.  Stalenski,  Clarksburg,  Medical  College 
of  Ohio,  Toledo;  Bonnie  Buchwach  Swanson, 
Indianapolis,  Methodist  Hospital,  Indianapolis; 
Ann  L.  Thrush,  Clarksburg,  WVU  Department 
of  Diagnostic  Radiology;  Thomas  F.  Thrush, 
Morgantown,  WVU  Department  of  Surgery; 
Frank  J.  Trupo,  Wheeling,  CAMC;  Joel  T. 
VanSickler,  Three  Churches,  WV,  WVU  Depart- 
ment of  Internal  Medicine;  Rozella  Jenee  Walker, 
Compton,  CA.  CAMC;  Ralph  W.  Webb,  Hunting- 
ton,  CAMC; 

Frederick  H.  D.  Weidman,  Charleston,  Baylor 
University  Hospital,  Dallas;  Timothy  P.  Weyrich, 
Morgantown,  Mercy  Hospital,  Pittsburgh;  Mary 
A.  Young,  Pence  Springs,  Georgetown  University 
Hospital,  Washington,  DC;  and  Frederick  A. 
Zeller,  Morgantown,  Mayo  Graduate  School, 
Rochester,  MN. 


$8  Million  Gift  Largest 
In  WVU’s  History 

An  $8  million  gift  from  Mrs.  Hazel  Ruby 
McQuain  of  Morgantown  to  assist  in  construction 
of  a new  University  Hospital  was  announced  in 
April  by  West  Virginia  University  President 
Gordon  Gee. 

The  gift  is  the  largest  in  the  history  of  WVU 
and  one  of  the  largest  single  philanthropic  gifts 
on  record  in  West  Virginia. 

In  accepting  the  gift  during  a news  conference. 
Doctor  Gee  said  Mrs.  McQuain’s  “unparalleled 
generosity”  means  that  “in  the  years  ahead  thous- 
ands of  West  Virginians  will  have  their  health 
restored  in  the  new  facility  that  she  helped  make 
possible.” 

Doctor  Gee  said  the  Hospital  Board  of  Di- 
rectors will  be  asked  to  honor  the  donor  by 
naming  the  new  350-hed  component  of  the  WVU 
Medical  Center  “The  Ruby  Memorial  Hospital.” 
The  1984  Legislature  created  a non-profit  cor- 
poration to  assume  operation  of  WVU  Hospital 
and  to  construct  a replacement  hospital  without 
delay. 

Widow  of  Industrialist 

Mrs.  McQuain,  who  attended  the  news  con- 
ference, is  the  widow  of  Morgantown  industrial- 
ist J.  W.  Ruby,  who  died  in  1972.  She  recently 
endowed  the  Edmund  J.  Flink  Chair  of  Medicine 
in  the  WVU  School  of  Medicine  to  honor  Doctor 
Flink,  who  has  served  as  the  family’s  physician. 

Hosj)ital  Administrator  David  J.  Fine  described 
the  gift  as  “an  invitation  for  like-minded  bene- 
factors to  come  forward  early  and  assist  the  Med- 
ical Center  in  achieving  the  outstanding  facility 
they  and  the  i)eople  of  West  Virginia  deserve.” 

WVl^  Foundation  President  James  A.  Robin- 
son said  the  gift  “represents  a tremendous  start 
toward  meeting  the  goal  of  $15  to  $18  million 
in  private  funds  needed  to  supplement  the  $65 
million  authorized  hy  the  Legislature  through 
the  sale  of  bonds.” 

Such  funding  will  provide  for  construction  of 
a .350-hed  hospital  to  replace  the  current  450-bed 
facility,  while  additional  donations  will  be  sought 
for  specialized  cancer  and  pediatric  facilities. 

President  Cee  sai  d Mrs.  McQuain’s  gift  will 
be  in  trust  and  will  accrue  to  the  new  corporation 
after  the  initial  fund  raising  has  permitted  the 
Hosj)ital  project  to  be  financed  and  under  con- 
tract. 

‘Make  the  Difference' 

John  F.  Jones,  M.  D..  WVU  Vice  President  for 
Health  Sciences,  said  the  gift  will  “make  the  dif- 
ference between  building  an  austere  hospital  re- 
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fleeted  in  one  construction  proposal  already  re- 
ceived, and  a top  quality  hospital  better  able  to 
support  the  demands  of  tertiary  care  service.” 

Doctor  Gee  said  both  the  timing  and  conditions 
of  the  gift  were  important  to  the  overall  effort 
to  replace  the  present  hospital  with  a top-grade 
health  care  institution  that  will  minister  to  the 
health  needs  of  the  entire  state. 

J.  W.  Ruby  was  an  Ohioan  who  came  to  West 
Virginia  in  the  late  1930s  and  established  the 
Sterling  Faucet  enterprises  in  the  Morgantown 
area.  At  one  time  the  firm  employed  some  1,200 
persons  in  Morgantown  and  adjoining  Preston 
County. 

Mrs.  McQuain  is  active  in  directing  the  family 
businesses.  She  has  served  as  a member  of  the 
WVU  Board  of  Advisors  and  is  a member  of  the 
WVU  Foundation  Board  of  Directors. 


Marshall  Announces  Faculty 
Promotions,  Tenure 

Fourteen  Marshall  University  School  of  Medi- 
cine faculty  members  ( five  of  them  volunteers ) 
have  received  promotions,  and  12  have  been 
given  tenure,  the  school  has  announced. 

Full-time  faculty  promoted  were:  Drs.  Robert 

B.  Belsbe  to  Professor  of  Microbiology  I he  also 
is  a Professor  of  Medicine),  Susan  DeMesquita 
to  Associate  Professor  of  Physiology,  Terry  W. 
Fenger  and  John  W.  Foster  to  Associate  Profes- 
sor of  Microbiology,  Carl  A.  Gruetter  to  Associ- 
ate Professor  of  Pharmacology,  Charles  W.  Jones 
to  Associate  Professor  of  Family  and  Community 
Health,  Bryan  Larsen  to  Research  Associate  Pro- 
fessor of  Obstetrics /Gynecology,  William  D. 
McCumbee  to  Associate  Professor  of  Physiology, 
and  William  I.  Sivitz  to  Associate  Professor  of 
Medicine. 

Volunteer  faculty  promoted  were:  Drs.  Joseph 
Maiolo  to  Clinical  Professor  of  Medicine,  John 
P.  Sheils  to  Clinical  Professor  of  Pathology, 
Richard  G.  Starr  to  Clinical  Professor  of  Medi- 
cine, Eugene  L.  Walsh  to  Clinical  Associate  Pro- 
fessor of  Medicine,  and  Rajkumar  K.  Warrier  to 
Clinical  Assistant  Professor  of  Medicine. 

Tenure  Received 

Receiving  tenure  were:  Drs.  Robert  B.  Belshe, 
Professor  of  Medicine;  Bruce  S.  Chertow,  Profes- 
sor of  Medicine;  James  A.  Coil,  Professor  of 
Surgery;  Elizabeth  Devereaux,  Associate  Pro- 
fessor of  Psychiatry;  David  Heydinger,  Pro- 
fessor of  Eamily  and  Community  Health;  Albert 

C.  Moat,  Professor  of  Microbiology;  Michael  R. 


Moore,  Associate  Professor  of  Biochemistry;  Ned 
S.  Moss,  Associate  Professor  of  Pathology; 
Gary  0.  Rankin,  Associate  Professor  of  Pharma- 
cology; Kenneth  S.  Scher,  Associate  Professor  of 
Surgery,  and  Nancy  S.  Scher,  Associate  Professor 
of  Medicine. 


New  Physician-Related  State 
Legislation  Summarized 

More  than  150  bills  were  introduced  during 
tbe  1984  state  legislative  session  which  generally 
could  be  placed  under  the  category  of  “health 
legislation.” 

Of  the  approximately  30  bills  within  the  above 
category  which  passed  both  houses,  only  a hand- 
ful will  have  any  direct  impact  on  West  Virginia 
physicians. 

West  Virginia  Natural  Death  Act 

S.B.62.  This  bill  states  that  “Any  person  eigh- 
teen years  or  older  may  execute  a declaration 
directing  the  withholding  or  withdrawal  of  life- 
sustaining  procedures  from  themselves  should 
they  be  in  a terminal  condition.”  Eurther  provi- 
sions set  out  the  necessary  elements  of  such  a 
declaration,  physician  certification  and  charting, 
immunity  from  liability,  patient  transfer,  and  re- 
vocation. 

Note:  All  physicians  who  routinely  deal  with 
terminal  patients  should  become  familiar  with 
this  bill  which  will  be  written  into  tbe  Code  as 
W.  Va.  Code  Ann.  sec.  16-30-1. 

Physician  Assistant  Prescribing 

H.B.  1292.  This  bill  allows  certain  Type  A 
physician  assistants  ( PAs  ) to  write  prescriptions. 
Schedule  I and  II  drugs,  anticoagulants,  antine- 
oplastics, antipsychotics,  radiopharmaceuticals, 
general  anesthetics  and  radiographic  contrast 
materials  may  not  be  prescribed.  Schedule  HI 
drugs  are  limited  to  a 48-hour  supply  without  re- 
fill by  the  PA.  Eligibility  requirements  include 
at  least  two  years’  experience,  a pharmacology 
course  approved  by  the  Board  of  Medicine,  and  a 
minimum  of  10  hours  of  CME  in  rational  drug 
therapy  per  certification  period.  The  Board  of 
Medicine  is  required  to  promulgate  rules  and 
regulations  regarding  a formulary.  Each  PA’s 
formulary  must  be  listed  on  the  written  prescrip- 
tion, and  each  pharmacist  accepting  call-in  pre- 
scriptions must  have  a copy  of  the  PA’s  formu- 
lary. 

Abortion  Notification 

H.B.  1278.  This  bill  requires  parental  notifica- 
tion by  a physician  before  performing  an  abor- 
tion on  an  unemancipated  minor.  Other  provi- 
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sions  of  the  bill  provide  methods  for  waiver  of 
the  notice  by  a second  physician  not  having  a 
professional  or  financial  relationship  with  the 
physician  proposing  to  perform  the  abortion,  or 
through  a court  proceeding.  Notice  also  may  be 
waived  “if  the  continuation  of  the  pregnancy  con- 
stitutes an  immediate  threat  and  grave  risk  to  the 
life  or  health  of  the  pregnant  minor  and  the  at- 
tending physician  so  certifies  in  writing  setting 
forth  the  nature  of  such  threat  or  risk  and  the 
consequences  which  may  be  attendant  to  the  con- 
tinuation of  the  pregnancy.  Such  writing  shall  be 
maintained  with  the  other  medical  records  relat- 
ing to  such  minor  which  are  maintained  by  the 
physician  and  the  facility  at  which  such  abortion 
is  performed.” 

Temporary  Permits 

S.S.4S2.  This  bill  continues  to  allow  physicians 
holding  temporary  permits  to  practice  medicine 
and  surgery,  notwithstanding  failure  to  pass  the 
FLEX  examination,  until  July  1,  1985.  However, 
such  physicians  will  be  required  to  be  enrolled 
“in  an  educational  program  approved  by  the 
hoard  I of  Medicine ) that  will  assist  him  in  pre- 
paring for  the  examination  and  that  the  program 
sponsored  by  the  L niversity  of  Charleston  shall 
be  deemed  to  be  so  approved.”  This  new  pro- 
vision applies  to  temporary  permitees  in  tbe 
state  prior  to  1980.  Those  who  obtained  tbeir 
temporary  permits  later  are  allowed  only  two 
attempts  at  the  FLEX,  after  which  they  must 
demonstrate  improved  academics  before  being 
allowed  to  take  the  examination  again. 

The  name,  address  and  type  of  license  or 
permit  held  by  any  physician  in  West  Virginia 
is  now  public  information  obtainable  from  the 
Board. 

Other  Bills 

S.B.  26.  Extends  same  rights  to  disabled  per- 
sons accompanied  by  support  dogs  as  seeing-eye 
dogs. 

S.B.  100.  Clarifies  role  of  orthotic  and  pros- 
thetic device  fitters  working  under  prescription 
or  direction  of  physician. 

S.B.  585.  Creates  West  Virginia  Hospital  Fi- 
nance Authority  to  issue  bonds  for  construction  ' 
acquisition. 

H.B.  1615.  Removes  December,  1984,  dead- 
line for  Health  Care  Cost  Review  Authority  to 
receive  federal  waiver. 

Copies  of  bills  may  be  obtained  by  writing  to 
the  respective  Senate  or  House  Clerk  and  asking 
for  Enrolled  Senate  or  House  Bill  (bill  number) 
at  the  State  Capitol,  Charleston  25305. 


Residency  Sites  Announced 
For  MU  Graduates 

Two-thirds  of  the  graduating  class  of  the 
Marshall  University  School  of  Medicine  will  serve 
their  residencies  in  West  Virginia  or  adjoining 
states.  Dean  Robert  W.  Coon,  M.  D.,  announced. 

The  MU  graduates  ( by  hometown  I and  their 
residency  sites  are: 

Bechley  — Phillip  N.  Zambos,  Ohio  Valley 
Medical  Center,  Wheeling;  Charleston — David 
K.  Calvert,  Lniversity  of  Tennessee  Memorial 
Hospital;  Christopher  J.  Whitten,  Medical  Col- 
lege of  Pennsylvania;  A.  Hunter  Wilson,  Ohio 
Valley  Medical  Center,  Wheeling;  Daniels  — 
Timothy  D.  Canterbury,  Marshall  University  Af- 
filiated Hospitals;  Dunbar  — Marsha  L.  Bailey, 
Indiana  University  Medical  Center;  Elkins  — 
Evelyn  Rector  Banks,  Indiana  University  Medical 
Center;  C.  Douglas  Phillips,  University  of  Vir- 
ginia Medical  Center; 

French  Creek  — Jimmy  V.  Wolfe,  Baptist 
Memorial,  Memphis,  TN;  Huntington  — H. 
Edward  Avers,  Jr.,  University  of  Kentucky  Medi- 
cal Center;  Mark  A.  Byard,  Ohio  State  University 
Hospitals;  Robert  T.  Gallaher,  MU;  Joseph  M. 
Kowalski,  MU;  Paul  V.  Kowalski;  Akron  General 
Hospital;  Perry  Meadows,  MU;  Bobby  A.  Miller 
II,  West  Virginia  F niversity  Hospital;  Louis  R. 
Molina,  LTniversity  of  Miami  Affiliated  Hospitals; 
Brenda  C.  Peart,  MU;  Matthew  A.  Rohrbach, 
University  of  Tennessee  College  of  Medicine; 
Susan  A.  Terry,  University  of  South  Florida 
Affiliated  Hosj)itals: 

Martinsburg  — Charles  P.  Stuckey,  Medical 
College  of  Virginia;  Morgantown  — Kathleen 
E.  Lucas,  Moses  H.  Cone  Memorial  Hospital, 
(ireenshoro,  NC;  Ezra  B.  Riber,  MU;  Daniel  D. 
Sumrok,  Jr.,  MU;  Nimitz  — A.  Matthew  Ellison, 
Spartanburg  ( SC  I General  Hospital;  Oak  Hill  — 
Jill  Vargo  Agee,  Charleston  Area  Medical  Center; 
Boca  — Michael  A.  Istfan,  CAMC;  Point  Pleas- 
ant — Paul  R.  Durst,  St.  Thomas  Hospital, 
Akron.  OH;  Proctorville,  Ohio  — Robert  A. 
Hess.  Riverside  Methodist  Hospital,  Columbus, 
OH; 

St.  Albans  — G.  Mark  Moreland,  CAMC; 
South  Charleston  — Jeffrey  W.  Whigbtsel,  St. 
Johns  Mercy  Hospital,  St.  Louis,  MO;  Union  — 
James  W.  Banks  HI,  St.  Vincent  Hospital,  Ind- 
ianapolis, IN;  Welch  — Donna  R.  Gates,  Moses 
H.  Cone  Memorial,  Greensboro,  NC;  Wheeling 
— Thomas  B.  Maloney,  Children’s  Hospital  Med- 
ical Center.  Cincinnati;  Donnah  S.  Wolodkin, 
Cleveland  Clinic  Foundation;  and  Worthington, 
Kentucky  — Daniel  L.  Hall,  St.  Thomas  Hos- 
pital, Akron,  OH. 
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State  Anesthesiologists 
Plan  Conference 

Visiting  speakers  from  Minnesota,  Iowa,  and 
Pennsylvania  will  be  among  the  faculty  for 
Anesthesia  Update  ’84  on  June  8-9  in  Morgan- 
town. 

The  continuing  medical  education  program, 
with  the  exception  of  a 4 P.  M.  session  on  Friday, 
June  8,  at  the  West  Virginia  University  Medical 
Center  ( Room  3122A  ),  will  be  held  at  the  Shera- 
ton Lakeview. 

Presenting  the  opening  Friday  afternoon  ses- 
sion, “Cardiovascular  Anesthesia  Update  — 
1984,”  will  be  Dr.  John  Tinker,  Professor  and 
Chairman,  Department  of  Anesthesiology,  Uni- 
versity of  low'a  Hospitals  and  Clinics,  Iowa  City. 

Sponsors  are  the  West  Virginia  State  Society 
of  Anesthesiologists  and  WVU. 

The  after-dinner  speaker  Friday  at  the  Shera- 
ton Lakeview  will  be  Dr.  Bernard  Wolfson, 
Clinical  Professor  of  Anesthesia,  Mercy  Hospital, 
Pittsburgh. 

Speakers  and  topics  on  Saturday  will  include 
“Pharmacologic  Resuscitation  of  the  Brain”  — 
Dr.  John  D.  Michenfelder,  Professor  of  Anesthes- 
iology, Mayo  Clinic,  Rochester,  Minnesota;  “Pre- 
vention, Recognition  and  Management  of  Periop- 
erative Myocardial  Ischemia” — Doctor  Tinker; 

Atracurium,  Vecuronium 

“Atracurium  and  Vecuronium:  The  New  Gen- 
eration”— Dr.  Barry  L.  Zimmerman,  WVU  Asso- 
ciate Professor  of  Anesthesiology;  “New  Uses  of 
Naloxone” — Dr.  Harakh  V.  Dedhia,  WVU  Asso- 
ciate Professor  of  Anesthesiology  and  Director, 
Intensive  Care  Unit,  Department  of  Anesthesi- 
ology; 

“Anesthetic  Problems  Associated  with  the  Sit- 
ting Position”  — Doctor  Michenfelder;  “Pain 
Mechanisms” — Dr.  Jim  Long,  Instructor,  WVU 
Department  of  Anesthesiology;  and  “Alcohol  and 
Anesthesia” — Doctor  Wolfson. 

The  program  has  been  approved  for  seven 
hours  of  credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association,  seven  CEs  of  the  American  Associa- 
tion of  Nurse  Anesthetists,  and  seven  Prescribed 
hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

Reservations  for  rooms  at  Sheraton  Lakeview 
should  be  made  before  May  25. 

There  is  no  fee  for  members,  a fee  of  $60  for 
non-member  physicians,  a fee  of  $20  for  practic- 
ing nurses,  and  no  fee  for  residents  and  students. 

For  additional  information,  contact  the  WVU 
Department  of  Anesthesiology.  Telephone  (304) 
293-5411. 


Total  Hip  Replacements 
Course  Highlight 

Dr.  David  S.  Hungerford,  orthopedic  surgeon 
at  Johns  Hopkins  University  in  Baltimore,  will  be 
the  featured  guest  speaker  for  an  educational 
program  at  West  Virginia  University  School  of 
Medicine  in  Morgantown,  May  11-12. 

Doctor  Hungerford,  Associate  Professor  of  Or- 
thopaedic Surgery  and  Chief,  Division  of  Arth- 
ritis Surgery  at  Johns  Hopkins,  will  lecture  on 
“New  Designs  of  Total  Hip  Replacements”  Sat- 
urday morning.  May  12,  followed  by  grand 
rounds. 

The  WVLI  Department  of  Orthopedic  Surgery 
is  sponsor  for  the  program.  Fifth  Annual  Ortho- 
pedic Reunion  Day. 

Orthopedic  research  at  WVU  will  be  discussed 
through  laboratory  presentations  Friday,  May  11, 
from  10  A.  M.  to  noon.  Case  presentations  by 
Doctor  Hungerford,  Dr.  Eric  L.  Radin,  Chairman 
of  the  WVU  Department  of  Orthopedic  Surgery, 
and  WVLT  orthopedic  alumni  and  friends  will  be 
held  from  2 to  5 P.  M.  Friday.  A dinner  is  sched- 
uled F riday  evening  at  the  Hotel  Morgan. 

For  additional  information,  contact  the  WVU 
Dej)artment  of  Orthopedics  at  304-293-3908. 


Doctor  Sopher  To  Speak 
In  Tennessee 

Irvin  M.  Sopher,  D.D.S.,  M.  D.,  of  South 
Charleston.  Chief  Medical  Examiner,  State  of 
V est  Virginia,  will  he  a member  of  the  guest 
faculty  for  the  Seminar  on  Investigation  of  Sex 
Crimes  on  May  18  in  Johnson  City,  Tennessee. 

The  site  will  be  Quillen-Dishner  College  of 
Medicine,  F’ast  Tennessee  State  University.  The 
one-day  conference  is  being  presented  by  the 
College  in  conjunction  with  the  Federal  Bureau 
of  Investigation  and  Office  of  the  Chief  Medical 
Examiner,  Tennessee  Department  of  Health  and 
Environment. 

Doctor  Sopher’s  topic  will  be  “Bite  Mark 
Analysis.” 


Doctor  Liin  To  Give  Paper 

Dr.  Romeo  Y.  Lim  of  Charleston  will  present 
a paper  on  “Laser  Arytenoidectomy”  at  the  Laser 
Congress  in  Chicago  on  June  12.  Doctor  Lim  is 
Clinical  Associate  Professor  of  Otolaryngology — 
Head  and  Neck  Surgery,  West  Virginia  Univer- 
sity Medical  Center,  Charleston  Division,  and 
Chief  of  Surgery  at  the  Eye  and  Ear  Clinic  of 
Charleston,  Inc. 
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Hospital  Medical  Staff 
Meeting  In  June 

The  third  assembly  meeting  of  the  American 
Medical  Association-Hospital  Medical  Staff  Sec- 
tion will  be  held  on  June  14-18  in  Chicago. 

“As  both  physicians  and  hospitals  attempt  to 
adjust  to  an  increasingly  competitive  environ- 
ment.” the  AMA  commented,  “medical  staffs  as 
a whole  seek  to  join  together  for  leadership.  Or- 
ganized Medicine  provides  such  leadership 
through  the  AMA-Hospital  Medical  Staff  Sec- 
tion.” 

Group  sessions  are  conducted  on  various  topics 
of  interest  to  hospital  and  medical  staff  members. 
Presentations  include  such  subjects  as:  creden- 
tialling,  hospital  contractual  relations,  and  overall 
relationships  between  physicians  and  hospitals. 

For  additional  information  contact  the  AMA 
Department  of  Hospital  Medical  Staff  Services 
at  (312)  645-4747  or  (312)  645-4753. 


‘Drugs  And  Insomnia’  Report 
Available  From  NIH 

“Drugs  and  Insomnia:  The  Use  of  Medications 
to  Promote  Sleep”  is  a new  report  available  from 
the  National  Institutes  of  Health. 

The  report  was  prepared  by  a panel  of  experts 
which  considered  scientific  evidence  presented  as 
a Consensus  Development  Conference  at  the  NIH 
earlier  this  year.  It  contains  recommendations 
and  conclusions  concerning  drugs  and  insomnia. 

At  NIH,  Consensus  Conferences  bring  together 
researchers,  practicing  physicians,  representa- 
tives of  public  interest  groups,  consumers,  and 
others  to  carry  out  scientific  assessments  of 
drugs,  devices  and  procedures  in  an  effort  to 
evaluate  their  safety  and  effectiveness. 

Free,  single  copies  of  the  report  are  available 
from:  Michael  J.  Bernstein,  Office  of  Medical 
Applications  of  Research,  Building  1,  Room  216, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20205. 


Emergency  Care  Seminar 

An  Emergency  Medical  Care  Seminar  will  be 
held  by  the  Kentucky  Medical  Association  on 
June  5-7  in  Louisville  at  the  Executive  West 
Motel.  Eor  registration  and  other  information, 
contact  the  KMA  at  ( 502  ) 459-9790. 


Medical  Meetings 


May  2-5 — WV  Chapter,  Am.  College  of  Surgeons; 
and  WV  Otolaryngological  Society,  White 
Sulphur  Springs. 

May  6-10 — Am.  Urological  Assoc.,  New  Orleans. 

May  6-11 — Am.  Society  of  Colon  & Rectal  Surgeons, 
New  Orleans. 


May  7-9 — Am.  Assoc,  for  Thoracic  Surgery,  New 
York  City. 

May  10-11  — Current  Concepts  in  Nutritional  Sup- 
port (University  of  Cincinnati),  Cincinnati. 

May  19-25 — Am.  Gastroenterological  Assoc.,  New 
Orleans. 

June  12-14 — Am.  Diabetes  Assoc.,  Las  Vegas. 

June  14-18 — AMA-Hospital  Medical  Staff  Section, 
Chicago. 

June  17-21 — Annual  Meeting  of  AMA  House,  Chi- 
cago. 

June  27-30 — Sports  Medicine  Conference  (Univer- 
sity of  Virginia),  Charlottesville. 

Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Aug.  31 -Sept.  5 — World  Congress  on  Pain  (Inter- 
national Assoc,  for  the  study  of  Pain),  Seattle. 

Sept.  17-20 — Am.  College  of  Radiology,  Los  Angeles. 

Sept.  19-22 — Am.  Thyroid  Assoc.,  New  York  City. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  9-12 — AAFP,  Kansas  City,  MO. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Academy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5— Interim  AMA  House  Meeting,  Honolulu. 

1985 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 
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WHY  BMW  CHOSE 
TOCHAHGETHE 
‘WHTESSEHTIAl 
SPOnS  SEDAHl’ 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  retine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car:  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  ^hat^^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi-  (ITgP 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THE  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America,  Inc.  The  BMW  trademark  and  logo  are  registered. 


Harvey  Shreve,  bic. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News— 


Compiled  from  material  furnished  by  the  Medical  Center 
\ews  Service,  Morgantoicn,  \V.  Va. 


Two  New  Protocols  Available 
In  Head,  Neck  Cancer 

U physicians  are  undertaking  two  innova- 
tive treatment  programs  for  patients  with  head 
and  neck  cancer  and  with  preleukemia  syn- 
dromes. 

Dr.  Peter  C.  Raich,  Chairman  of  Hematology/ 
Oncology  in  the  School  of  Medicine,  said  two 
new  clinical  protocols  are  now  available  for  pa- 
tients with  Stages  3 or  4 squamous  cancer  of  the 
head  or  neck,  not  including  skin  or  thyroid  can- 
cer. ( .See  also  the  story  in  the  April  issue  of  The 
journal.  Page  86. ) 

One  ])rotocol  is  designed  for  patients  with  all 
known  malignancy  above  the  clavicles  and  who 
are  })otentially  curable  hy  surgery  and 'or 
irradiation  therapy. 

The  treatment  sequence  includes  two  cycles  of 
induction  chemotherapy  with  cis-platinum  and 
5-FU.  standard  surgery  and 'or  radiation  treat- 
ment. and  followup  at  least  every  three  months 
for  three  years. 

Doctor  Raich  noted  that  cis-platinum  and  5-FU 
therapy  produces  significant  tumor  regression  in 
patients  with  large,  far-advanced  head  and  neck 
tumors.  The  protocol  will  help  determine  if  early 
drug  treatment  as  “induction  therapy”  improves 
operability  or  response  to  radiation  for  local  con- 
trol. 

Disease-Free  Interval  Extended? 

It  also  may  show  whether  the  disease-free 
interval  is  extended  after  surgery  and  or  radia- 
tion with  fewer  local  recurrences  and  less  sub- 
sequent metastatic  spread  of  the  cancer. 

A second  protocol  is  designed  for  similar 
patients  who  are  considered  disease-free  after 
surgery  and  or  radiation,  within  six  weeks.  Such 
patients  have  an  estimated  40-  to  50-per  cent  risk 
for  disease  relapse  within  24  months  if  treated 
with  surgery  and  or  radiation  alone. 

The  treatment  calls  for  randomizing  patients 
between  sequence  A,  with  follow-up  ENT  exams 


every  two  months  for  two  years,  then  as  needed, 
or  sequence  B.  B is  the  same  as  A except  that 
the  patient  takes  CRA-13-cis-retinoic  acid,  a 
Vitamin  A derivative,  orally  each  day  for  24 
months  or  until  disease  relapses. 

Doctor  Raich  said  preliminary  data  suggest 
that  CRA  protect  ej)ithelium  against  the  induc- 
tion of  cancer. 

Input  From  State  Doctors  Needed 

The  study  may  show  whether  early  auxiliary 
use  of  CRA  after  conventional  surgery  and/or 
radiation  decreases  the  number  of  tumor  recur- 
rences or  prevents  new  secondary  primary  head 
and  neck  cancers.  It  also  may  show  whether  CRA 
blood  levels  correlate  with  observed  benefits  and 
side  effects. 

Doctor  Raich  said  the  protocols  require  the 
expertise  and  input  of  all  physicians  caring  for 
patients  with  head  and  neck  tumors  in  West  Vir- 
ginia. Multi-specialty  patient  followup  also  is 
desirable. 

Those  interested  in  further  information  or  in 
obtaining  copies  of  the  protocols  may  contact 
Steven  Jubelirer,  M.  D.,  at  Charleston  Area  Medi- 
cal Center  (347-1321  I;  Anthony  Bowdler,  M.  D., 
at  Marshall  l^niversity  ( 526-0561  I;  James  Knost, 
M.  1)..  at  I'nited  Hospital  Center.  Clarksburg 
( 623-4470  I.  or  Alice  Robbins,  R.  N..  or  Thomas 
Hogan.  M.  1).,  at  WVU  (293-4229). 

The  trials  involving  preleukemia  syndromes 
are  for  patients  with  refactory  anemias  featuring 
impaired  production  of  platelets,  red  cells  and 
white  cells  leading  to  cytopenias  and  the  pos- 
sibility of  life-threatening  bleeding  or  infection, 
or  eventual  transformation  to  fulminant  acute 
leukemia. 

Patients  for  Trials  Sought 

Three  agents  which  have  been  shown  to  induce 
differentiation  and  maturation  of  leukemic  cells 
are  being  used  and  have  demonstrated  benefit 
in  early  clinical  trials. 

Doctor  Raich  said  additional  patients  are  being 
sought  for  the  trials.  Further  information  may  be 
obtained  from  Doctor  Raicb  or  Joseph  Fontana. 
M.  D..  at  293-2519. 
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Harmarville  can  help  your  patients 
control  and  deal  with  pain 


F^ain— especially  from  back 
or  neck  injuries— can  be 
devastating.  Harmarville  is  help- 
ing patients  deal  with  this  in  a 
special  20-bed  unit  for  the  exclu- 
sive treatment  of  chronic  pain. 

Some  results:  50%  of  patients 
with  return-to-work  goals  achieve 
their  goals.  Over  70%  of  all  patients 


report  a reduction  in  pain.  And 
90%  of  all  pain  program  patients 
have  shown  improvement  in  their 
ability  to  function.  Most  important: 
90%  of  pain  program  patients  are 
taken  off  addicting  drugs. 

There’s  both  individual 
and  group  treatment  by  a 
special  staff  devoted 
exclusively  to  the  pain  pro- 
gram. Also,  a patient’s  family 
is  involved  throughout  the 
program.  Physical  therapy, 
biofeedback  and 
relaxation  training. 


education  and  counseling  plus 
vocational  programming  all  play 
important  roles  in  the  treatment. 

For  more  information  on 
Harmarville’s  pain  pro- 
gram and  admission 
procedures,  call  Mary 
Anne  Murphy,  Ph.D.  or 
John  Delaney,  M.D. 
at  781-5700. 


HARMARVILLE  REHABILITATION  CENTER,  INC. 
P.O.  Box  11460,  Guys  Run  Road,  Pittsburgh,  PA  15238 


Third-Party  News,  Views 
and  Program  Concerns 


Long-Awaited  Decisions 
Issued  By  Courts 

The  federal  courts  have  issued  two  long-await- 
ed decisions  in  the  areas  of  hospital  exclusive- 
dealings  contracts  and  Blue  Shield  participation 
agreements. 

The  United  States  Supreme  Court  held  recently 
that  an  exclusive-dealings  contract  in  Louisiana 
between  an  anesthesiology  group  and  a hospital, 
which  under  its  terms  precluded  any  other 
anesthesiologist  from  practicing  at  that  hospital, 
was  not  a violation  of  the  federal  antitrust  laws 
(Jefferson  Parish  Hos.  Dist.  No.  2 v.  Edwin  G. 
Hyde ) . 

In  the  Blue  Shield  case  a Massachusetts  Fed- 
eral District  Court  ruled  that  the  Blues’  ban  on 
balance  billing,  combined  with  its  60-per  cent 
market  share  and  its  refusal  to  reimburse  anyone 
for  care  rendered  by  a non-participating  physi- 
cian, was  a violation  of  the  Sherman  Antitrust 
Act.  The  Court  found  that  “Massachusetts  phy- 
sicians have  absolutely  no  meaningful  economic 
choice  except  to  agree  to  the  pricing  terms  uni- 
laterally established  by”  the  Blue’s  plan. 

Enforcement  of  the  Court’s  order  has  been 
stayed  pending  the  expected  appeal  by  Blue 
Shield. — F.  Supp. — (D.C.  Mass.  1984). 


Local  Cost-Cutting  Methods 
Boosted  By  Grants 

The  health  care  coalition  movement  recently 
received  a boost  from  the  Robert  Wood  Johnson 
Foundation  in  the  form  of  four  final  planning 
grants  of  up  to  $100,000  each.  American  Med- 
ical Association  Executive  Vice  President  James 
H.  Sammons.  M.D.,  is  a member  of  the  national 
advisory  committee  of  the  foundation’s  Com- 
munity Programs  for  Affordable  Health  Care. 

The  AMA  participated  in  site  visits  to  the  ap- 
plicants’ communities  to  determine  whether  pro- 
posed programs  were  likely  to  reduce  the  growth 
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of  health  care  expenditures.  Local  medical  so- 
cieties have  been  catalysts  in  community  activi- 
ties leading  to  successful  grant  applications,  ac- 
cording to  the  AMA  Department  of  Health  Care 
Coalitions. 

The  awards  were  granted  to  groups  in  Boston; 
Topeka,  Kansas;  Phoenix;  and  Tulsa.  They  bring 
the  number  of  recipients  to  16.  The  last  four 
awards  close  the  planning  phase  of  the  founda- 
tion’s $16.2-million  program  to  demonstrate  the 
ability  of  hospitals,  health  insurers,  and  the  medi- 
cal profession  to  work  with  business,  labor,  and 
others  to  carry  out  major,  broad-based  commu- 
nity projects  for  cost  containment. 

In  the  second  stage  of  the  program,  as  many 
as  12  communities  could  receive  grants  of  as 
much  as  $1.5  million  each  to  implement  their 
projects.  Communities  receiving  awards  are  re- 
quired to  contribute  matching  funds  of  50  per 
cent  of  the  foundation’s  grants. 


Doctor  As  Health  Secretary 
Urged  By  AMA  Leader 

Simply  removing  the  Social  Security  Admin- 
istration from  the  Department  of  Health  and  Hu- 
man Services  and  setting  it  up  as  an  independent 
agency  will  not  “satisfactorily  deal  with  the  or- 
ganizational problems”  of  HHS,  James  Davis, 
M.D.,  told  a panel  studying  such  a move. 

Doctor  Davis,  Vice  Speaker  of  the  AMA 
House  of  Delegates,  testified  before  the  congres- 
sional panel  on  Social  Security  organization.  The 
panel  was  directed  in  the  1983  Social  Security 
Amendments  to  do  an  implementation  study  for 
the  establishment  of  an  independent  Social  Se- 
curity agency. 

Doctor  Davis  recommended  that  the  Health 
Care  Financing  Administration,  which  admin- 
isters Medicare  and  Medicaid,  not  be  transferred 
away  from  other  health  functions  within  the  ex- 
isting HHS  and  said  that,  ideally,  a separate  de- 
partment of  health  should  be  created  with  a phy- 
sician as  Secretary. 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package^”  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J i.  1 

IrUataLieneral 


EISDUF"  s^sisms,  ha. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Obituaries 


DONALD  E.  CUNNINGHAM,  M.D. 

Dr.  Donald  E.  Cunningham,  St.  Albans  family 
physician,  died  on  April  6 in  a Charleston  hos- 
pital. He  was  62. 

Doctor  Cunningham  was  on  the  staff  of 
Thomas  Memorial  Hospital  in  South  Charleston, 
and  was  attending  physician  for  West  Virginia 
State  College  and  the  West  Virginia  Rehabilita- 
tion Center  in  Institute. 

A native  of  St.  Albans,  Doctor  Cunningham 
was  an  Army  Air  Corps  veteran  of  World  War  II 
and  a graduate  of  West  Virginia  University.  He 
received  his  M.D.  degree  in  1953  from  the  Medi- 
cal College  of  Virginia. 

Doctor  Cunningham  interned  at  the  former 
Charleston  General  Hospital,  and  previously  had 
practiced  in  Pineville  and  Gauley  Bridge. 

He  was  a Diplomate  of  the  American  Academy 
of  Family  Physicians,  a member  of  the  West  Vir- 
ginia Chapter,  American  Academy  of  Family 
Physicians,  Kanawha  Medical  Society,  and  West 
Virginia  State  Medical  Association. 

Survivors  include  the  widow;  two  sons,  Donald 
E.  Cunningham,  Jr.,  of  Washington,  DC,  and 
Andrew  L.  Cunningham  of  Cincinnati;  a brother, 
James  R.  Cunningham  of  St.  Albans,  and  a sister, 
Ailene  Ransom  of  Gladehill,  Virginia. 

« # # 


CHARLES  E.  STAATS,  M.  D. 

Dr.  Charles  E.  Staats,  owner  of  the  former 
Staats  Hospital  in  Charleston,  died  on  March 
26  in  a Charleston  hospital.  He  was  74. 

Doctor  Staats  had  owned  the  hospital,  founded 
by  his  father,  until  the  facility  closed  in  1982. 

He  was  on  the  staff  at  St.  Francis  Hospital  in 
Charleston  and  was  a former  Chairman  of  the 
Surgery  Section  of  the  State  Medical  Association 
and  the  Kanawha  Medical  Society. 

Doctor  Staats,  born  in  Baltimore,  was  gradu- 
ated from  West  Virginia  University,  and  received 
his  M.  D.  degree  in  1936  from  the  University  of 
Louisville.  He  interned  at  Louisville  City  Hos- 
pital. 


A World  War  II  Army  veteran,  he  was  a mem- 
ber of  the  Kanawha  Medical  Society,  West  Vir- 
ginia State  Medical  Association  and  American 
Medical  Association. 

Survivors  include  the  widow;  one  daughter, 
Mrs.  Ann  Brant  of  Shelby,  North  Carolina;  a 
son,  Charles  E.  Staats,  Jr.,  of  Charleston,  South 
Carolina,  and  two  sisters,  Mrs.  Elizabeth  Sullivan 
of  Santa  Rosa,  California,  and  Mrs.  Katherine 
Beddow  of  Valparaiso,  Indiana. 


OPENINGS 

in 

EMERGENCY  MEDICINE 

Full-time  and  part-time  positions  avail- 
able immediately  in  emergency  medicine. 
Competitive  income  and  professional  li- 
ability insurance  provided.  For  details 
respond  in  confidence  to: 

Amy  Kugler 

Spectrum  Emergency  Care,  Inc. 

3720-B  Olentangy  River  Road 
Columbus,  OH  43214 
1-800-848-2938 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 
IN 

Obstetrics  and  Gynecology 


TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 
Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M,  D. 


Dentistry: 

Glenn  B,  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L,  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

P Office  Overhead  Disability  Plan 
’ ' Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


McDowell 

The  McDowell  County  Medical  Society  met  on 
March  14  in  Welch  at  Stevens  Clinic  Hospital. 

Because  of  a conflict  in  arrangements  for  a 
speaker,  there  was  no  scientific  program  avail- 
ahle  for  this  meeting. 

The  Society  authorized  the  purchase  of  plaques 
in  the  chapel  in  memory  of  the  late  Dr.  Sanga 
Tantulavanich  and  two  other  deceased  members. 

The  Society  also  approved  a donation  to  AMA- 
ERF. — John  S.  Cook,  M.D.,  Secretary. 

* * * 

MO\ONGALIA 

Thomas  J.  Senker,  Chief  Executive  Officer  for 
Monongalia  General  Hospital  in  Morgantown, 
was  the  speaker  for  the  meeting  of  the  Monon- 
galia County  Medical  Society  on  March  6.  His 
topic  was  “Hospital-Physician  Relationships  in 
the  '80s.” 

The  Society  approved  a motion  that  the  State 
Medical  Association  ask  the  American  Medical 
Association  to  request  providers  of  medical  sup- 


plies, equipment  and  services  to  freeze  their  costs 
for  the  same  period  that  the  AMA  is  requesting 
physicians  to  freeze  their  fees.  — Robert  L. 
Murphy,  Executive  Secretary. 

« # « 

PARKERSBURG 

Dr.  Thomas  J.  Romano  of  Wheeling  was  the 
guest  speaker  for  the  meeting  of  the  Parkersburg 
Academy  of  Medicine  on  February  8 at  the  Par- 
kersburg Country  Club. 

His  topic  was  “Myofibrositis.”  — M.  David 
Avington,  M.  D.,  Secretary. 

« « « 

WESTERN 

The  W^estern  Medical  Society  met  on  March  13 
in  Spencer  at  Roane  General  Hospital. 

The  speakers  were  Dr.  Kenton  Harris  of  Par- 
kersburg, a diabetologist,  and  his  wife.  Dr. 
Rebecca  Riales,  nutritionist  and  Professor  of 
Nutrition  at  Ohio  Llniversity. 

Doctor  Harris  gave  a very  interesting  descrip- 
tion of  type  11  diabetes,  referring  to  the  etiology, 
symptomatology  and  new  treatment.  Following 
that.  Doctor  Riales  spoke  concerning  diet  in  re- 
lation to  diabetes  and  the  role  of  a high-fiber 
diet. — Ali  H.  Morad,  M.D.,  Secretary. 


TURN 

TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

RDStgaduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  . P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO-’  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Gfanville  Road 
Wortfiington,  Ohio  43085 
614/885-5381 

George  Harding.  > , M D Medical  Dnector 
Thomas  FTnman,  M P H , PdminisDatDr 
A Blue  Cross  Memter  Hospital 

Accredited  By  The  JDint  Commission  On  Accreditation  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services — from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 


SUCCESSFUL 

MEDICAL 

PRACTICE 

MANAGEMENT: 


# 

/ 

/ 


o 


' — 


Where  are  you  going,  7 
how  will  you  get  there?  / 

Medical  practice  management  can  be  puzzli/g^^s^m^ 
often  times  frustrating.  At  Medical  Admj^rristrative 
Services  we  know  the  ins  and  outs  of  actice  ' 

management. 

We  provide:  Financial  accounting  systems,  retirement# 
and  pension  plans,  insurance  coverage,  marketir^ 
strategies,  computer-support 
and  staffing,  arranging 
and  governmental  issues, 

office  establishment/relocation  and  word  processing/ 
dictation/transcription  services. 


# 

t 

f 

i 

* 

* 

t 

t 


0 

0 

0 

0 


0 

0 


0 

0 

0 


0 

t 

0 

0 

0 

0 

0 

0 

0 

0 

0 


!>uiciiic<^  cuvtriciyt:,  iiiai 

ort  services,  personnel  polici^^^^ 
financing,  updates  on  legal 
5,  medical /clerical  placement, 


MFJHCAL 
,\n\II\ISTRATIV  E 
SERVICES,  II\E. 

Telephone  344-5895 


Suite  806,  CAMC  Medical  Staff  Office  Building, 
3100  MacCorkle  Ave.,  S.E.  Charleston,  WV  25304 


CARE  FOR  YOUR 

mUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ^ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  prO' 
grams.  You  will  all  share  the  bond  of 
being  civic'minded  physicians  who  are  also  commis' 
sioned  officers.  One  important  benefit  of  being  an  officer 
is  the  non'contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  AUYOU  CAN  BE. 


Southern  West  Virginia 

MAJ.  Sheila  T.  Bowman,  ANC 

USAR  AMEDD  Procurement 

Forest  Glen  Section 

Walter  Reed  Army  Medical  Center 

Washington,  DC  20307 

(301)  427-5101/5131 


Northern  West  Virginia 

MAJ.  James  E.  Kuza,  MSC 
USAR  AMEDD  Procurement 
Federal  Building,  Room  304 
1000  Liberty  Avenue 
Pittsburgh,  PA  15222 
(412)  644-4432 


HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
QP.'i-nfiQ.'i  maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  offers: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 

117th  ANNUAL  MEETING 
of  the 

West  Virginia  State  Medical  Association 


^lie  Greenljnet 


AUGUST  22-23,  1984 


General  Scientific  Sessions  will  carry  hour  for  hour  Category  1 CME  Credit. 


PLAN  NOW  TD  ATTEND 


FACT: 


MAJOR  TAX  REFORM  MANDATES  THAT  EVERY  PENSION 
PLAN  IN  THE  COUNTRY  MUST  BE  REVIEWED  IN  1984. 


FALLACY: 


ANYONE  CAN  PERFORM  THE  REVIEWS. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  handle  rollover  IRA’s  and  self- 
directed  accounts  for  IRA’s,  as  well  as  service  SEP’s  and  ESOP’s.  In 
addition,  they  can  make  available  to  you: 

* 401  (K)  PLANS 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 

The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 


OThe  National 

Bank  of  Commerce 


Setting  the  pace 
for  your  better  tomorrows. 
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OFFICERS  OF  COMPONENT  SOCIETIES 


Society 

President 

Secretary 

Meetings 

Boone 

Gary  F Steele 

Madison 

Lucena  Ong 

Madison 

2nd  Tues. 

Brooke 

R.  L.  Velarde 

Follansbee 

W.  T.  Booher,  Jr. 

Wellsburg 

Cabell 

Robert  W.  Lowe 

Huntington 

S.  Kenneth  Wolfe 

Huntington 

2nd  Thurs. 

Central  West  Virginia 

Alfred  J.  Magee 

Summersville 

Greenbrier  Almond 

Buckhannon 

As  Sched. 

Eastern  Panhandle 

Francisco  D.  Sabado,  Jr. 

Martinsburg 

Arthur  B.  Soule  III 

Shepherdstown 

2nd  Wed. 

Fayette 

S.  S,  Maducdoc,  Jr. 

Oak  Hill 

Adin  L.  Timbayan 

Montgomery 

1st  Wed. 

Greenbrier  Valley 

Charles  E Weinstein 

Ronceverte 

Robert  L.  Wheeler 

Ronceverte 

2nd  Wed. 

Hancock 

Reynaldo  B.  Vista 

Weirton 

Timothy  A Brown 

Weirton 

3rd  Tues. 

Harrison 

James  L.  Bryant 

Clarksburg 

James  A.  Genin 

Clarksburg 

1st  Thurs. 

Jefferson 

William  Smith  Miller 

Ranson 

Michael  R.  P Atherton 

Ranson 

1st  Wed. 

Kanawha 

George  E.  Toma 

Charleston 

P.  'C  Bangani 

Charleston 

2nd  Tues. 

Logan 

Chanchai  Tivitmahaisoon 

Logan 

S.  N.  Subramaniam 

Logan 

2nd  Wed. 

Marion 

Mack  1 McClain 

Fairmont 

Harry  G.  Kennedy,  Jr. 

Fairmont 

Last  Tues. 

Marshall 

Carlos  C.  Jimenez 

Glen  Dale 

Jose  J.  Ventosa,  Jr. 

Glen  Dale 

1st  Tues. 

Mason 

Mel  P.  Simon 

Point  Pleasant 

Richard  L.  Slack 

Point  Pleasant 

4th  Tues. 

McDowell 

M.  Kuppusami 

Welch 

John  S Cook 

Welch 

2nd  Wed. 

Mercer 

William  Prudich 

Montcalm 

David  F.  Bell,  Jr. 

Bluefield 

3rd  Mon. 

Mingo 

N.  B Purohit 

Williamson 

Pastor  C Gomez 

Williamson 

2nd  Wed. 

Monongalia 

Paul  J.  Jakubec 

Morgantown 

Bette  G Hinton 

Morgantown 

1st  Tues. 

Ohio 

Robert  L.  Joseph 

Wheeling 

Hossein  Yassini-Fard 

Wheeling 

4th  Tues. 

Parkersburg  Academy 

Ghassan  A.  Khalil 

Parkersburg 

M.  David  Avington 

Parkersburg 

1st  Thurs. 

Potomac  Valley 

Robert  E,  Gladsden 

Keyser 

Nabal  B Giron 

Romney 

2nd  Wed. 

Preston 

Paul  A.  Getty 

Kingwood 

C.  Y Moser 

Kingwood 

4th  Thurs. 

Raleigh 

Norman  W.  Taylor 

Beckley 

Ramon  C.  Jereza 

Beckley 

3rd  Thurs. 

Summers 

Jack  D.  Woodrum 

Hinton 

Eduardo  L.  Jimenez 

Hinton 

3rd  Mon. 

Tygart's  Valley 

Michael  M.  Stump 

Elkins 

Michael  M.  Stump  (interim)  Elkins 

3rd  Thurs. 

Western 

Steven  R.  Kessel 

Ripley 

A H.  Morad 

Ripley 

Bi-Monthly 

Wetzel 

Donald  A.  Blum 

New  Martinsville 

K.  M.  Chengappa 

New  Martinsville 

Monthly 

Wyoming 

Frank  J.  Zsoldos 

Mullens 

George  F Fordham 

Mullens 

Quarterly 

Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

jgJJ  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
Telephone:  304/344-2700 


Ask  one  of 
the  3 million 
Americans 
whoVe  survived 
cancer, 
if  the  money 
spent  on  research 
is  worth  it. 


We  are  winning. 

Please  support  the 

V AMERICAN  CANCER  SOaETY ' 

y 
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CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia;  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone;  304-424-2355. 
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McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year” 

★ 

Featuring  the  New  Cardiointegraph 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


EMERGENCY  PHYSICIANS  WANTED 

Aggressive  full-time  Emergency  Physi- 
cians sought  for  community  hospital  with 
academic  affiliation  and  monthly  resident 
rotations.  Clinical  appointment  at  medical 
school  offered  and  active  participation  in 
Section  of  Emergency  Medicine  at  Medical 
School  encouraged.  Davis  Memorial  Hos- 
pital has  112  beds  and  a service  area  of 
200,000.  Elkins,  West  Virginia  is  a progres- 
sive college  community  situated  on  the 
beautiful  western  slopes  of  the  Allegheny 
Mountains  with  outstanding  recreational 
opportunities  including  four  major  ski 
resorts  within  forty  minutes.  Residency 
trained,  board  eligible,  ACLS/ATLS  certi- 
fied physicians  preferred.  Highly  compet- 
itive compensation  with  liberal  benefit 
package.  Davis  Memorial  Hospital  is  an 
Equal  Opportunity  Employer. 

Contact 

West  Virginia  Health  Care  Cooperative, 

Box  4414,  Star  City,  West  Virginia  26504 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 
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The  wei^t  of 
objective  evidence 
supports  the  cHnical 
efficacy  of 

Dalmane*® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


References:  1.  Kales  A et  at:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ,  3.  Zimmerman  AM:  Curr  Ther  Res 
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Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurcizepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ, 

Dalmane'^  (£ 

(flurazepam  HCl/Roche) 

Before  prescribing,  piease  consuit  compiete  prod- 
uct information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodictzepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  Cl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Ccaitemporary  HypnoticThen^jy 

Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  tl^e 
important 
criteria: 


•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.’ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.’ 

•Continued  efficacy  for  at  least  28  nights; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


L4.5 


15-mg/30-mg  capsules 


ROCHF  ^ Roche  Products  Inc. 

' Manati,  Puerto  Rico  00701 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  loiiowing  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  prteumoniae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae.  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Cector 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  anfibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions— \t  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Cector,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  m pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  16.  0 20.  0 21.  and  0 16  meg  ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampiciilin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


Cefaclor 

Pulvules®,  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Chi/dren— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthntiS' arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— Transwory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  tor  the  physician 

Wepaf/c— Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782RI 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  Of  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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CHARLESTON  DATA  SYSTEMS 


"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  following  benefits:’’ 

■ INCREASED  PRODUCTIVITY  ■ HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  • OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

« SIMPLICITY  OF  OPERATION  ■ TAX  SAVINGS 

For  additional  information  call  (304)  344-5803  (1-800-344-5026  toll  free) 
or  contact  us  directly  at;  CAMC  Medical  Staff  Building,  3100  Mac- 
Corkle  Avenue,  S.  E.,  Charleston,  WV  25304. 
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Roche  salutes 

the  history  ot  West  Virginia  medicine 


THE  FIRST  STATE 
INSTITUTION  WEST 
OF  THE  ALLEGHENIES 


Mental  health  care  in  West  Virginia  began  in  1858— 
before  statehood — when  the  Virginia  Assembly 
authorized  construction  of  the  first  public  institution 
west  of  fhe  Alleghenies,  at  Weston.  ’ 

Completed  by  West  Virginia,  it  opened  in  1864  os 
the  Trons-Allegheny  Lunatic  Asylum,  consisting  of  three 
one-story  buildings  housing  nine  patients.  The  asylum 
was  virtually  the  only  tangible  property  West  Virginia 
had  to  show  for  ifs  share  of  the  disputed  Virginia  debt 
of  more  fhan  13  million  dollars  af  the  end  of  the  War 
Between  the  States. ' 


supplied  the  institution's  kitchen.'  To  this  day,  Weston 
Hospital,  as  it  is  now  known,  maintains  its  own 
laundry,  plumbing,  maintenance  and  repair  shops  on 
spacious  grounds.^ 

More  important,  it  has  served — and  continues  to 
serve— the  mental  health  requirements  of  the  people 
of  Wesf  Virginia  wifh  the  most  advanced  skills  and 
sciences.  In  1957,  Weston  reached  a remarkable 
capacity  of  2300  patienfs^ — a far  cry  from  fhe  original 
nine — a fribufe  to  the  growth  of  fhis  hisforically 
significanf  hospital. 


A self-sufficient  institution 


By  1880,  the  main  building  had  grown  to  nine  acres 
of  floor  space — a handsome  gray  stone  structure  said 
to  be  the  largest  hand-cut  stone  building  in  the 
country.  Planned  to  be  as  self-sufficient  as  possible, 
the  main  building  was  set  on  a 350-acre  farm  that 
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When  the  history  reveals 
mixed  depression  and  anxiety.. 

For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  ore 
also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiozepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  for  these 
patients  than  dual  agents  that  contain  a phenothiozine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study, the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K Drug  treatment  of  anxiety  in  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977  p 316  2.  Feigtiner  JP  etot  Psychopharmacology  61  217-229,  Mar  1979  3.  Data  entile, 
Hoftmann-Lo  Roche  Inc  . Nutley,  NJ 


In  moderate  depression  and  anxiety 


Limbitnol 


Tablets  5-12.5  each  containing  5 mg  chlordtazeDOxiOe  ana  '2  5 mg  omitriptylme 
(as  the  hyarochionae  saitj 

Tablets  10-25  each  containing  tQ  mg  cnloraiazepoxiae  ano  25  mg  amitriptyline 
(as  the  hydrochloriOe  salt) 


Please  see  summary  of  producf  information  on  following  page. 


LIMBITROL*  Tablets  ® Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 

which  follows: 

Indicahons:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Controindications:  Known  hypersensitivity  to  benzodiazepines  ortncyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Wornings:  Use  with  gteat  core  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  antichotinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycordia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  ohd  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating  machinery  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  olwoys  be  avoided  because  of  increased  risk  of  congenital 
malfarmations  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
noncy  when  insfituhng  theropy,  odvise  pahents  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physicol  and  psychoiogical  dependence  to  chlordiozepoxide  hove  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
compohent  alone  hove  been  reported  (nausea,  headache  ahd  malaise  for  amitripty- 
lihe,  symptoms  [includihg  cohvulsions]  similar  to  those  ot  barbiturate  withdrawal  for 
chlordiozepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
potiehts  or  those  on  thyroid  medicatioh,  ond  in  patients  with  impaired  renal  or  hepatic 
fuhction  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantifies  in  these  potiehts  Periodic  liver  tunctioh  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihyperlensives  Concomitant  use  with  other 
psychotropic  drugs  has  hot  beeh  evaluated,  sedative  effects  may  be  additive  Discon- 
tihue  several  days  before  surgery  Limit  concomitaht  admihistratioh  of  ECT  to  essential 
treatment  See  Warnings  for  precoutions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursmg  period  Not  recommehded  in  children  under  12  In  the  elderly 
Ohd  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
heht  alone  drowsiness,  dry  mouth,  cohstipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occumng  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexio, 
fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  hove  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardio,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  appreheosion,  poor  cohcentratioh,  delusiohs,  hallucinations, 
hypomaniQ  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  fhe  extrem- 
ities, extrapyromidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  fract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

(Bastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  an  overdose 
Treatment  is  symptomatic  and  supportive  IV  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  ond  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosoge  of  fhree  or  four  tablets  doily  in  divided  doses,  increased 
up  to  SIX  tablets  or  decreased  fo  two  tablets  doily  as  required  Limbitrol  5-12  5,  initial 
dosage  of  three  or  four  tablets  doily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-cooted  tablets,  each  cohtaihmg  10  mg  chlordiozepoxide 
Ohd  25  mg  amitriptyline  (as  the  hydrochloride  salt)  ond  blue,  film-coated  tablets, 
each  cohtaining  5 mg  chlordiozepoxide  ond  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt)— bottles  of  100  and  500,  Tel-E-Dose  - packages  of  100,  Prescription 
Paks  of  50 
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“We  believe  the  malpractice  picture  CAN 
change— if  we  first  help  each  other  understand 
the  problems  and  then  tighten  our  controls.” 


Pennsylvania  Casualty  Company’s  physician  executives  discuss  their  roles 
in  the  company’s  ongoing  effort  to  reduce  and  control  malpractice  risks. 


Robert  L.  Lambert,  M.D. 

Medical  Director 

“OurMedical  Department  focuses 
on  the  clinical  aspects  of  malpractice 
claims  and  suits  the  company 
receives  and  tries  to  point  out  ways 
for  doctors  to  avoid  similar  situations 
in  the  future.  Through  our  reviews, 
we've  been  able  to  spot  recurring 
problems  or  emerging  trends  and 
warn  policyholders.  We  don’t  try  to 
serve  as  'amateur  attorneys'  or  judge 
the  actions  or  decisions  of  a 
colleague. " 


Joseph  A.  Ricd,  M.D. 

Associate  Medical  Director 

“One  of  the  reasons  I joined 
Pennsylvania  Casualty  Company  is 
because  of  its  true  commitment  to 
help  physicians  curb  losses,  and  more 
importantly,  prevent  malpractice.  That 
commitment  goes  beyond  merely 
worrying  about  lost  dollars;  there  is  a 
genuine  interest  in  improving  the 
quality  of  care  being  rendered. 
Education— something  I believe  in 
strongly— is  the  cornerstone  of  the 
company’s  service  to  policyholders." 


Clinton  H.  Lowery,  M.D. 

Vice  President,  RiskManagement/Q.A. 

“We're  now  devoting  more  of  our 
risk  management  efforts— already 
extremely  strong  on  the  hospital 
level— to  our  individual  physician 
policyholders.  We’re  here  to  help  you 
deal  with  the  malpractice  assault  on 
our  profession,  and  to  increase  your 
sense  of  security.  Obviously,  we 
cannot  do  this  for  you.  It  must  be 
done  with  you. " 


Don't  renew  your  malpractice  coverage  without  a quote  from  Pennsylvania  Casualty  Company. 
For  more  information,  see  your  independent  agent  or  broker,  or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  1 701 1 / (71 7)  763- 1422 


© 1984  P«nnaylvanlaCa>ualty  Company.  Camp  Mill.  PA  ■ ALL  RIGHTS  RESERVED 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  Indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hy(»rkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise, unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired,  if  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities,  it 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K’*'  intake.  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTHJT  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,, and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides.  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide'  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation.  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  'Dyazide'.  The  following  may  occur;  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered!  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  mbasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium.  Chloride  deficit 
may  occur  as  well  as  dllutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia. Serum  FBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  Increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  Interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide',  although  a causal  relationship  has  not 
been  established. 

Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak”  unit-of-use  botties  of  100. 


In  Hypertension. . . 
When  Need  to 
Conserve 


Potassium-  Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Over  17  "fears  of  Confidence 


The  unique 
red  and  white 
Etyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina.  P.R.  00630 


©SK&F  Co.,  1983 


600mg1ablets 


600^ 


More  coiiveVuentior  your  patients 


t?)1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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Harmarville  can  help  your  patients 
control  and  deal  with  pain 


F^ain— especially  from  back 
or  neck  injuries— can  be 
devastating.  Harmarville  is  help- 
ing patients  deal  with  this  in  a 
special  20-bed  unit  for  the  exclu- 
sive treatment  of  chronic  pain. 

Some  results;  50%  of  patients 
with  return-to-work  goals  achieve 
their  goals.  Over  70%  of  all  patients 


report  a reduction  in  pain.  And 
90%  of  all  pain  program  patients 
have  shown  improvement  in  their 
ability  to  function.  Most  important; 
90%  of  pain  program  patients  are 
taken  off  addicting  drugs. 


There’s  both  individual 
and  group  treatment  by  a 
special  staff  devoted 
exclusively  to  the  pain  pro- 
gram. Also,  a patient's  family 
is  involved  throughout  the 
program.  Physical  therapy, 
biofeedback  and 
relaxation  training, 


education  and  counseling  plus 
vocational  programming  all  play 
important  roles  in  the  treatment. 

For  more  information  on 
Harmarville’s  pain  pro- 
gram and  admission 
• procedures,  call  Mary 
^ Anne  Murphy,  Ph.D.  or 

* ' John  Delaney,  M.D. 

at  781-5700. 


HARMARVILLE  REHABILITATION  CENTER,  INC. 
P.O.  Box  11460,  Guys  Run  Road,  Pittsburgh,  PA  15238 


‘did  qou  ao^Mr  TO  see  me  t^EMoeicL  -me  BSf^croe-, 
sroce  deotcee,  e/MMc/e,c  ^AZ-^^t/sr  mx  ft-Dvisoe, 
P<c ou^r^f^l^T,  ce  ee>\iD  eeefJr 


THE  GAIN  SYSTEM’  GIVES  YOU 
A SINGLE,  KNOWLEDGEABLE  GUIDE  THROUGH 
TODAY  S MAZE  OF  FINANCIAL  OPPORTUNITY. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  respon- 
sible to  you,  who  has  access  to  the  disciplines  of  cash 
management,  lending,  asset  management,  investments, 
trust  and  financial  management  specialties,  and  tax 
planning. 


The  Financial  Management  Account  from  Kanawha  Valley  Bank. 


©Kanawha  Valley  Bank^^^^ 

Charleston.  WVA  Member  FDIC 

An  AfnitXe  of  One  Valiey  Bnncorp  of  West  Virginia.  Inc . 


THE  ARMY  NEEDS 
PHYSKIANS 
RART-TIME. 


The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  prO' 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Southern  West  Virginia 


Northern  West  Virginia 


MAJ.  Sheila  T.  Bowman,  ANC 
USAR  AMEDD  Procurement 
Forest  Glen  Section 
Walter  Reed  Army  Medical  Center 
Washington,  DC  20307 
(301)  427-5101/5131 


MAJ.  James  E.  Kuza,  MSC 
USAR  AMEDD  Procurement 
Federal  Building,  Room  304 
1000  Liberty  Avenue 


Pittsburgh,  PA  15222 
(412)  644-4432 


Professional 

Liability  Insurance  /({f  f J 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 
its  endorsed  program  to  you  for . . . 
your  most  considered  review  and 
attention.’’ 

Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professional  Liability  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Insurance 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 


McDonough 

Caperton 

Insurance 

Group 


TiK 


Uniquely  capable...  Professionally  competent 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O  Box  3186,  Charleston.  WV  25332  Telephone  (304)  346-0611 
With  offices  in:  Beckley.  Charleston,  Fairmont,  Parkersburg,  Wheeling 

CALL  TOLL  FREE  1 -800-642-3088 


Announcing 
newly  formulated 


IV. 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

Effective  adjunct  in 
short-term  treatment 
of  pain 

accompanied  by  tension  and/or 
anxiety  in  patients  with 
musculoskeletal  disorders. 


Equagesic- 

(meprobamate  with  aspirin)  e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspirin 

INDICATIONS: 

Adjunct  m short-term  treatment  of  pam  accom- 
panied by  tension  and  or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  m these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  penodi- 
cally  reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria: 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g carisoprodol 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombinemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  m life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chrome  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  slates, 
hallucinosis,  and,  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation, symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively  a short- 
acting  barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g..  driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies. Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  is  present  both  In  umbillcal-cord  blood  at 
or  near  maternal  plasma  levels  and  in 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated in  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  children  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic* 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

aspirin  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  fur>ction  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  macuiopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  peiechiae.  ecchymoses.  eost- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol.  and  cross-sensitivrty  between  mepro- 
bamate mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuna  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets,  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVEROOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  m the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoaadosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thfombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported.  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitonng  of  urinary  out 
put  IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100.  Redipak*  strip 
pack  25  s.  Redipak*  unit  dose  100  s.  individ- 
ually wrapped 
Cl  3343-1  9 6 83 


Wyeth  Laboratories 


<9  1984,  Wyeth  Laboratories 


The  Wc5t  Virginia  ricdical  Journal 

VoL.  80,  No.  6 June,  1984 

Accuracy  Of  Cholecystosonography 
With  Pathologic  Correlation 


MORTEZA  K.  ELYADERANI,  M.  D. 
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Successful  gallbladder  visualization  has  im- 
proved significantly  in  this  decade  due  to  the 
addition  of  oral  cholecystosonography  as  an  ex- 
amination tool.  We  examined  1,053  patients  with 
a conventional  articulated  arm  static  scanner  for 
gallbladder  evaluation.  The  gallbladder  was  ade- 
quately visualized  in  991  patients,  a scanning  suc- 
cess rate  of  94  per  cent.  Of  the  62  patients  in 
whom  the  gallbladder  could  not  be  visualized,  37 
had  strong  acoustic  shadowing  in  the  anatomic 
region  of  the  gallbladder  suggestive  of  gallstones. 
Of  these  37,  10  went  to  surgery  ivith  gallstones 
being  present  in  all  cases.  Of  the  remining  25 
u hose  gallbladder  could  not  be  visualized  due  to 
patient  obesity,  excessive  bowel  gas,  gallbladder 
collapse  or  technical  error,  five  went  to  surgery. 
Gallstones  were  found  in  four  and  chronic  chole- 
cystitis in  one  of  this  latter  group. 

Postsurgical  followup  ivas  obtained  in  302 
cases:  the  245  ultrasound  positives,  the  42  ultra- 
sound negatives  and  the  15  surgical  cases  des- 
cribed above.  There  were  two  false  positives  who 
had  stones  measured  by  ultrasound  as  three  mm 
in  one  case,  and  five  mm  in  the  other,  prior  to 
surgery.  The  negative  findings  at  surgery  could 
be  explained  by  spontaneous  passage  of  the 
stones  or  inadequate  search  for  the  stones  in  the 
specimen.  Of  the  false  negatives,  none  had  stones 
measuring  more  than  five  mm.  Correlation  of 
cholecystosonography  and  surgical  results  shoivs 
sensitivity  of  98.5  per  cent,  specificity  of  95  per 
cent,  positive  accurary  of  99  per  cent,  and  nega- 
tive accuracy  of  90  per  cent  for  ultrasonic  diag- 
nosis of  cholelithiasis. 


Qonograms  were  obtained  by  a commercial, 
^ grey  scale  contact  scanner.  Examinations  were 
performed  with  a 2.25  MHZ,  19-mm-long,  inter- 
nal-focused transducer  or  a 3.5  MHZ,  19  mm 
with  6 to  12  focal  zone.  All  patients  had  fasted 
for  at  least  eight  hours,  and  many  in  whom  the 
gallbladder  was  not  visualized  returned  for  sec- 
ond and  third  ultrasound  examinations  on  sub- 
sequent days.  Some  of  these  patients  presented 
witli  an  acute  abdomen  and  were  immediately 
examined. 

Examinations  were  performed  in  a supine  posi- 
tion with  a slight  obliquity  to  the  left;  longitudi- 
nal and  transverse  scans  were  obtained.  Maxi- 
mum effort  was  made  to  see  the  entire  gallblad- 
der with  an  overlapping  scan.  All  patients  were 
routinely  examined  in  the  left  lateral  decubitus 
position  because  we  have  found  that  this  position 
best  demonstrates  the  gallbladder. 

The  diagnosis  of  gallstones  was  made  if  the 
sonogram  showed  opacities  within  the  lumen  of 
the  gallbladder  with  acoustic  shadowing.  Small 
opacities  within  the  lumen  of  the  gallbladder,  but 
without  acoustic  shadowing,  are  called  stones  if 
they  move  with  a change  of  gravity.  If  the  gall- 
bladder was  not  visualized,  but  there  was  a strong 
acoustic  shadowing  in  the  gallbladder  fossa,  we 
re-examined  the  patient  for  consistency  of  acous- 
tic shadowing. 

The  KL  B of  the  patient  was  reviewed  for  pos- 
sibilities such  as  gas  in  bowel  or  calcified  gran- 
ulomas, the  Ligamentum  Teres  and  surgical  clips. 
After  exclusion  of  the  above  possibilities,  tbe 
studies  were  suggestive  for  gallstones,  and  oral 
cholecystosonography  I OCG I was  recommend- 
ed for  confirmation. 
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Materials  and  Results 

In  the  period  from  July,  1977,  to  March, 
1981,  1,053  patients  were  referred  for  ultrasono- 
graphic examination  for  symptoms  suggestive  of 
gallbladder  disease.  Of  1,053  patients  thus  ex- 
amined, 553  were  negative  and  438  were  called 
positive  for  gallstones.  In  62  patients  the  gall- 
bladder could  not  be  seen.  The  patients  with  non- 
visualization of  the  gallbladder  by  cholecystoso- 
nography  were  divided  in  two  groups:  one  group 
had  strong  acoustic  shadowing  in  the  region  of 
the  gallbladder  fossa;  the  other  group  had  no 
acoustic  shadowing.  In  patients  where  the  gall- 
bladder or  acoustic  shadowing  could  not  be  seen, 
massive  obesity,  too  much  bowel  gas  after  fast- 
ing, anatomical  variant,  contracted  diseased  gall- 
bladder, or  technical  error  was  responsible.  Oral 
cholecystography  was  recommended  for  all  pa- 
tients with  nonvisualization  of  the  gallbladder. 
Thirty-seven  of  the  patients  with  nonvisualization 
of  the  gallbladder  had  strong  acoustic  shadowing 
in  the  region  of  the  gallbladder;  the  remaining 
25  patients  in  this  group  were  without  acoustic 
shadowing. 

Three  hundred  and  two  patients  of  the  total 
group  of  1,053  had  surgery  (Table  1).  From 
those  patients  with  visualization  of  the  gallblad- 
der with  positive  ultrasonography,  245  patients 
had  surgery.  Two  hundred  and  forty-three  pa- 
tients were  positive  for  gallstones  at  surgery,  and 
two  cases  were  surgically  proven  to  be  false  posi- 
tive by  ultrasound.  In  the  two  cases  that  were 
called  false  positive  by  cholecystosonography, 
one  had  a five-mm  stone  within  the  lumen  of  the 
gallbladder  with  strong  acoustic  shadowing,  and 
the  other  had  three-mm  internal  echoes  which 
moved  within  the  gallbladder  with  gravity  but  did 
not  have  acoustic  shadowing. 

False  Positive  Causes 

The  cause  for  failure  to  demonstrate  these 
stones  at  surgery  can  be  explained  by  spontan- 
eous passage  of  the  stone  into  the  duodenum 
through  the  biliary  system  prior  to  surgery,  the 
spontaneous  passing  of  the  stone  during  surgery. 


TABLE  1 

Surgical  Correlation  With  Cholecystosonography 


Number  of 
Patients 

Final  Diagnosis 

Ultrasonic  Diagnosis 

Normal 

Gallstones 

Negative 

42 

38 

4 

Positive 

245 

2 

243 

Nonv’isualization 
With  Acoustic 
Shadowing 

10 

10 

Nonvisualization 
Witliout  Acoustic 
Shadowing 

5 

1 

4 

or  inadequate  search  to  find  these  small  stones 
after  surgery.  There  are  other  causes  that  can  pro- 
duce false  positives  such  as  junctional  folds, 
kinks,  Phrygian  cap  and  heister  valves.  Such 
conditions  could  easily  be  excluded  from  our  two 
positive  cases,  and  it  was  felt  that  these  two 
cases  had  a stone  which  was  not  demonstrated  at 
surgery. 

False  Negatives 

Of  patients  with  visualization  of  the  gallblad- 
der which  was  negative  for  stones,  42  underwent 
surgery.  Thirty-eight  of  these  42  were  negative 
for  gallstones  at  surgery,  and  four  patients  had 
gallstones  at  surgery  indicating  a false  negative 
ultrasonographic  examination.  The  patients  who 
were  false  negative  had  stones  at  surgery  which 
were  less  than  five-mm  in  diameter  and  less  than 
three  in  number.  The  explanation  for  these  false 
negative  studies  can  be  due  to  multiple  factors 
such  as  operator  skill  or  transducer  type  since  it 
is  known  that  the  detection  of  a stone  and  acous- 
tic shadowing  depends  also  on  frequency  and 
focal  zone  of  the  transducer. 

Ten  patients  from  the  group  with  nonvisualiza- 
tion of  the  gallbladder  and  with  strong  acoustic 
shadowing  in  the  gallbladder  fossa  had  surgery, 
and  all  were  positive  for  stones.  Five  patients 
from  the  group  with  nonvisualization  of  the 
gallbladder  and  with  no  acoustic  shadowing  had 
surgery.  Four  had  gallstones,  and  the  fifth  had 
chronic  cholecystitis  without  stones.  These  results 
show  that  nonvisualization  of  the  gallbladder  with 
or  without  acoustic  shadowing  is  highly  suspic- 
ious for  gallbladder  disease. 

Discussion 

The  gallbladder  was  adequately  visualized  in 
94  per  cent  of  the  patients.  The  rate  of  successful 
gallbladder  visualization  has  increased  signif- 
icantly since  early  reports.  This  improvement  re- 
sults from  equipment  advancement  and  operator 
expertise  (Table  2).  This  is  in  contrast  to  the 
first  dose  of  oral  cholecystogram  in  which  visuali- 
zation has  been  reported  by  Rosenbaum'  and 
Burks^  as  85  per  cent,  by  Mujahed^  as  75  per 
cent,  by  Stanley"'  as  50  per  cent,  and  by  Krook^ 
as  94  per  cent.  Visualization  in  oral  cholecystog- 
ranhy  was  increased  with  a second  dose  of  oral 
cholecystogram  to  91.5  per  cent  by  Mujahed^  and 
to  99  per  cent  by  Krook^  (Table  3).  Poor  vis- 
ulaization  of  the  gallbladder  after  a single  dose 
of  contrast  material  occurs  not  only  in  a signi- 
ficant number  of  apparently  normal  patients,  but 
also  occurs  regularly  with  acute  pancreatitis,  after 
trauma,  after  surgery,  after  fasting,  in  women  in 
the  late  months  of  pregnancy  and  in  infants 
under  six  months  of  age. 
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These  various  factors  which  cause  nonvisuali- 
zation in  oral  cholecystography  make  cholecys- 
tosonography  more  desirable.  Statistically,  poor 
visualization  with  the  first  dose  of  oral  cholecys- 
tography clearly  demonstrates  the  superiority  of 
ultrasound  over  the  first  dose  of  oral  cholecystog- 
raphy; nevertheless,  there  are  factors  that  make 
ultrasound  the  more  desirable  examination.  For 
example,  ultrasound  eliminates  problems  such  as 
the  patient’s  noncompliance  in  taking  the  pills 
requisite  for  oral  cholecystogram,  threat  of  al- 
lergic reaction,  poor  timing  of  the  radiographs, 
poor  radiographic  technique,  and  the  need  for  a 
fatty  meal. 

Accuracy  99  per  cent 

The  rate  of  positive  accuracy  was  99  per  cent 
in  our  series  with  two  false  positives  for  ultra- 
sound. Both  with  false  positive  met  all  criteria 
for  a classical  appearance  of  gallstones,  i.e., 
opacities  within  the  lumen  which  moved  with 
gravity  and  with  acoustic  shadowing.  Possi- 
bilities for  false  positives  such  as  the  junctional 
folds^,  kinks,  phrygina  cap^  or  heister  valves® 
could  be  excluded.  The  size  of  the  stone  in  one 
case  was  three  mm,  and  the  other  was  five  mm. 
There  is  no  other  explanation  for  these  false  posi- 
tives other  than  spontaneous  disappearance  of 


TABLE  2 

Percentage  of  Visualization  of  Gallbladder  by 
Ultrasonography 


Number 

of 

Author  Cases 

Percentage  of 
Visualized 
Gallbladder 

□oust  and  Maklad,  1974 

50 

90% 

Goldberg,  et  al.,  1974 

195 

58.5% 

Crow,  et  al.,  1976 

50 

92% 

Arnon  and  Rosenquist,  1976 

123 

98.5% 

Leopold,  et  al.,  1976 

75 

92% 

Lawson,  1977 

81 

75.5% 

Anderson  and  Harned,  1977 

76 

83% 

Bartrum,  et  a!.,  1977 

200 

95% 

Dempsey,  et  al.,  1978 

86 

95.5% 

Cooperberg  and  Burhenne,  1980 

980 

98.5% 

Hessler,  et  al.,  1981 

420 

96.5% 

THIS  REPORT 

1,052 

94% 

TABLE 

3 

Rate  of  Visualization  of  Gallbladder  With  First 
and  Second  Dose  Oral  Cholecystography 

Number 

of 

Author  Cases 

Percentage  of 
V isualized 
Gallbladder 

Mujahed,  et  al.,  1974 

5,000 

92% 

Bartrum,  et  al.,  1977 

200 

70% 

Krook,  et  al.,  1978 

472 

100% 

the  stones.  Structures  adjacent  to  the  gallbladder 
might  produce  a false  appearance  of  a gallblad- 
der with  stone.  The  antrum  of  the  stomach  and 
duodenum  can  simulate  such  an  appearance. 

Some  false  positives  by  oral  cholecystography 
are  due  to  a variety  of  reasons  including  over- 
lying  gas  shadows  over  the  gallbladder.  Two  pa- 
tients were  called  positive  by  oral  cholecystog- 
raphy and  had  no  gallstones  demonstrated  by 
ultrasound;  however,  there  was  no  surgery  and 
no  followup  is  available. 

The  incidence  of  false  negative  by  oral  chole- 
cystography was  reported  as  seven  per  cent  by 
Dunn  et  al.^  and  Kolondy  et  al.^^  (Table  4).  In 
our  series  of  106  cases  that  were  called  negative 
by  oral  cholecystography,  12  patients  had  stones 
by  ultrasonography.  This  demonstrated  a false 
negative  rate  of  11  per  cent  in  this  selected  group 
of  patients  in  comparison  with  a 9.5-per  cent 
false  negative  rate  by  ultrasonography  (Table  5). 
Some  of  the  patients  with  a false  negative  oral 
cholecystograph  had  multiple  stones,  and  some 
of  the  stones  were  larger  than  five  mm.  It  seems 


TABLE  4 

False  Negative  by  Oral  Cholecystography 


Author 

Number  of 
Cases 

Method  of 
Confirmation 

Kolodney,  et  al.,  1968 

3 

Surgery 

Dunn,  et  al.,  1974 

2 of  29  (7%) 

Surger>' 

Reid  and  Rogers,  1975 

9 of  17 

Siugery 

Fiegenschuh 

and  Loughry,  1977 

3 of  5 

Siugery 

deGraaff,  et  al.,  1978 

3 

Ultrasound 
and  Surgery 

Krook,  et  al.,  1980 

3 of  100  (3%) 

Ultrasound 

Detwiller,  et  al.,  1980 

4 

Surgery 

THIS  REPORT 

12  of  106(11%) 

Ultrasound 
and  Surgery 

TABLE  5 

False  Negative  and  Positive  Rate  hy 
Ultrasonography 

Author 

False 

Negative 

Percentage 

False 

Positive 

Percentage 

.Arnon,  et  al.,  1976 

9% 

Anderson,  et  al.,  1977 

115 

3% 

Bartrum,  et  al.,  1977 

2.5% 

3% 

Grade,  et  al.,  1978 

4% 

1% 

Cooperberg,  et  al.,  1980 

10.5% 

1.5% 

Krook,  et  al.,  1980 

6% 

1.5% 

Detwiler,  et  al.,  1980 

4% 

1% 

Bartrum,  et  al.,  1976 

3% 

Lawson,  1977 

6% 

THIS  REPORT 

9.5% 

1% 
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likely  that  even  with  ideal  radiographic  technique 
and  good  opacification  of  the  gallbladder,  gall- 
stones that  are  three  to  five  mm  or  less  in  diam- 
eter may  occasionally  be  missed  when  only  one 
or  two  stones  are  present.  Hower,  there  is  not 
much  available  information  concerning  the  num- 
ber of  patients  who  have  gallstones  but  in  whom 
oral  cholecystography  is  interpreted  as  normal. 

Complementary  Examinations 

Oral  cholecystography  and  cholecystosonog- 
raphy  are  complementary  examinations:  suspi- 
cious or  inconclusive  results  from  one  should 
strongly  suggest  employing  the  other.  For  ex- 
ample, our  series  of  42  cases  demonstrated  that 
in  cholecystosonography  there  was  a 9.5-per  cent 
false  negative  rate.  This  high  rate  of  false  nega- 
tive by  cholecystosonography  should  require  oral 
cholecystography  for  those  symptomatic  patients; 
likewise,  a symptomatic  patient  with  a negative 
oral  cholecystography  should  have  a cholecysto- 
sonograph.  The  initial  nonvisualization  of  the 
gallbladder  is  not  a definite  indication  of  the 
presence  of  gallbladder  disease,  and  a second 
study  is  required  before  a diagnosis  can  be  made. 
The  diagnosis  of  10  to  20  per  cent  of  patients 
with  nonvisualization  of  the  gallbladder  { indicat- 
ing disease  ) has  to  be  made  by  exclusion  of  other 
factors  involving  liver  function,  etc. 

Possible  causes  for  nonvisualization  of  the 
gallbladder  by  ultrasonography  include:  an  ab- 
normal location  of  the  gallbladder,  physiological 
contraction  because  the  patient  wasn’t  truely  fast- 
ing or  a long  fast  was  necessary,  obstruction  of 
the  biliary  system  proximal  to  the  systic  duct  or 
congenital  absence  of  the  gallbladder.  Massive 
obesity,  large  amount  of  gas  in  the  right  upper 
quadrant,  filling  of  the  gallbladder  with  highly 
viscous  bile,  and  tecbnical  errors  and  operator 
skills  are  other  possibilities  for  nonvisualized 
gallbladders. 

In  our  series,  the  ultrasonographic,  nonvisual- 
ized gallbladder  is  divided  into  two  groups — one 
with  acoustic  shadowing  and  the  other  without. 
The  study  was  repeated  in  both  groups  and  a 
plain  abdominal  film  was  reviewed  in  order  to 
exclude  possibilities  other  than  gallstones,  e.g., 
surgical  clips,  right  upper  quadrant  calcification 
or  gas  in  the  bowel.  In  a group  with  acoustic 
shadowing,  100  per  cent  of  the  patients  had 
gallstones;  in  the  group  without  acoustic  shadow- 
ing, 80  per  cent  had  gallstones. 

Harbin  et  considers  surgical  or  autopsy 

evidence  of  actual  lumen  obliteration  to  be  the 
only  acceptable  proof  for  a true  positive  case  and 
not  merely  the  demonstration  of  either  chole- 
lithiasis or  cholecystitis.  It  is  unlikely  that  any 


surgically  removed  gallbladder  would  be  patho- 
logically interpreted  as  normal  because  a pathol- 
ogist can  always  find  some  evidence  of  chronic 
gallbladder  disease.  Regardless  of  the  definition 
of  a nonvisualized  gallbladder  by  Harvin  et  al., 
nonvisualization  of  the  gallbladder  by  ultrasound 
is  statistically  accurate  when  considered  positive 
for  gallstones  ( especially  with  acoustic  shadow- 
ing ) . The  accuracy  for  gallstones  with  nonvisual- 
ization of  the  gallbladder  by  ultrasound  is  varied 
with  77  to  100  per  cent  reported  by  various 
groups  (Table  6). 

We  would  like  to  complete  nonvisualized  gall- 
bladder ultrasonography  with  OCG.  Mujahed 
et  al.^  reported  that  once  all  extrinsic  causes  have 
been  ruled  out,  nonopacification  of  the  gallblad- 
der on  two  consecutive  examinations  indicated 
gallbladder  disease.  However,  91  per  cent  of  his 
patients  had  gallstones  at  operation.  In  another 
series  by  Bartrum  et  al.^,  80  per  cent  evidenced 
stones  at  operation.  If  we  exclude  chronic  chole- 
cystitis without  stones  and  include  only  cases 
that  proved  to  have  gallstones  at  operation,  ultra- 
sound accuracy  is  compatible  with,  if  not  better 
than,  OCG,  and  this  is  even  more  accurate  when 
there  is  acoustic  shadowing  without  visualization 
of  the  gallbladder. 

Small  Stones  Detected 

Because  of  improvement  in  equipment  and  the 
availability  of  high  frequency,  focused  transduc- 
ers, small  stones  can  be  detected.  A single  small 
stone  without  acoustic  shadowing  cannot  be  dif- 
ferentiated from  cholestrol  cystals,  pus,  etc.  Mul- 
tiple stones  are  characterized  by  an  echogenic 
line  with  a strong  acoustic  shadowing  behind. 
Caution  should  be  exercised  to  differentiate  this 
pattern  from  the  gas  within  the  adjacent  bowels 
and  sludge  witbin  the  gallbladder.  In  our  series, 
we  had  three  patients  with  milk  of  calcium  which 
radiologically  manifests  exactly  like  cases  with 
small  stones.  Adenomyomatosis  often  is  associat- 

TABLE  6 

Nonvisualization  of  Gallbladder  by  Ultrasonography 


Sonvisualized  Gallbladder 


.A  utlior 

iVuniber 

of 

Cases 

Sfone 

With 

Acoustic 

Shadowing 

Stone 

Without 

Acoustic 

Shadowing 

Leopold,  et  al.,  1976 

6 

100% 

Anderson,  et  ah,  1977 

13 

77% 

Lawson,  1977 

29 

(9)  100% 

(20)  100% 

Grade,  et  al.,  1978 

24 

96% 

Harbin,  et  al.,  1979 

24 

83.5% 

THIS  REPORT 

1.5 

(10)  100% 

(5)  80% 
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ed  with  compartmentalization  of  the  gallbladder 
due  to  septal  folds  or  annular  thickening;  this  can 
be  recognized  by  ultrasound. 

Cholestrolosis  is  characterized  by  an  echo  com- 
plex within  the  lumen  which  is  fixed  and  does  not 
move  with  gravity.  Adenoma,  papiloma,  polyps 
and  carcinoma  may  not  be  distinguishable;  all 
appeared  as  a solid  mass  within  the  lumen  when 
accompanied  by  gallstones  in  our  patients  with 
carcinoma.  One  of  the  great  values  of  ultrasonog- 
raphy ( other  than  detection  of  stones ) is  appli- 
cation of  the  technique  for  determination  of 
gallbladder  wall  thickening.  The  mean  average 
wall  thickness  of  the  gallbladder  in  our  series  with 
acute  cholecystitis  was  six  mm,  and  6.5  mm  in 
124  patients  with  chronic  cholecystitis.  It  was 
well  correlated  within  1.2  mm  with  specimen 
following  cholecystectomy.  The  use  of  ultrasound 
in  cases  where  a diagnosis  of  acute  cholecystitis 
is  suspected  because  of  thickening  of  the  wall, 
stones,  large  gallbladder  size  or  a halo  sign  has 
been  valuable  in  our  series  of  39  patients  with 
acute  cholecystitis.  The  value  of  ultrasonography 
in  detection  of  pericholecystic  abscess  is  well 
recognized. 

Summary 

The  overall  accuracy  of  cholecystosonography 
appears  to  be  as  good  as  cholecystography 
I Table  7).  In  view  of  the  availability,  safety  and 
efficiency  of  ultrasound  in  selected  conditions 
such  as  acute  abdomen,  acute  cholecystitis,  gall- 
bladder perforation,  biliary  tract  obstruction,  and 
because  it  provides  additional  information  relat- 

TABLE  7 

Overall  Accuracy  of  Oral  Cholecystography  in 
Comparison  With  Cholecystosonography 

Oral 

Author  Cholecystofirajyhy  Cholecystosonography 


Arnon,  et  al.,  1976 

90 

Bartrum,  et  al.,  1976 

96 

.\nderson,  et  al.,  1977 

89 

Bartrum,  et  al.,  1977 

93 

97.5% 

Dempsey,  et  al.,  1978 

75 

Crade,  et  al.,  1978 

93 

96 

Cooperberg,  et  al.,  1980 

97.5% 

Krook,  et  al.,  1980 

98 

96 

Detwiler,  et  al.,  1980 

93.4 

86.8 
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ed  to  the  adjacent  structures,  we  believe  that 
ultrasonography  is  the  primary  procedure  of 
choice  for  gallbladder  evaluation.  However,  the 
value  of  OCG  as  a complementary  modality  in 
certain  cases  such  as  symptomatic  patients  with 
negative  cholecystosonography  or  nonvisualized 
gallbladder  should  not  be  ignored. 
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In  My  Opinion 


HOSPITALS  OR  HOTELS? 


Some  recognition  by  the  medical  profession  of 
true  cost  containment  is  becoming  increasingly 
essential. 

It  is  fine  to  blame  increased  cost  of  medical 
care  on  greater  expertise  and  more  complicated 
medical  procedures  but  there  are  areas  which 
need  addressing. 

The  abundant  misuse  of  the  emergency  room 
represents  expensive  care.  I was  amazed  to  find 
my  local  surgeon  could  not  do  simple  skin  pa- 
pilloma removal  in  his  office  until  I loaned  him 
my  instruments.  Emergency  room  care  is  expen- 
sive for  examination  or  for  simple  sugery  and 
non-emgerency  care.  In  addition,  it  puts  a bur- 
den on  the  emergency  room  and  hinders  the  serv- 
ices for  which  it  is  designed. 

The  many  luxury  items  of  the  modern  hospital 
make  good  incentives  for  prolonged-stay  de- 
mands of  patients. 

Do  T\  sets  aid  or  im})ede  recovery?  One  set 
in  a solarium  might  be  desirable,  but  every 
room?  Eve  heard  the  old  saw  of  “they  pay  for 
themselves,”  but  do  they  pay  for  those  extra  days 
of  stay  they  create  by  disturbing  the  patient  in 
the  next  bed? 

Gourmet  food.  Is  the  protein  in  lobster  better 
than  that  in  black-eyed  peas?  No!  A simple, 
practical  diet  oft  repeated  might  encourage  some 
patients  to  leave  sooner.  It  could  cost  jobs  for 
kitchen  help  and  dietitians  but  it  also  would  re- 
duce costs  of  hospital  care. 

Does  every  hospital  need  to  be  a center  for  all 
things?  I know  the  HSA  was  a costly,  bureau- 
cratic way  of  attempting  to  cut  costs  by  regulat- 
ing services  hut  can  each  hospital  afford  to  be  a 
diagnostic  center,  trauma  center’  neurosurgical 
center,  etc.?  Perhaps  some  good,  old-fashioned 
competition  would  help  to  bring  about  some  sal- 
utary limitation. 

Does  the  private  growth  of  for-profit  hospital 
care  such  as  Humana,  HCA,  etc.,  help?  It  will  if 


we  as  physicians  utilize  these  only  for  essential 
hospital  care  and  curtail  both  private  insurance 
and  government  payment  of  wasteful  care. 

I cite  two  personal  examples  of  what  I consider 
abuse.  Em  sure  these  happen  every  day. 

Case  No.  1:  A patient  came  to  my  dermat- 
ology office  for  excision  of  a small  skin  cancer  on 
the  dorsal  surface  of  the  right  hand.  I advised 
excision  in  my  offiice  with  the  bill  to  be  about 
SoO.  Patient  stated,  “Admit  me  to  the  hospital. 
My  GM  I General  Motors  ) insurance  will  pay  the 
entire  hill  and  Ell  get  two  weeks  off!”  I advised 
him  that  his  insurance  paid  in  full  for  office  care. 
Two  weeks  later  that  patient  was  operated  on  in 
the  hospital  by  a surgeon  who  charged  nearly 
•S800.  and  the  hospital  bill  was  $1,200.  Your 
next  auto  purchase  might  pay  the  bill. 

Case  No.  2;  A patient  with  a suspected  rup- 
tured spleen  was  being  followed  with  hourly- 
repeated,  costly  lab  work  but  no  routine  pulse 
and  l)lood  pressure.  When  I ordered  the  pulse 
and  BP  at  15-minute  intervals,  it  became  readily 
apparent  when  the  hematoma  began  to  leak  long 
before  any  lab  test  reflected  the  changes.  Some- 
times we  forget  that  basic  fundamentals  give 
information  less  confusing  than  the  more  esto- 
teric  procedures. 

I am  not  proposing  a return  to  pioneer-day 
medicine  but  I do  think  some  cost  reduction  is 
essential,  or  factors  beyond  our  control  will  re- 
turn us  to  nearly  that  status. 

L.  Walter  Fix,  M.  D. 

Martinsburg 


Beginning  with  this  issue,  In  My  Opinion  will 
appear  in  The  Journal  from  time  to  time.  We  welcome 
contributions.  Submissions  should  be  addressed  to 
Stephen  D.  Ward,  M.  D.,  Editor,  The  West  Virginia 
Medical  Journal,  Bo.x  1031,  Charleston,  West  Virginia 
2.5324. 
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Pseudomembranous  colitis  is  a serious  sequela 
associated  with  the  use  of  antibiotics.  Moderate 
to  severe  diarrhea  is  noted  several  days  after  the 
initiation  of  antimicrobial  therapy,  or  may  occur 
weeks  after  the  therapy  has  been  stopped.  Elec- 
trolyte loss,  dehydration  and  hypoalbuminemia 
can  occur  rapidly,  and  death  may  result  from 
such  a complication  as  toxic  megacolon. 

The  following  case  describes  a 65-year-old 
white  female  who  developed  pseduomembranous 
colitis  following  the  use  of  oral  antibiotics.  The 
pathogenesis  of  pseudomembranous  colitis  and 
its  current  treatment  are  briefly  discussed. 

T>  is  a 65-year-old  white  female  with  a 40- 
pack-year  smoking  history  and  severe 
chronic  obstructive  pulmonary  disease  who  was 
admitted  to  West  Virginia  University  hospital  in 
acute  respiratory  distress.  The  history  of  the  pres- 
ent illness  is  significant  for  declining  respiratory 
status  for  one  week  prior  to  admission  and  self- 
medication  with  250  mg  erythromycin  four  times 
a day  almost  constantly  for  the  previous  four 
months. 

Her  only  other  recent  hospital  admission  was 
for  pneumonia  four  months  previously.  Medica- 
tions taken  at  home  included  digoxin  (Lanoxin 
0.125  mg.  daily  and  theophylline  I TheoDur^  I 
300  mg.  twice  daily.  She  reported  a skin  rash 
with  the  ingestion  of  sulfonamides. 

Physical  examination  revealed  marked  dyspnea 
with  a respiratory  rate  of  40;  cyanotic  skin;  pulse 
of  116,  irregular;  temperature  of  38°  Celsius; 
and  blood  pressure  110  (70.  The  oral  mucosa  was 
dry  from  mouth  breathing.  Lung  examination 
showed  almost  no  air  movement  with  rales  in  both 
bases  and  diffuse  rhonchi.  Ectopic  beats  w'ere 
noted  at  approximately  five  per  minute  during 
the  heart  examination.  No  murmurs  or  gallops 
were  noted.  Abdomen  revealed  mild  distention. 


Admission  studies  included  a chest  x-ray  which 
was  normal.  EKG  showed  sinus  tachycardia  with 
frequent  PVCs.  Hemoglobin  was  17.1  gm/dl  with 
hematocrit  of  51  per  cent.  Her  WBC  count  was 
9,800  mnU  with  a left  shift.  Serum  glucose  was 
162  mg/dl,  and  creatinine,  blood  urea  nitrogen 
and  serum  electrolytes  were  normal.  Arterial 
blood  gases  were:  pH  7.34,  pOi  47.5  mm  Hg. 
pCOi  61  mm  Hg.  HCOs'  32.5  mEq  ^L. 

Impressions  at  the  time  of  admission  were: 
1 I acute  respiratory  distress,  2 ) known  COPD, 
3 ) bronchitis  vs.  pneumonia,  and  4 ) dehydration. 

Clinical  Course 

In  the  clinic,  she  was  immediately  placed  on 
low-dose  oxygen,  and  an  aminophylline  infusion 
was  begun.  No  loading  dose  of  aminophylline  was 
administered.  There  was  no  improvement  in  her 
clinical  course  over  the  next  eight  hours,  and  she 
was  transferred  to  the  Intensive  Care  Llnit  for 
close  observation  and  anticipated  intubation. 
Therapy  included  metaproterenol  inhalation,  ami- 
nophylline infusion,  low-dose  oxygen,  methylpred- 
nisolone  60  mg  IV  q6h,  ampicillin  500  mg. 
P.O.  QID  and  intravenous  fluids.  Her  course 
slowly  improved,  and  she  was  transferred  from 
ICU  on  hospital  day  three. 

On  hospital  day  five,  she  developed  a profuse, 
watery  diarrhea.  The  stool  was  heme  negative.  It 
was  felt  that  the  ampicillin  was  responsible.  Tbe 
patient  was  begun  on  oral  cephalexin.  The  diar- 
rhea was  less  severe  following  the  change  to 
cephalexin,  but  returned  on  day  seven.  Her  res- 
piratory status  had  improved  and  she  was  no 
longer  wheezing.  The  aminophylline  drip,  me- 
thylprednisolone,  cephalexin  and  inhalation  treat- 
ments were  all  discontinued  on  hospital  days  six 
and  seven.  A frank  pneumonia  was  never  evident 
on  chest  x-ray. 

The  patient’s  diarrhea  continued.  Imodium'’ 
I loperamide  I was  used  with  minimal  success.  In- 
travenous fluids  were  reinstituted  to  rest  the 
bowel  and  alleviate  fluid  loss.  On  day  11,  flexible 
sigmoidoscopy  demonstrated  scattered  yellowish 
plaques  characteristic  of  pseudomembranous  coli- 
tis. \ ancomycin,  250  mg  orally,  four  times  daily 
and  a lactose-free  diet  were  begun.  By  day  14,  the 
diarrhea  had  resolved,  and  she  was  discharged  on 
hospital  day  16.  Discharge  medications  included 
vancomycin,  digoxin  (Lanoxin'’),  theophylline 
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I TheoDur^  I,  and  terbutaline.  She  was  discharged 
to  family  care  and  is  using  home  oxygen. 

Pseudomend)ranous  entercolitis  ( PMEC  ) was 
first  described  by  J.  M.  Finney  in  1893^  from 
autopsy  findings  on  several  of  bis  surgical  pa- 
tients. It  is  characterized  by  typical  mucosal 
lesions  consisting  of  raised,  yellow-green,  mem- 
brane-like plaques  from  a few  millimeters  in 
diameter  to  confluent  areas.  Microscopically,  this 
represents  superficial  mucosal  necrosis  that  prog- 
resses to  fibrinous  necrosis  with  accompanying 
increased  glandular  mucus  secretions,  and  coagu- 
lative  necrosis  with  ulcer  formation  in  the  ad- 
vanced disease  state."  The  colon  alone  is  usually 
affected,  but  the  entire  alimentary  tract  may  be 
involved. 

Antibiotic  Link 

This  disease  is  usually  linked  to  antibiotic  use, 
although  it  was  known  long  before  the  antibiotic 
era.  Initially,  tetracycline  and  chloramphenicol 
were  implicated,^  hut  all  antibiotics  except  van- 
comycin and  ])arenteral  aminoglycosides  also 
have  been  cited  as  etiologic  agents.  The  route  of 
administration  does  not  seem  to  be  important,  ex- 
cept for  the  aminoglycosides,  and  there  recently 
has  1 >een  a report  of  topical  clindamycin  causing 
PMEC.’  Because  of  the  association  with  anti- 
biotic usage  and  the  high  incidence  of  only  co- 
lonic involvement,  some  authors  prefer  to  name 
this  entity  antibiotic-associated  ])seudomembran- 
ous  colitis  lAAPMC)."* 

In  the  pre-antibiotic  era,  ischemia,  usually 
following  bowel  surgery,  was  thought  to  initiate 
the  process.  It  wasn't  until  the  19.50s  and  '60s 
that  an  infectious  origin  was  considered.^  Staph, 
aureus  initially  was  thought  to  be  the  offending 
agent  because  it  was  frequently  noted  on  gram 
stain  and  cultured  from  the  stool  of  PMEC  pa- 
tients. However,  it  has  been  shown  that  5.  aureus 
can  be  found  in  the  stool  of  25  to  30  per  cent  of 
healthy  adults,  and  in  90  per  cent  of  those  treated 
with  antibiotics  but  without  any  GI  symptomat- 
ology. 

In  1978,  a cytotoxin  from  Clostridium  difficile 
was  implicated  in  PMEC.  The  organism  produces 
two  toxins,  a thermolabile  cytotoxin  that  is  com- 
monly assayed  for,  and  a Toxin  A that  is  the  topic 
of  current  assay  technique  research.^  Predis- 
posing factors  to  the  growth  or  overgrowth  of 
C.  difficile  in  the  alimentary  tract  of  man  seem 
to  be  antibiotic  usage  altering  the  balance  of 
normal  gut  flora  and  general  debilitation.^ 

Hafiz  et  al.  isolated  C.  difficile  in  18  per  cent 
of  healthy  women  in  family  planning  clinics,  and 
in  100  |)er  cent  of  women  and  71  per  cent  of  men 
with  underlying  urogenital  disease.^  This  seems 


to  suggest  that  debilitation,  and  perhaps  specific 
urogenital  disease,  along  with  the  use  of  broad- 
spectrum  antibiotics,  constitute  the  predisposing 
factors  for  PMEC.  Hamster  studies  showing  en- 
vironmental recolonization  of  C.  difficile^  also 
have  been  done  and  may  have  some  bearing  on 
the  relapse  rate  of  up  to  20  per  cent. 

Clinically,  this  disease  is  characterized  by  mod- 
erate to  ))rofuse  watery,  green  diarrhea  occurring 
four  to  nine  days  after  initiating  broad-spectrum 
antibiotic  therapy,  with  25  to  40  per  cent  of  pa- 
tients developing  symptoms  two  to  ten  weeks 
after  treatment.'^  Hemoccult  positive  stool  is  com- 
mon, but  grossly  bloody  diarrhea  is  seen  less  than 
10  per  cent  of  the  time.*  There  frequently  is  mild 
abdominal  discomfort  with  generalized,  nonspe- 
cific tenderness  and  or  cramping.  Rebound  is 
uncommon.  Fever  and  leukocytosis  complete  the 
usual  j)icture.  Two  distinct  groups  of  patients 
with  PMEC  have  been  described,'*  the  first  with 
classical  diarrhea  and  proctoscopic  findings,  and 
the  second  with  massive,  bloody  diarrhea  occur- 
ring within  12  to  24  hours  of  antibiotic  therapy. 

Diagnosis 

The  diagnosis  is  made  usually  hy  the  typical 
sigmoidoscopic  appearance  of  the  mucosa,  but 
the  fastidious  C.  difficile  can  be  cultured,  and  a 
tissue  culture  assay  in  which  the  cytopathic  toxin 
of  c.  difficile  is  neutralized  hy  C.  sordelli  anti- 
toxin is  very  specific  and  in  fairly  common  use. 
Newer  assay  techniques  using  enzyme-linked  im- 
munoabsorbent  assays  ( ELISA  I and  counter- 
imnumoelectrophoresis  ( CIE  ) are  not  yet  widely 
available.^ 

When  considering  a diagnosis  of  PMEC,  non- 
specific gastroenteritis  (including  Salmonel- 
losis), amebiasis,  ischemic  colitis,  acute  ulcera- 
tive colitis,  and  Crohn’s  disease  should  be  includ- 
ed in  the  differential  diagnosis.  It  should  be 
mentioned  that  self-limiting,  mild  diarrhea 
associated  with  antibiotic  therapy  is  not  equi- 
valent to  PMEC.  Gastrointestinal  distress  caused 
bv  some  antibiotics  in  some  individuals  does  not 
have  the  typical  pathological  findings,  although 
sigmoidoscopy  is  sometimes  required  to  definitely 
rule  out  PMEC. 

Mortality  has  been  variously  reported  from 
•'ero  to  70  per  cent"  and  depends  on  timely  diag- 
nosis and  treatment  as  well  as  the  general  condi- 
tion of  the  patient.  It  is  interesting  to  note  that 
a Mayo  Clinic  survey^  from  1925  to  1952,  which 
sf)anned  the  pre-  and  post-antibiotic  eras,  failed 
to  show  a significant  increase  in  the  reported  in- 
cidence of  PMEC,  even  after  antibiotics  had  been 
in  common  use. 
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Therapy 

The  therapy  of  pseudomembranous  colitis  is 
directed  at  either  binding  the  toxin  produced 
from  C.  difficile  or  eradicating  the  organism. 
Such  modalities  utilize  either  cholestyramine/ 
colestipol  or  antibiotics  which  are  active  against 
the  offending  organism. 

If  C.  difficile-induced  pseudomembranous 
colitis  is  suspected  or  proven  with  accepted  diag- 
nostic approaches,  the  responsible  agent,  namely 
the  antibiotic,  should  be  discontinued  immedi- 
ately. General  supportive  measures  should  be 
initiated  and  should  include  fluid  and  electrolyte 
therapy  and  bowel  rest.  Such  measures  may  not 
be  necessary  for  all  patients. 

The  use  of  antidiarrheal  preparations  has  not 
been  favored  because  of  the  potential  for  worsen- 
ing or  prolonging  the  course  of  the  disease.  Such 
concerns  have  not  been  conclusively  proven."* 
Despite  the  apparent  lack  of  harmful  effects,  the 
use  of  antidiarrheal  'antimotility  drugs  should  be 
discouraged. 

The  anion-exchange  resins,  cholestyramine  and 
colestipol,  bind  the  C.  difficile  exotoxin  in  vitro. 
Such  activity  would  be  expected  to  eliminate  the 
toxins’  detrimental  effects.  Despite  such  promise, 
results  of  trials  using  these  resins  have  been 
mixed.*®  *-  The  rational  use  of  anion-exchange 
resins  may  be  limited  to  mild  cases  of  pseudo- 
membranous colitis.  Recent  evidence  suggests 
that  anion-exchange  resins  may  be  useful  in  cases 
of  recurrent  antibiotic-associated  pseudomem- 
branous colitis. 

Tedesco®  has  reported  excellent  results  in  11 
patients  with  relapses  who  were  treated  with  a 
tapered  schedule  of  vancomycin  and  colestipol. 
All  the  patients  responded  and  were  asympto- 
matic at  six  weeks.  Colestipol  is  preferred  be- 
cause it  is  more  palatable  than  cholestyramine 
and  is  a more  potent  binder  of  C.  difficile  toxin. *^ 

A recent  case  report  outlined  the  unsuccessful 
management  of  relapsing  pseudomembranous 
colitis  with  the  combination  of  oral  metronidazole 
and  cholestyramine.**  The  patient  was  initially 
treated  with  oral  metronidazole  alone.  Oral  van- 
comycin was  started  and  the  diarrhea  quickly 
resolved.  The  patient  remained  asymptomatic  at 
eight  weeks’  followup.  High  titres  of  C.  difficile 
toxin  may  have  been  responsible  for  the  relapses 
noted. 

Anionic-exchange  resins  are  usually  well  toler- 
ated and  are  given  in  divided  doses  of  10  to  16 
grams  per  day.  The  combination  of  an  anionic- 
exchange  resin  and  vancomycin  should  be  ad- 
ministerd  carefully  since  the  resins  may  bind  the 
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orally  administered  vancomycin.  Doses  of  both 
agents  should  be  separated  by  several  hours. 

Vanomycin  Agent  of  Choice 

Another  modality  of  treatment  is  the  use  of 
an  antimicrobial  agent  wbicb  is  active  against 
C.  difficile.  Vancomycin,  metronidazole  and  bac- 
itracin have  all  been  used  in  the  treatment  of 
pseudomembranous  colitis.  Vancomycin  remains 
the  antimicrobial  agent  of  choice  based  on  tbe 
available  information.  The  other  drugs  require 
further  study  in  order  to  define  their  appropriate 
place  in  therapy. 

Vancomycin  is  a glycopeptide  antibiotic  which 
is  bactericidal  against  C.  difficile.  It  is  poorly 
absorbed  orally  and  reaches  high  concentrations 
in  the  colon.  Therefore,  toxicity  with  the  use  of 
this  drug  is  minimal. 

The  drug  has  been  shown  to  be  very  effective 
for  the  treatment  of  pseudomembranous  co- 
litis.*^ *®  Symptoms  including  pain,  diarrhea  and 
fever  may  abate  witbin  two  to  five  days  after 
treatment  is  initiated;  however,  up  to  two  weeks 
may  be  required  for  complete  elimination  of 
symptoms.*^  Titers  of  clostridial  toxin  also 
should  decline  within  several  days  after  treatment 
is  begun. 

The  most  appropriate  dose  and  duration  of 
treatment  has  not  been  fully  determined.  Dosages 
have  ranged  from  125  mg  to  500  mg  four  times 
daily.  Most  therapy  should  be  continued  for 
seven  to  fourteen  days. 

Despite  tbe  success  seen  with  vancomycin,  re- 
laj)ses  have  been  noted  to  occur  in  approximately 
10  to  20  per  cent  of  patients.*^  *®  Relapses  are 
probably  due  to  the  C.  difficile  undergoing  spore 
formation  and  or  reinfection  from  environmental 
sources,  and  can  be  treated  with  a second  course 
of  vancomycin.*  *^  Initial  or  multiple  relapses 
also  have  been  treated  successfully  with  a combi- 
nation of  vancomycin  and  colestipol  utilizing  a 
tapered  dosage  schedule.*’® 

Metronidazole 

Metronidazole  may  be  an  acceptable  alterna- 
tive in  the  treatment  of  relapses  following  van- 
comycin therapy.*^  Cost,  palatability  and  pro- 
curement problems  associated  with  vancomycin 
have  created  the  search  for  alternative  antibiotics 
with  activity  against  C.  difficile.  Metronidazole 
and  bacitracin  have  been  studied  and  may  be 
alternatives  for  patients  who  are  allergic  to  van- 
comycin or  in  situations  where  vancomycin  is  not 
obtainable. 

Metronidazole  is  a nitroimidazole  antibiotic 
which  is  active  against  a variety  of  anaerobic 
protozoa  and  obligate  anaerobic  bacteria.  Most 
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species  of  clostriclium  are  sensitive. The  use 
of  metronidazole  has  met  with  disappointing  re- 
sults.'^ Despite  those  reports,  other  investiga- 
tors have  had  success  with  the  use  of  oral  met- 
ronidazole for  the  treatment  of  pseudomem- 
branous colitis.  Johnson  et  al.  reported  the  suc- 
cessful treatment  of  a 67-year-old  man  with 
SOOmg  of  metronidazole  three  times  daily  for 
10  days."^  The  number  of  loose  stools  decreased 
from  10  to  12  to  one  bowel  movement  daily  after 
three  days  of  therapy.  The  patient  remained 
symptom-free  one  month  later.  Nicolopoulous 
et  al.  successfully  treated  eight  of  nine  patients 
with  ))roven  pseudomembranous  colitis  with  met- 
ronidazole at  a dose  of  1.5  grams  daily  for  14 
days."^  None  of  the  eight  patients  had  recur- 
rences six  months  following  treatment. 

Other  Alternatives 

Metronidazole  may  be  an  alternative  to  van- 
comycin in  the  treatment  of  pseudomembranous 
colitis.  Cost,  palatability  and  availability  are  dis- 
tinct advantages.  Disadvantages  include  systemic 
absorption  and  disulfiram-like  reactions.  Metron- 
idazole also  has  been  implicated  in  causing 
pseudomembranous  colitis. 

Bacitracin  represents  another  alternative  to 
vancomycin  therapy.  The  drug  is  a peptide  anti- 
biotic which  is  active  against  most  gram-positive 
bacteria.  It  is  minimally  absorbed  when  given 
orally  and  is,  therefore,  associated  with  little 
toxicity.  Tedesco  has  reported  on  the  successful 
use  of  bacitracin  I 25.000  units  four  times  daily 
for  seven  days  ) in  two  patients  with  antibiotic- 
induced  pseudomembranous  colitis."'  Both  pa- 
tients responded  within  24  to  36  hours  after  the 
initiation  of  bacitracin.  No  recurrences  have 
been  noted.  Bacitracin  may  be  useful  where 
metronidazole  and  / or  vancomycin  are  contra- 
indicated. 

Our  j)atient  had  been  taking  oral  erythromycin 
at  home  and  subsequently  was  switched  to  oral 
ampicillin  during  hospitalization.  It  is  difficult 
to  determine  which  antibiotic  was  responsible  for 
the  development  of  her  pseudomembranous  co- 
litis. The  amount  of  time  that  she  was  taking 
the  erythromycin  was  undetermined.  However, 
her  clinical  presentation  and  time  course  for  the 
development  of  diarrhea  are  consistent  with  the 
j)resentation  of  pseudomembranous  colitis.  Her 
proctosigmoidoscopic  findings  supported  the 
diagnosis  of  pseudomembranous  colitis.  Cultures 
for  C.  difficile  or  toxin  titers  were  not  obtained 
based  on  the  clinical  evidence  and  concern  for 
minimizing  hospital  costs  for  the  patient. 
Whether  loperamide  j)rolonged  the  course  of  her 
illness  or  worsened  her  condition  is  doubtful. 


The  patient  responded  well  to  the  oral  use  of 
vancomycin.  Her  diarrhea  had  resolved  after 
three  days  of  therapy.  This  is  consistent  with  the 
literature  findings.  Followup  of  the  patient  was 
not  possible;  she  was  to  continue  with  a total 
of  10  days  of  oral  vancomycin. 

Summary 

Clinicians  should  be  aware  of  the  possibility  of 
antibiotic  - induced  pseudomembranous  colitis. 
Once  properly  recognized  and  the  diagnosis  con- 
firmed, supportive  therapy  for  the  patient  is 
necessary.  Anionic-exchange  resins  may  be  use- 
ful adjuncts  in  mild  forms  of  the  disease.  How- 
ever, it  seems  more  logical  to  eradicate  the 
organism  responsible  for  the  production  of  the 
pathogenic  toxin.  Since  vancomycin  has  been 
studied  extensively,  it  should  remain  the  drug  of 
choice.  Metronidazole  and  bacitracin  may  offer 
alternative  approaches  for  therapy  and  may  be- 
come preferred  after  more  experience.  The  prob- 
lem of  disease  relapse  has  been  noted  with  van- 
comycin but  is  also  possible  for  both  metroni- 
dazole and  bacitracin. 

The  search  should  continue  for  more  novel 
approaches  to  the  treatment  of  this  potentially 
life-threatening  disorder. 
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YOU  SPEND  as  much  time  in  the  office  or  behind  your 
desk,  than  at  any  other  waking  activity  during  your  day. 
Thus  it  should  be  as  comfortable  as  any  other  furniture  you 
would  use  in  home  or  out.  But  because  you  meet  most  patients 
and  business  prospects  in  your  office--it  should  reflect  your 
values,  your  personality,  and  your  quality  of  professionalism. 

WE  HAVE  THE  LARGEST  display  of  executive  furniture 
in  the  State  of  West  Virginia,  because  we  believe 
something  as  personal  as  a chair  or  desk  should  be  seen  and 
selected  first  hand  and  not  chosen  from  a catalogue.  A visit  to 
our  floor  allows  you  to  touch,  feel  and  experience  our  best. 

WE  DO  MORE  than  provide  the  professional  industry 
with  top  quality  furniture,  we  take  professional  in- 
terest in  general  office  environment.  Our  interior  designers  on 
staff  are  skilled  creators  of  unique  office  environments. 
Providing  all  decorative  services:  wall  covering,  window  treat- 
ments, lighting,  appointments  as  well  as  the  best  in  office  fur- 
niture. And,  we  provide  service  on  all  items  we  sell. 
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QUALITY  OF  CARE  STILL  THE  PRIMARY  CONCERN 


Touring  the  past  year,  we  have  been  exposed  to 
the  continuous  dehate  regarding  the  cost  of 
medical  care  and  the  necessity  for  physicians  to 
reduce  the  cost  of  health  care.  Much  has  been 
written  about  DRGs,  alternative  forms  of  health 
delivery  systems  and  other  approaches  designed 
to  reduce  the  cost  of  health  care.  I have  discuss- 
ed these  issues  in  the  President’s  Page  and  at 
county  society  meetings.  It  seems  that  much  of 
the  rhetoric  has  assumed  that  the  quality  and 
accessibility  of  medical  services  will  remain  ma- 
gically unchanged  as  fewer  resources  are  allocat- 
ed to  the  health  care  sector.  One  may  be  led  to 
believe  that  the  quality  of  health  services  will  be- 
come less  important  in  this  new  “cost-conscious” 
environment.  In  fact,  little  has  been  mentioned 
regarding  the  methodology  to  ensure  appropriate 
quality  standards  as  these  new  models  of  delivery 
systems  evolve.  Does  it  follow  that  cost  con- 
siderations will  dictate  acceptable  quality  stand- 
ards? The  medical  community  must  emphatically 
reject  this  hypothesis. 

We  physicians  must  not  abdicate  our  responsi- 
bilities to  ensure  that  our  professional  standards 
remain  within  our  specified  parameters;  we  must 
not  allow'  pressure  from  third  parties  or  hospital 
administrations  to  persuade  us  to  compromise 


acceptable  standards  to  reduce  costs.  In  this  new 
environment,  it  remains  the  physician’s  respons- 
ibility to  determine  the  need  for  hospitalization 
and  to  direct  the  care  of  patients.  Be  assured  that 
society  will  continue  to  hold  physicians  “account- 
able” if  a reduced  standard  of  care  is  a by- 
product of  this  rapidly  changing  environment. 

One  obvious  danger  is  that  of  underutilization 
of  hospital  services.  Pressures  may  be  so  great 
on  the  physician  that  he  may  discharge  patients 
too  early,  and  treatment  outcomes  could  be  com- 
promised. Also,  outpatient  therapy  may  be  pre- 
scribed when  inpatient  services  are  indicated. 
Certainly,  increased  malpractice  exposure  may 
he  a “side  effect”  of  this  new  environment. 

Clearly,  it  is  our  responsibility  to  provide  the 
appropriate  standard  of  care  for  our  patients; 
cost  containment  can  only  be  accomplished  with- 
in well-defined,  quality  parameters.  Cost  of  care 
only  becomes  relevant  when  quality  standards  are 
first  maintained. 

Carl  R.  Adkins,  M.  D.,  President 
est  Virginia  State  Medical  Association 
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The  rapidity  of  change  in  the  practice  of  Medi- 
cine has  been  so  great  that  it  has  been  numbing 
in  its  influence.  Prospective  payment  for  hosjtital 
charges,  prepayment  group  practice 
CHANGES  associations  and  the  advent  of 
full-blown  marketing  techniques 
into  Medicine  have  signalled  an  ever-increasing 
speed  of  modification  of  the  profession. 

The  great  social  concern  which  began  with 
Medicare  and  Medicaid  legislation  in  1965  has 
become  the  great  economic  concern  of  the  1980s 
as  health  care  costs  have  continued  to  carve  out  a 
larger  piece  of  the  gross  national  product. 

Was  Medicare  and  Medicaid  legislation  neces- 
sary? Undoubtedly  yes,  although  some  20  years 
later  a number  of  modifications  can  be  thought  of 
which  might  have  been  more  conducive  to  fiscal 
soundness.  Changes  are  being  made  now,  but  it 
is  difficult  for  government  to  take  back  social 
largesse. 

Have  Medicare  and  Medicaid  caused  the  infla- 
tionary spiral  of  health  care  costs?  The  truth  is, 
that  although  Titles  18  and  19  did  accelerate  the 
inflationary  trend,  it  began  long  before  1965  and 
was  a hard  reality  by  the  late  60s. 

One  need  not  visit  a guru  to  realize  that  there 
is  a great  social  change  under  way  in  America 
and  that  medicine  has  been  and  wall  be  at  tbe 
forefront  of  this  change. 

We  have  three  apparent  choices.  The  first,  to 
blame  government  for  foisting  on  us  unworkable 
and  noxious  mandates,  is  a common  practice 
among  physicians.  Second,  we  can  turn  our  backs 
on  the  whole  thing  hoping  that  it  will  all  go  away. 
.And  last,  if  the  pressures  become  too  great,  we 
can  rebel  in  some  manner. 

None  of  these  is  recommended.  Despite  the 
fact  that  changes  mandated  by  Washington  have 
many  characteristics  of  messages  that  come  from 
above,  it  is  clear  that  state  and  local  initiatives 


will  remain  powerful  factors  in  shaping  our  fu- 
ture, perhaps  even  more  importantly  than  in  the 
past. 

Never  in  the  history  of  the  profession  has  it 
been  so  important  for  physicians  to  “reason  to- 
gether.” There  will  be  an  increasing  variety  of 
forces  that  could  pit  physician  against  physician, 
physician  against  hospital,  and  physician  against 
third-party  carriers  and  regulatory  bodies.  We 
must  be  selective  about  whom  we  ought  to  fight. 
We  can  avoid  indiscriminate  warfare  by  active 
participation  in  state  and  national  associations. 
In  this  way.  we  can  identify  the  problems  and 
plan  solutions  at  the  county  and  component  so- 
ciety level.  In  the  final  analysis,  that  is  where  the 
action  really  is. 


Second-opinion  programs  for  elective  surgery 
have  been  pojjular  in  the  past  few  years.  The  sec- 
ond opinion  supposedly  serves  to  enable  tbe  pa- 
tient to  make  a more  informed  opinion,  to  assist 
the  surgeon  in  evaluation  of  the  patient,  and  to 
reduce  the  amount  of  inappropriate  surgery  and 
thereby  reduce  the  cost  of 
SECOND  OPINION — medical  services.  In  keep- 
A WARNING  ing  with  his  own  desires 

each  patient  may  obtain  a 
second  oj)inion  without  regard  to  the  formal  pro- 
gram. 

Some  insurance  carriers  make  it  necessary  for 
the  insured  to  obtain  and  document  a second 
o|)inion  from  a board-certified  surgeon,  or  tbe 
insured  will  not  receive  the  full  benefits  to  wbicb 
the  insured  would,  otherwise,  be  entitled.  If  tbe 
second  opinion  is  adverse,  the  initial  surgeon 
may,  with  the  patient’s  permission,  proceed  with 
the  oj)eration.  What  may  oceur  if  surgery  is  per- 
formed against  the  advice  of  the  second  opinion? 

WARNING:  If  surgery  obtains  the  expected 
results,  all  should  be  well,  but  if  complications 
arise  or  the  results  are  less  favorable  than  antici- 
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patecl  by  the  patient,  this  circumstance  may  be 
an  open  invitation  to  malpractice  litigation.  The 
patient’s  counsel  would  doubtless  utilize  this  ad- 
verse opinion  to  every  possible  advantage. 

What  should  the  surgeon  do  in  the  face  of  an 
adverse  opinion?  The  surgeon  certainly  is  free  to 
exercise  his  or  her  own  judgement  but  in  certain 
types  of  surgery  the  patient  should  be  required  to 
obtain  a third  opinion  for  the  benefit  of  all  par- 
ties. Prior  to  the  operation,  the  surgeon  should 
obtain  a signed  and  thoroughly  detailed  “inform- 
ed consent”  document.  This  may  seem  cumber- 
some and  perhaps  unnecessary,  but  the  patient 
and  surgeon  will  be  best  served  by  being  well 
informed  in  advance  of  the  issues. 


Why  is  it  that  no  one  ever  complains  about  the 
fact  that  recreation  now  consumes  13.5  per  cent 
of  the  gross  national  product?  All  we  ever  hear 
is  that  health  care  costs  are  just  over  10  per  cent 
of  the  GNP. 

Oh  yes,  it  is  easy  enough  to 
FUN  THINGS  account  for  that  astronomical 
recreation  rise.  Wet-bottomed 
toddlers  were  once  perfectly  happy  with  a stack 
of  alphabet  blocks  and  could  spend  many  delight- 
ful hours  at  a time  exploring  their  fantasies  if  not 
improving  their  vocabularies.  Now  they  require  a 
Dr.  Seuss  library  to  j)ass  the  time  between  epi- 
sodes of  Mr.  Rogers  and  Sesame  Street  on  their 
color  TV. 

Older  siblings,  once  thrilled  to  glide  around  on 
a scooter  self-manufactured  from  scrap  lumber 
and  a broken  old  skate,  now  get  around  in  better 
style  on  their  10-speed  bikes,  that  is,  when  these 
delicate  mechanical  devices  are  not  under  repair 
at  the  local  bike  shop. 

Mom  and  Dad,  having  recently  paid  the  last  in- 
stallment on  the  credit  card-financed  ski  vacation, 
are  now  happily  turning  their  attention  to  plans 
for  this  summer  with  the  motor  home. 

What  ever  happened  to  those  good  old  times 
everyone  once  enjoyed  out  the  creek?  Now, 
tennis  lessons  for  the  children  must  be  scheduled 
and  somehow  a new  set  of  woods  for  Dad  must 
be  budgeted.  That  old  faded  liner  for  the  swim- 
ming pool  will  just  have  to  do  until  next  year. 

Recreation  is  obviously  out  of  control.  If  all 
those  players  out  there  laughing  and  giggling  just 
having  fun  and  games  and  enjoying  themselves 
can't  control  themselves  or  this  shameful  assault 
on  the  GNP  any  better  than  this,  some  govern- 
ment action  is  called  for! 


RECREFUN  is  a catchy  name  for  a program 
to  bring  about  some  form  of  beneficent  good 
sense  and  cost  control  in  the  provision  of  recrea- 
tion. We  offer  that  name  without  strings  and  re- 
lease all  copyright  claims  to  any  ambitious  young 
congressman  looking  to  make  a name  for  himself 
protecting  inroads  on  the  GNP. 

In  constructing  the  appropriate  legislation 
some  attention  needs  to  be  paid  to  a more  equit- 
able distribution  of  fun.  Even  to  the  casual  ob- 
server it  should  be  obvious  that  some  have  more 
fun  than  others.  Government  standards  for  mini- 
mum and  maximum  amounts  of  fun  and  recrea- 
tion are  needed.  Acceptable  cost  ; benefit  ratios 
for  fun  need  to  be  devised.  One  need  not  be  any 
expert  in  fun  and  recreation  to  discern  that  cer- 
tain recreation  providers  are  charging  more  than 
their  products  are  worth.  The  public  needs  pro- 
tection from  these  charlatans. 

It  is  quite  obvious  that  the  private  sector  in 
fun  provision  is  not  doing  an  adequate  job.  Ex- 
amination of  certain  movies  suggests  that  this 
nation  lags  behind  European  fun  provision  and 
that  public  satisfaction  with  government-controll- 
ed fun  provision  systems  there  approaches  that 
last  noted  in  the  days  of  the  Caesars. 

RECREFUN  promises  to  be  every  bit  the  same 
success  as  some  well  known  government  medical 
programs.  The  prediction  here  is  that  RECRE- 
FUN will  produce  satisfaction  and  benefits  equi- 
valent to  those  other  programs. 


April  Editorials  Commended 

I have  just  completed  in>’  reading  of  the  West  Virginia 
Medical  Journal  for  April,  1984,  Volume  80,  Number  4. 

I should  like  to  congratulate  you  [Editor  Stephen  D. 
Ward,  M.  D.,  Wheeling]  and  your  fellow  editors  for  the 
outstanding  and  forthright  presentations  regarding  Medi- 
cal Care  Costs,  Gloom,  Inevitabilit\-,  and  Catastrophic. 
They  were  a fitting  follow-up  to  the  excellent  presenta- 
tion by  Dr.  Carl  Adkins,  om-  State  President,  regarding 
the  Business  and  Medical  Climate  in  West  Virginia. 

If  we  could  get  the  essentials  of  the  state  and  nation’s 
medical  and  socioeconomic  health  history  and  problems 
gathered  together  or  summarized  in  a single  repository 
or  v'olume  set,  we  might  be  better  able  to  understand 
what  is  happening,  and  how  best  to  do  our  best  for  all 
our  patients. 

In  the  meantime,  keep  up  the  good  and  forthright 
presentations. 

Michael  M.  Stump,  M.  D. 

Route  1,  Box  3?0-2 

Elkins  26241 
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Antibiotics,  Antivirals  Topic 
For  Second  Session 


Robert  B.  Belshe,  M.  D.  Edwin  L.  Anderson,  M.  D. 

Antibiotics  and  antivirals  will  be  discussed  dur- 
ing a symposium  for  the  second  general  session 
of  the  117th  Annual  Meeting  of  the  State  Medi- 
cal Association  on  Friday  morning,  August  24. 

The  speakers,  all  faculty  members  of  the  Mar- 
shall University  School  of  Medicine,  and  their 
topics  will  be: 

“Cost  Control  of  Antibiotics”  — Robert  B. 
Belshe,  M.  D.,  Professor  of  Medicine  and  Mic- 
robiology; “Use  of  Antibiotics  in  Pediatrics”  — 
Edwin  L.  Anderson,  M.  D.,  Associate  Professor 
of  Medicine  and  Pediatrics; 

“Aminoglycosides  Versus  Third-Generation 
Cephalosporins”  — William  C.  Graham,  M.  D., 
Assistant  Professor  Of  Medicine;  and  “The 
Coming  of  Age  of  Antivirals  Compounds”  — 
Geoffrey  J.  Gorse,  M.  D.,  Assistant  Professor  of 
Medicine. 

The  convention  will  be  held  August  22-25  at 
the  Greenbrier  in  White  Sulphur  Springs. 

Doctor  Belshe  also  is  Chief,  Section  of  Infect- 
ious Diseases  at  MU.  Born  in  Hartford,  Con- 
necticut, he  has  been  at  MU  since  1978.  He  was 
graduated  from  the  College  of  William  and  Mary, 
and  received  his  M.  D.  degree  in  1973  from  the 
University  of  Illinois. 

Infectious  Diseases  Fellowships 

Doctor  Belshe,  the  recipient  of  several  scho- 
lastic awards  during  his  undergraduate  work  and 
medical  school,  came  to  MU  after  completing 
fellow'ships  in  infectious  diseases  at  the  National 


Institute  of  Allergy  and  Infectious  Disease  in 
Bethesda,  Maryland. 

He  is  the  author  or  co-author  of  some  62  arti- 
cles and  abstracts,  and  is  Editor  of  a textbook  on 
virology  to  be  published  soon. 

Doctor  Anderson  came  to  MU  in  July,  1983, 
after  serving  since  1979  as  Assistant  Professor  of 
Pediatrics,  West  Virginia  University  Medical 
Center,  Charleston  Division. 

He  holds  a B.S.  degree  and  M.S.  degree  in 
microbiology  from  Clemson  University,  and  re- 
ceived his  M.  D.  degree  in  1972  from  the  Medical 
College  of  South  Carolina.  He  took  his  resi- 
dency in  pediatrics  at  the  University  of  South 
Carolina,  and  completed  a pediatric  infectious 
diseases  fellowship  at  the  University  of  North 
Carolina  and  pediatric  intensive  care  fellowship 
at  Southw'estern  Medical  Center  in  Dallas. 

Education  in  California 

Doctor  Anderson  is  the  author  or  co-author  of 
some  20  articles  and  abstracts,  and  of  chapters  in 
two  books. 

Doctor  Gorse  also  has  been  at  MU  since  1983, 
coming  there  from  a fellowship  in  medicine.  In- 
fectious Diseases  Division.  Plniversity  of  Cali- 
fornia. Irvine  Medical  Center,  Orange,  California. 

He  was  graduated  from  the  University  of  Red- 
lands ( California  I.  and  received  his  M.  D.  degree 
in  1977  from  the  FIniversity  of  California  at  Los 
Angeles.  He  took  his  internship  and  residency  in 
medicine  at  the  Valley  Medical  Center  of  Fresno 
( California  I . 

Doctor  Gorse  is  Chairman  of  the  Antibiotic 
Control  Committee  at  the  Huntington  Veterans 
Administration  Medical  Center. 

Doctor  Graham  completed  a fellowship  in 
infectious  diseases  at  Brown  University  before 
coming  to  MET  in  1980.  He  also  received  his 
undergraduate  degree  and  M.  D.  degree  ( 1975  ) 
from  Brown,  and  took  his  internship  and  resi- 
dency in  medicine  at  Rhode  Island  Hospital  in 
Providence. 

Doctor  Graham  spoke  on  “Cephalosporins”  at 
the  14th  Mid-Winter  Clinical  Conference  in 
Charleston  in  January.  1980. 

First  General  Session 

The  first  general  session  on  Thursday  morning, 
August  23,  as  announced  previously,  will  be  a 
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“Symposium  on  Risk  Management”  with  Dr. 
Roland  J.  Weisser,  Jr.,  of  Morgantown  as  one  of 
the  speakers.  Doctor  Weisser  is  Chairman  of  the 
Association’s  Committee  on  Risk  Management, 
and  is  Associate  Professor,  WVU  Department  of 
Family  Practice. 

Two  of  the  speakers  and  topics  for  the  third 
general  session  Saturday  morning,  as  announced, 
will  he  Dr.  Patricia  W.  Williams,  Morgantown, 
on  “The  Impaired  Physician,”  and  Dr.  Steven  A. 
Artz.  Charleston,  “What’s  New  and  Novel  in  Nu- 
clear Medicine.” 

Doctor  Williams  is  Assistant  Professor  of 
Behavioral  Medicine  and  Psychiatry,  WVU; 
Doctor  Artz,  Director  of  the  Nuclear  Medicine 
Laboratory,  General  Division,  Charleston  Area 
Medical  Center,  and  Clinical  Associate  Professor 
of  Medicine.  WVU  Charleston  Division. 

CME  Credit 

The  three  morning  general  sessions  will  offer 
hour-for-hour  credit  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American  Medi- 
cal Association,  and  also  are  expected  to  be 
approved  for  Prescribed  Credit  by  the  American 
Academy  of  Family  Physicians. 

Convention  activities  will  get  under  way  wdth 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual 
preconvention  meeting  of  the  Council  at  9:30 
A.  M.  on  Wednesday,  and  the  opening  session 
of  the  House  of  Delegates  at  2:45  P.  M.  Wednes- 
day. 

The  first  general  session  will  be  held  immedi- 
ately following  9 A.  M.  opening  exercises  on 
Thursday. 

AMA  President  to  Address  House 

As  announced  previously.  Dr.  Joseph  F.  Boyle, 
who  will  be  installed  as  AMA  President  tbis 
month,  will  address  the  first  House  session 
Wednesday  afternoon. 


Richard  A.  Berman,  also  as  announced,  will 
deliver  the  Thomas  L.  Harris  address  during  the 
opening  exercises  Thursday  morning.  Berman 
is  Executive  Vice  President  of  the  New  York 
University  Medical  Center  in  New  York  City. 
Having  worked  with  those  who  developed  the 
DRG  (Diagnostic  Related  Groups)  Program  in 
Washington,  he  will  speak  in  the  general  area 
of  DRG  impact  on  physicians. 

The  convention  program  also  will  include 
breakfast,  luncheon  and  other  scientific  or  busi- 
ness meetings  of  tbe  various  sections  and  spe- 
cialty organizations  affiliated  with  tbe  Medical 
Association.  Most  of  these  will  be  on  Eriday, 
August  24. 

Members  and  guests  will  be  invited  to  attend 
a Eriday  evening  reception  honoring  Association 
officers. 

During  the  second  House  session  beginning  at 
2:30  P.  M.  on  Saturday,  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  will  be  inaugurated  as 
President  to  succeed  Dr.  Carl  R.  Adkins  of 
Eayetteville. 

Industrial,  Scientific  Exhibits 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  in  charge  as  the  Auxiliary’s 
President,  again  will  run  concurrently  with  the 
Association’s  convention. 

Serving  on  the  Program  Committee  are  Dr. 
Maurice  A.  Mufson,  Huntington,  Chairman; 
Doctor  Roncaglione,  and  Drs.  Joe  N.  Jarrett,  Oak 
Hill;  Eric  L.  Radin,  Morgantown;  Derrick  L. 
Latos,  Wheeling,  and  T.  Keith  Edwards,  Blue- 
field 

Additional  topics,  s})eakers  and  other  conven- 
tion plans  will  be  provided  in  the  July  and 
August  issues  of  The  Journal. 

Greenbrier  Reservations 
Due  By  July  7 

Reservations  for  the  117th  Annual  Meeting 
of  the  West  Virginia  State  Medical  Association 
should  be  made  with  the  Greenbrier  no  later 
than  Saturday,  July  7,  in  order  to  comply  with 
the  hotel’s  requirement  that  all  reservations 
must  be  received  no  later  than  45  days  prior  to 
the  meeting.  Reservation  forms  provided  by 
the  Greenbrier  have  been  distributed  to  all 
Association  members.  Any  physicians  who 
need  additional  forms  should  write  or  call  the 
Association’s  headquarters  office  in  Charles- 
ton. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  L.  Smith, 
M.  D.,  WVU  Assistant  Dean  for  Continuing 
Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  ])rogram  is  tentative  and  subject  to 
change.  It  should  be  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Cienter,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

June  2,  Charleston,  11th  Annual  Wildwater 
Conference:  Current  Topics  in  Recreational 
Medicine 

June  8-9,  Morgantown,  Anesthesia  Update  ’84 

June  16-17,  Morgantown,  Advanced  Trauma  Life 
Support  Provider  Course,  Morgantown 

"Sept.  1,  Morgantown  (subject  to  be  announc- 
ed ) 

Sept.  7-8,  Morgantown,  WV  Chapter,  Am.  Col- 
lege of  Surgeons  Eall  Meeting 

"Sept.  8,  Morgantown,  Gastroenterology  Update 

Sej)t.  15,  Charleston,  Hemophilia  Conference 

Sept.  21-22,  Morgantown,  Ob/Gyn  Teaching 
Days 

°in  conjunction  with  football  games 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria.  3rd  Thursday,  7-9  P.  M.  — June  21, 
■‘Update:  Pre-  and  Postoperative  Care,” 

Ronald  A.  Savrin,  M.  D. 

July  19  I vacation  ) 

Aug.  16  I vacation  I 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — June  13 
( vacation  I 

July  11,  “Physical  Therapy  for  Low  Back 
Injuries”  (speaker  to  be  announced) 

Aug.  8,  “LTpdate  on  Commonly  Acquired  In- 
fectious Diseases”  (speaker  to  be  announced) 

Cassaicay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — June  6,  “Tbe  Use  & 
Abuse  of  M.A.S.T.  Trousers,”  Walter  Moran, 

M.  D. 

July  4 ( vacation  ) 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg..  2nd  Tuesday,  7-9  P.  M.  — June  12, 
“Introduction  of  DRGs,”  Lu  Ann  Cash,  Office 
of  Patient  Affairs,  Charleston  Area  Medical 
Center. 

July  10  ( vacation  ) 

Aug.  14,  “Cancer  of  the  Cervix  and  Endo- 
metrium,” Daniel  B.  Mairs,  M.  D. 

Oak  Hill,  Oak  Hill  High  School  ( Oyler  Exit,  N 
19)  4th  Tuesday,  7-9  P.  M.  — June  26,  “Pro- 
tocols for  Continuous  Health  Care,”  T.  Ray 
Perrine.  M.  D. 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday.  6:30-8:30  P.  M.  — June  28, 
“Initial  Evaluation  & Treatment  of  GI  Bleed- 
ing, ” James  M.  Previll,  M.  D. 

July  26  ( vacation  ) 

Aug.  23  ( vacation  ) 

Welch,  Stevens  Clinic  Hospital.  3rd  Wednesday, 
12  Noon-2  P.  M.  — June  20,  “Long-Term 
Management  of  Diabetes.”  Stephen  Grubb. 
M.  D. 

July  18  ( vacation  ) 

Whitesville,  Raleigh-Boone  Medical  Center.  4tb 
Wednesday.  11  A.  M.-l  P.  M.  — June  27  (va- 
cation ) 

July  25  ( vacation  ) 

Aug.  22  ( vacation  ) 

( continued  on  next  page  ) 
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Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — June  7,  “Proto- 
cols for  the  Differential  Diagnoses  of  Un- 
determined Upper  Gastrointestinal  Bleeding” 
(speaker  to  be  announced). 


AMA  House  Of  Delegates 
Meets  June  17-21 


Jack  Leckie,  M.  D.  Harry  S.  Weeks,  Jr.,  M.  D. 


The  annual  meeting  of  the  American  Medical 
Association’s  House  of  Delegates  will  be  held 
June  17-21  in  Chicago  at  the  Marriott  Hotel. 

The  West  Virginia  State  Medical  Association’s 
two  Delegates  to  the  AMA  House  of  Delegates 
are  Drs.  Harry  S.  Weeks,  Jr.,  of  Wheeling  and 
Jack  Leckie  of  Huntington,  with  Drs.  Joseph  A. 
Smith  of  Dunhar  and  John  B.  Markey  of  Charles- 
ton as  Alternate  Delegates. 

Dr.  Frank  J.  Holroyd  of  Princeton,  by  action 
of  the  State  Medical  Association’s  House  of  Dele- 
gates last  August,  is  an  Honorary  AMA  Delegate. 
Doctor  Holroyd  served  for  32  years  as  a West 
Virginia  AMA  Delegate  prior  to  the  1983  House 
action. 

Dr.  Stephen  D.  Ward  of  Wheeling  is  a member 
of  tlie  AMA  Council  on  Legislation. 

The  House  of  Delegates  is  composed  of  rep- 
resentatives from  state  medical  associations,  na- 
tional medical  specialty  societies,  resident  phy- 
sicians, medical  students,  medical  schools,  hos- 
])ital  medical  staff  sections,  medical  corps  of  the 
F . S.  military  services,  LI.  S.  Public  Health  Serv- 
ice, and  Veterans  Administration. 

Dr.  Frank  J.  Jirka,  Jr.,  of  Barrington  Hills. 
Illinois,  is  AMA  President.  The  President  Elect 
is  Dr.  Joseph  F.  Boyle  of  Los  Angeles,  who  will 
address  the  State  Medical  Association’s  first  ses- 
sion of  the  House  of  Delegates  on  Wednesday, 
August  22,  during  the  Association’s  Annual  Meet- 
ing August  22-25  in  White  Sulphur  Springs  at 
the  Greenbrier. 


Executive  Director  Introduced 
During  Council  Meeting 

Members  attending  the  Spring  Meeting  of  the 
State  Medical  Association’s  Council  in  Charleston 
on  April  15  were  introduced  to  new  Executive 
Director  Men\  yn  ( Mert ) Scholten,  heard  a re- 
view of  1984  state  legislation  relating  to  physi- 
cians, and  approved  a proposed  revision  of  the 
Constitution  and  Bylaws. 

The  Council  also  adopted  a resolution  com- 
mending Charles  R.  Lewis  for  his  work  during 
nine  years  as  Executive  Secretary.  Lewis,  who 
has  been  ill,  now  is  serving  as  a consultant  and 
advisor  for  the  Association. 

The  new  Executive  Director,  who  assumed  du- 
ties on  April  23,  was  with  the  Michigan  State 
Medical  Society  for  11  years,  most  recently  serv- 
ing as  Chief  of  Public  and  Media  Relations.  (See 
story  in  the  May  issue  of  The  Journal. ) 

The  review  of  1984  state  legislation  relating  to 
physicians  was  presented  by  Robert  F.  Bible, 
Association  Staff  Counsel.  ( See  story  in  May 
issue  of  The  Journal. ) 

Other  Actions 

In  other  actions.  Council: 

— Accepted  a first-quarter  financial  statement 
with  regard  to  the  Association’s  general  operating 
and  scholarship  funds,  along  with  a 1984  mem- 
bership update. 

— Heard  from  Association  President  Carl  R. 
Adkins.  M.  D.,  an  update  on  progress  made  by 
the  West  Virginia  State  Medical  Association 
Properties,  Inc.,  toward  construction  of  a new 
headquarters  building  for  the  Association.  ( See 
story  elsewhere  in  this  issue  of  The  Journal.  ) 

— Aj)proved  the  nomination  of  Dr.  Cordell  A. 
de  la  Pena  of  Clarksburg,  Councilor  from  Dis- 
trict VH.  to  serve  on  an  Ad  Hoc  Committee  on 
Foreign  Medical  Graduates  being  established  by 
the  American  Medical  Association  to  study  prob- 
lems and  special  concerns  of  FMCs  in  the  United 
States. 

— Received  an  update  on  industrial  and  com- 
mercial firms  planning  to  have  exhibits  at  the 
August  22-25  Annual  Meeting  of  the  Association 
at  the  Greenbrier  in  White  Sulphur  Springs. 

Constitution,  Bylaws 

— As  stated  above,  approved  a proposed  re- 
vision of  the  Association’s  Constitution  and  By- 
laws. as  prepared  by  an  Ad  Hoc  Committee  head- 
ed by  Dr.  Harry  Shannon  of  Parkersburg,  with 
the  understanding  that  the  draft  along  with  pro- 
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posed  redistricting  of  the  Association’s  Councilor 
Districts  be  submitted  to  component  societies  for 
review  and  comment.  The  proposed  new  Con- 
stitution and  Bylaws  will  be  introduced  into  the 
House  of  Delegates  during  its  first  session  at  the 
Creenbrier  on  August  22.  ( See  story  elsewhere  in 
this  issue  of  The  Journal. ) 

— Heard  reports  on  new  programs  and  other 
activity  from  Drs.  L.  Clark  Hansbarger  of 
Charleston,  Director  of  the  West  Virginia  De- 
partment of  Health;  Robert  W.  Coon  of  Hunting- 
ton,  Vice  President  and  Dean  of  the  Marshall 
Lniversity  School  of  Medicine,  and  John  E. 
Jones,  of  Morgantown,  Vice  President  for  Health 
Sciences,  West  Virginia  University. 

— Heard  from  Mrs.  T.  Keith  Edwards  of  Blue- 
field,  President  of  the  Association’s  Auxiliary,  a 
report  on  activities  of  the  Auxiliary. 

Honorary,  Retired  Members 

— Elected  as  honorary  and  retired  members, 
after  appropriate  action  by  component  societies, 
Drs.  Domingo  Abella,  William  E.  Bray,  Jr.,  and 
Ruth  C.  Harris  of  Huntington  ( Cabell  County 
Medical  Society ) ; Harvey  A.  Martin  of  White 
Suljihur  Springs  ( Greenbrier  Valley  I ; T.  R. 

V hitaker  of  Weirton  I Hancock  I ; Herman 
Fischer  of  Bridgeport  I Harrison  I ; Leonard  M. 
Eckmann  and  C.  Carl  Tully  of  South  Charleston, 
and  Henry  M.  Hills,  Jr.,  and  John  A.  B.  Holt  of 
Charleston  I Kanawha  I ; Robert  K.  Scott  of 
Logan  I Logan  ) ; James  C.  Batten  and  Dwigbt  P. 
Cruikshank  of  Parkersburg  ( Parkersburg  Acad- 
emy ) ; and  Elwood  H.  Heilman  (retired)  of 

V ilmington.  North  Carolina  (Kanawha).  Drs. 
Donald  E.  Cunningham  of  St.  Albans  and  Charles 
E.  Staats  of  Charleston  ( Kanawha ) were  to  be 
elected  to  honorary  membership,  but  died  prior 
to  Council  action. 

— Commended  tbe  Association  staff  for  out- 
standing performance  in  carrying  on  Association 
functions  and  responsibilities  during  former  Exe- 
cutive Secretary  Lewis’  periods  of  absence  be- 
cause of  illness. 

— Apjuoved  tbe  forwarding  to  all  members  of 
the  V est  \ irginia  Legislature  a copy  of  Doctor 
Adkins"  President’s  Page.  “The  Business  and 
Medical  Climate.”  which  ajipeared  in  the  April 
issue  of  The  Journal. 


National  Post 

Dr.  James  L.  Bryant  of  Clarksburg  has  been 
apj)ointed  a member  of  tbe  governing  council  of 
the  American  Academy  of  Otolaryngic  Allergy. 
Doctor  Bryant  also  has  been  a member  of  tbe 
Academy’s  Public  Education  Committee. 


The  Family  Medicine  Foundation  of  West  Virginia 
recently  received  a donation  of  35,000  from  Merck 
Sharp  and  Dohme.  Accepting  the  check  above  is 
Dr.  Robert  D.  Hess  of  Clarksburg,  second  from  left. 
Foundation  President.  Merck  Sharp  and  Dohme 
officials  with  Doctor  Hess  are,  from  left,  Harold  L. 
Ashworth,  Representative:  Chester  Yuan,  District 
Manager:  John  Gallaher,  Hospital  Representative, 
and  Jill  Clarke,  Hospital  Representative. 


Foreign  Medical  Graduates 
Launch  State  Group 

The  West  \ irginia  Chapter  of  the  American 
College  of  International  Physicians  recently  was 
organized  in  Charleston  by  foreign  medical 
graduates. 

The  West  Virginia  Chapter  is  the  newest  state 
chapter  formed  by  ACIP,  according  to  Dr.  Rano 
S.  Bofill  of  Point  Pleasant,  who  was  elected  Presi- 
dent. 

The  ACIP  was  organized  in  1975  in  Indiana 
for  educational  and  scientific  research,  and  char- 
itable purposes.  One  goal  is  to  advance  and  im- 
prove the  standards  of  practice  in  the  field  of 
medicine. 

Other  officers  for  1984-85  include  Drs.  Jamal 
H.  Khan,  Charleston.  President  Elect;  Nick 
Purohit,  Williamson.  Secretary;  Geza  Z.  Gaal, 
Charleston,  Treasurer;  Francisco  C.  Valentin, 
Huntington,  Chairman,  Board  of  Directors,  and 
Ernesto  Manuel,  Logan;  Jesus  Ho,  Moundsville; 
Abelard  Pelaez  and  Leo  Pajarillo,  Williamson, 
and  P.  VI.  Rao,  Constantio  Amores,  M.  Z.  Kban, 
Chandra  Kumar  and  D.  E.  Policarpio.  all  of 
Charleston,  board  members. 

West  Virginia  foreign  medical  graduates  may 
obtain  additional  information  about  membership 
by  writing:  West  Virginia  ACIP.  1704  Oak 
Knolls.  Charleston  25314. 

The  next  meeting  in  Charleston  will  be  on 
June  9 at  2 P.  M.  at  the  Holiday  Inn  Heart  of 
Town. 
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Judicial  Commission  Proposed 
In  Constitution  Revision 

A proposed  revision  of  the  State  Medical  Asso- 
ciation’s Constitution  and  Bylaws  calls  for  estab- 
lishment of  a Judicial  Commission  with  sole  auth- 
ority to  make  binding  interpretations  in  matters 
pertaining  to  ethics,  mediation,  arbitration,  griev- 
ances and  discipline. 

The  revision,  to  be  introduced  in  the  House  of 
Delegates  at  the  Association’s  Annual  Meeting  in 
August,  also  encourages  component  medical  so- 
cieties to  create  “suitable  disciplinary  procedures 
which  guarantee  due  process,  and  to  dispose  of 
all  disciplinary  problems  which  come  to  their 
attention.” 

Those  local  societies  have  been  provided  with 
copies  of  the  proposed  Constitution  and  Bylaws 
rewrite,  and  have  been  asked  for  review  and  com- 
ment. The  Association  leadership  desires  that 
special  attention  be  given  the  Judicial  Commis- 
sion chapter. 

Powers  of  Commission 

To  be  composed  of  five  members  elected  for 
staggered  five-year  terms  by  the  Council,  the 
Commission  would  have  sole  authority  to: 

— Make  binding  interpretations  of  the  Con- 
stitution and  Bylaws  and  component  societies  in 
matters  pertaining  to  ethics  and  the  others  listed 
above. 

— Make  ethical  interpretations  and  decisions 
in  accordance  with  generally  accepted  standards 
of  ethical  conduct. 

— Act  as  an  appellate  body  at  the  state  level 
in  all  matters  referred  to  it  by  component  so- 
cieties. 


— Exercise  original  jurisdiction  over  all  mat- 
ters on  which  the  Commission  has  its  own  au- 
thority. 

If  component  societies  are  unable  to  dispose 
of  disciplinary  problems  which  come  to  their  at- 
tention expeditiously,  the  Commission  “shall  as- 
sume jurisdiction  over  these  matters  whether 
pertaining  to  relations  among  member  physi- 
cians; between  member  physicians,  component 
societies  or  this  Association;  and  between  mem- 
ber pliysicians  and  their  patients. 

Appeal  Provision 

Any  party  aggrieved  by  any  order  or  report  of 
the  Commission  could  carry  an  appeal  to  the 
appropriate  agency  of  the  American  Medical  As- 
sociation, with  a decision  by  that  agency  to  be 
final  and  binding  upon  all  parties  involved. 

No  report  or  order  of  the  Commission  would 
have  any  precedential  effect  on  policies  of  the 
State  Medical  Association  until  approved  by  the 
House  of  Delegates. 

The  proposed  Bylaws  chapter  stipulates  that 
the  Judicial  Commission  would  elect  its  own 
chairman  annually;  and  that  no  member  could 
serve  more  than  two  consecutive  five-year  terms. 
It  adds: 

“Members  of  the  Commission  shall  have  serv- 
ed at  least  one  term  as  an  officer  of  the  Associa- 
tion, or  as  a Delegate  or  Alternate  Delegate  to 
the  American  Medical  Association,  or  have 
served  at  least  three  years  as  a member  of  the 
West  Virginia  State  Medical  Association  House 
of  Delegates;  however,  no  current  officer  or 
American  Medical  Association  Delegate  or  Al- 
ternate Delegate  may  serve  on  the  Commission.” 
( Continued  on  next  page  ) 


New  officers  of  the  West  Virginia  Chapter,  American  Academy  of  Family  Physicians,  were  elected  during 
the  Chapter’s  scientific  assembly  held  recently  in  Charleston.  In  the  left  photo  are  (from  left)  Drs.  D.  Dean 
Patton,  Princeton,  Vice  President;  Thomas  G.  Wack,  Wheeling,  Secretary:  William  H.  Harriman,  Jr.,  Terra 
Alta,  President;  Joseph  B.  Reed,  Buckhannon,  President  Elect;  A.  Paul  Brooks,  Jr.,  Parkersburg,  Chairman 
of  Board,  and  John  V.  Merrifield,  Dunbar,  Treasurer;  right  photo  (from  left),  Drs.  Daniel  E.  Fowler,  Wheel- 
ing, Resident  Member  of  Board;  Joseph  A.  Smith,  Dunbar,  AAFP  Delegate;  Dennis  R.  Niess,  Wheeling,  Board 
Member,  District  I;  L.  Dale  Simmons,  Clarksburg,  AAFP  Delegate;  John  E.  Beane,  Parkersburg,  Board 
Member,  District  IV;  and  John  L.  Fullmer,  Morgantown,  and  Thomas  P.  Long,  Man,  Alternate  Delegates, 
AAFP. 
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Final  Action  Seen  in  1985 

Under  provisions  of  the  present  Constitution, 
the  revision  will  be  before  the  House  for  final 
action  at  its  first  meeting  during  the  1985  Annual 
Meeting,  scheduled  for  August  in  Charleston. 

A two-thirds  vote  of  delegates  present  is  neces- 
sary for  approval  of  such  a constitutional  revi- 
sion, and  it  must  either  be  published  twice  during 
the  year  in  The  West  Virginia  Medical  Journal, 
or  sent  to  each  component  society  and  resident 
and  student  members  at  least  two  months  before 
the  House  session  at  which  final  action  is  to  be 
taken. 


Completion  Of  Heaclquarters 
Building  In  1985  Seen 

A half-million-dollar  new  headquarters  build- 
ing for  the  State  Medical  Association  in  Charles- 
ton is  expected  to  be  completed  in  early  1985. 

Groundbreaking  ceremonies  were  to  be  held 
and  construction  started  as  this  issue  of  The 
Journal  went  to  press. 

Several  years  of  planning  for  the  new  building 
entered  the  construction  phase  after  a low  bid  of 
$569,800  by  Carlton,  Inc.  of  Charleston  was  ac- 
cepted by  the  West  Virginia  State  Medical  Asso- 
ciation Properties,  Inc.  at  a meeting  in  the  pres- 
ent headquarters  office  in  Charleston  on  May  5. 

Dr.  John  B.  Markey  of  Charleston,  President 
of  the  properties  corporation,  reported  that  the 
base  bid  by  Carlton,  Inc.  for  a two-story  building 
was  $456,900,  with  an  optional  bid  of  $112,900 
for  a third  story  to  be  “roughed  in.”  This  option 
was  accepted.  Doctor  Markey  said,  adding  that 
efforts  will  be  made  to  find  possible  tenants  for 
the  third  floor. 

There  were  eight  other  bids  on  the  job. 

The  new  building  will  be  located  on  MacCorkle 
Avenue  in  the  Kanawha  City  section  of  Charles- 
ton across  from  Horace  Mann  Junior  High  School 
on  property  previously  acquired  by  the  corpora- 
tion. 

The  headquarters  wall  contain  a total  of  9,300 
square  feet,  5,100  of  which  will  be  finished  ini- 
tially for  the  Association  offices.  Two  major 
features  of  the  building  will  be  a large  conference 
room  and  a catering  kitchen  to  allow  Council  and 
other  meetings  to  be  held  there. 

The  project  is  being  financed  principally 
through  a Kanawha  County  Commission  indus- 
trial revenue  bond  ( tax  exempt ) with  the 
Charleston  National  Bank  as  the  lending  institu- 
tion. 


Medical  Meetings 


June  9 — WV  Chapter,  Am.  College  of  International 
Physicians,  Charleston. 

June  12-14 — Am.  Diabetes  Assoc.,  Las  Vegas. 

June  14-18 — AMA-Hospital  Medical  Staff  Section, 
Chicago. 

June  17-21 — Annual  Meeting  of  AMA  House,  Chi- 
cago. 

June  27-30 — Sports  Medicine  Conference  (Univer- 
sity of  Virginia),  Charlottesville. 

Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Aug.  31 -Sept.  5 — World  Congress  on  Pain  (Inter- 
national Assoc,  for  the  study  of  Pain),  Seattle. 

Sept.  15-20 — Am.  Academy  of  Pediatrics,  Chicago. 

Sept.  17-20 — Am.  College  of  Radiology,  Los  Angeles. 

Sept.  19-22 — -Am.  Thyroid  Assoc.,  New  York  City. 

Sept.  20-22 — Am.  College  of  Nutrition,  Boston. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Sept.  29 — Diabetes  Mellitus  Update  ’84  (Bluefield 
Community  Hospital,  Charleston  Area  Medical 
Center),  Pipestem  (WV)  Resort. 

Oct.  7-10 — Am.  Neurological  Assoc.,  Baltimore. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  9-12 — AAFP,  Kansas  City,  MO. 

Oct.  17-20 — Am.  College  of  Emergency  Physicians, 
Dallas. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15 — Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 

1985 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front-wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  W modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enough  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  fmnt  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shreve,  he. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
yeivs  Service,  Morgantown,  W.  Va. 


Patient  Care  Chief  Role 
Of  New  Hospital 

The  new  W\  L'  Hospital  will  be  almost  ex- 
clusively for  patient  care  with  other  departments 
like  personnel,  payroll  and  even  laundry  housed 
elsewdiere,  hospital  Administrator  David  J.  Fine 
disclosed  in  May. 

Fine  told  hospital  employees  that  “hands-on 
patient  care  units  will  be  in  the  new  building” 
with  the  exception  of  radiation  therapy  which 
eventually  will  be  housed  in  the  proposed  WVF' 
cancer  center. 

“It  makes  sense  to  have  non-patient  facilities 
out  of  the  hospital  because  construction  costs 
are  two  to  three  times  higher  for  structures  where 
in-patients  are  treated,”  he  said. 

Fine  held  two  sessions  for  WVU  Hospital  em- 
ployees to  ask  questions  about  pending  changes 
in  hospital  governance  to  the  private  non-profit 
corporation  created  by  the  1984  Legislature  with 
a mandate  to  build  a replacement  hospital  with- 
out delay. 

Other  Points 

In  answer  to  other  questions.  Fine  made  these 
points: 

— The  new  hospital,  expected  to  be  completed 
within  four  years,  “will  be  about  the  same  physi- 
cal size  as  the  present  hospital,”  although  it  will 
have  fewer  beds. 

— A “south  location”  between  the  present  hos- 
pital and  Mountaineer  Stadium  parking  lot  “is 
about  a 90-per  cent  certainty.”  Fine  said  the 
north  location  adjacent  to  the  Basic  Sciences 
Building  “is  my  preferred  location — but  nobody 

se  s. 

— The  new  corporation  will  have  to  establish 
new  departments  such  as  personnel,  payroll,  and 
accounts  payable  to  handle  matters  formerly  the 
responsibility  of  WV^U.  Most  will  be  outside  the 
new  hospital. 

— It  has  not  yet  been  decided  whether  house- 
staff  physicians  taking  residency  training  will  be 


employees  of  the  state  or  of  the  new  hospital 
corporation. 

— The  present  hospital  dining  room  may  con- 
tinue to  be  used  although  a small  cafeteria  for  pa- 
tients would  be  included  in  the  new  hospital. 
Present  laundry  facilities  will  be  used  and  may 
later  be  moved  to  a new  offsite  building.  The 
new  hospital  will  probably  have  housekeeping 
and  dietary  departments  in  the  structure. 

— The  WVU  Medical  Corporation  which  co- 
ordinates physician  services  for  the  WVU  medi- 
cal faculty  may  take  over  operation  of  the  clinic. 

— The  name  of  the  new  corporation  will  be 
“Vest  Virginia  University  Hospitals  Inc.,”  with 
several  other  new  designations  including  the 
previously-announced  Ruby  Memorial  Hospital 
for  the  main  medical-surgical  hospital  building. 


Cancer  Fellowship  In  Japan 
Awarded  Doctor  Watne 

Alvin  L.  Watne,  M.  D.,  Chairman  of  Surgery, 
has  been  awarded  an  International  Cancer  Fellow- 
ship for  six  months  of  cancer  research  in  Japan. 

The  award  was  made  by  the  International 
Union  Against  Cancer  headquartered  in  Geneva, 
Switzerland,  under  the  American  Cancer  Society- 
Eleanor  Roosevelt-International  Cancer  Fellow- 
ship program. 

Doctor  Watne.  who  also  is  Charleston  Founda- 
tion Professor  of  Cancer  Research  at  WV^U,  will 
work  with  Professor  Akihiko  Koike  in  the  De- 
partment of  Surgery  at  Aichi  Medical  L^niversity 
in  Nagoya. 

A specialist  in  cancer  of  the  colon.  Doctor 
Watne  will  be  investigating  an  increase  in  sucb 
cancers  in  Japan  where  they  were  virtually  un- 
known 25  years  ago.  He  and  Koike  were  re- 
search colleagues  at  the  Roswell  Park  Memorial 
Institute  in  Buffalo.  New  York,  in  the  early 
1960s. 

Dean  Richard  A.  DeV  aul,  M.  D.,  of  the  School 
of  Medicine  said  the  award  is  “an  especially  pres- 
tigious one  and  demonstrates  again  the  quality  of 
cancer  research  at  the  University.” 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package^”  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J i.  1 

irUataLieneral 


EISDUF"  s^sians,  ifis. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Third-Party  News,  Views 
and  Program  Concerns 


Quick  Action  to  Keep  Medicare 
Solvent  Urged  By  Councils 

Medicare’s  financial  difficulties  have  been  re- 
viewed by  the  American  Medical  Association 
Councils  on  Legislation  and  Medical  Service, 
which  called  for  immediate  action  to  maintain  the 
fiscal  solvency  of  the  Part  A trust  fund.  In  a re- 
port that  will  be  submitted  to  the  House  of  Dele- 
gates this  month,  the  councils  cited  a number  of 
basic  forces  driving  the  program  toward  a finan- 
cial crisis,  including  an  aging  population,  the 
decreasing  proportion  of  workers  to  beneficiaries, 
and  rising  total  health  care  costs.  In  addition, 
there  is  a marked  discrepancy  between  the 
amount  of  payroll  taxes  paid  to  the  program  and 
the  cost  of  benefits  received  by  the  average  bene- 
ficiary. 

Among  other  interim  proposals,  the  councils 
recommended  a one-time  increase  in  the  payroll 
tax  rate,  raising  the  alcohol  and  tobacco  tax  rates, 
requiring  payment  by  beneficiaries  of  a Part  A 
premium,  increasing  coinsurance  for  hospital 
care,  and  raising  the  age  of  eligibility. 


Opinions  On  Reimbursement 
Divided,  Poll  Shows 

Physician  views  toward  their  preferred  method 
of  health  insurance  reimbursement  are  very  divid- 
ed, according  to  a report  of  the  AMA  Council  on 
Long  Range  Planning  and  Development.  The 
AMA  Board  of  Trustees  in  April  approved  the 
report  for  transmittal  to  the  House  of  Delegates. 

A 1983  opinion  poll  of  1,000  physicians  found 
that  they  did  not  overwhelmingly  support  UCR 
I usual,  customary,  and  reasonable ) reimburse- 
ment. Some  34  per  cent  said  they  preferred  in- 
demnity plans  that  pay  a fixed  price  for  proced- 
ures. Under  indemnity  plans,  physicians  may 
negotiate  directly  with  the  patient  over  any  addi- 
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tional  charge.  Some  29  per  cent  of  the  physicians 
said  they  preferred  UCR  plans  that  reimburse  on 
the  basis  of  complex  and  varied  formulas.  Pa- 
tients on  UCR  plans  are  billed  for  any  remaining 
charges. 

Prepaid  or  HMO  plans  were  preferred  by  18 
per  cent  of  the  respondents.  The  prepaid  plans 
usually  reimburse  physicians  on  a salary  and 
incentive  basis. 

A substantial  number  ( 19  per  cent ) of  the 
physicians  indicated  they  were  uncertain  about 
methods  of  payment. 


DRG  Validation  Statement  Said 
Offensive  To  Physicians 

The  DRG  validation  statement  is  offensive  to 
many  physicians,  AMA  Executive  Vice  President 
James  H.  Sammons,  M.  D.,  informed  the  Health 
Care  Financing  Administration  recently.  The 
certification  statement,  which  physicians  must 
sign  for  Medicare  reimbursement  under  the  pro- 
spective payment  system  for  hospitals,  is  a “re- 
citation of  criminal  and  civil  penalties”  that 
could  be  imposed  if  the  physician  incorrectly 
identifies  the  diagnoses  or  the  procedures  for 
which  HCFA  is  being  billed,  Doctor  Sammons 
said  in  a letter  to  HCFA  Administrator  Carolyne 
K.  Davis,  Ph.D. 

Doctor  Sammons  asked  Doctor  Davis  to  con- 
sider withdrawing  the  statement,  which  he  said 
was  not  mandated  in  the  DRG  law  but,  rather, 
was  required  by  HCFA’s  final  rule  implementing 
the  law. 

AMA  representatives  held  an  exploratory 
meeting  with  Doctor  Davis  and  her  staff  this 
spring  in  Washington.  HCFA  agreed  to  continue 
meeting  with  the  Association  for  further  discus- 
sions on  the  issue. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to-  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  0.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Urn,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO2 LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Obituaries 


ELI  J.  ELLER,  M.  D. 

Dr.  Eli  J.  Weller,  family  physician  in  Weirton 
for  25  years,  died  on  April  25  in  a hospital  there. 
He  was  68. 

Doctor  eller  was  one  of  the  founders  of  the 
Hancock-Brooke  Mental  Health  Society,  and  was 
Chairman  of  the  Department  of  Family  Practice 
at  Weirton  General  Hospital- Weirton  Medical 
Center  for  20  years. 

He  was  a Past  President  of  the  Weirton  Medi- 
cal Center.  Fort  Steuben  Academy  in  Ohio,  and 
Hancock  Medical  Society  I 1965-661. 

A native  of  Weirton,  Doctor  Weller  was  gradu- 
ated from  West  \ irginia  University,  and  received 
his  AF  D.  degree  in  1943  from  the  Medical  Col- 
lege of  South  Carolina.  He  interned  at  the  Jewish 
Hospital  in  Cincinnati,  and  took  his  residency  at 
Good  Samaritan  Hospital  in  Dayton,  Ohio. 

Doctor  eller  was  a member  of  the  American 
.\cademy  of  Family  Physicians  and  Hancock 

( Continued  on  page  xxiv  I 


Reproductive  Health  Care 
For  Women 

• Early  Abortion 

• Birth  Control 

• Pap  Smears 

• V.D.  Screening 
and  Treatment 

ALL  SERVICES  COMPLETELY  CONFIDENTIAL 

WHEELING  MEDICAL  SERVICES,  INC. 
600  RILEY  BUILDING 
WHEELING,  WEST  VIRGINIA  26003 

TELEPHONE  (304)  233-7700 


’OP  course  cue  cofusioe/^  oHe  totpl  PeKspecnue 

OF  qOU!Z  FINftf-^ClPL  FiFFPI/e<i,  MOCU  UUOULD  cfOU  UC€ 
TO  tflk  stocp^  ce  Bor^DS 


WHY  SETTLE  FOR  A LITTLE  ADVICE 
WHEN  THE  GAIN  SYSTEM  GIVES  YOU 
THE  WHOLE  WORLD  OF  FINANCE. 

GAIN  is  a continuing  personal  relationship  between 
you  and  Kanawha  Valley  Bank,  with  a knowledgeable  and 
experienced  professional  at  the  bank,  personally  respon- 
sible to  you.  who  has  access  to  the  disciplines  of  cash 
management,  lending,  asset  management,  investments, 
trust  and  financial  management  specialties,  and  tax 
planning. 


The  Financial  Management  Account  from  Kanawha  Valley  Bank, 


©Kanawha  Valley  Bank^^^^ 

Charleston.  WVA  Member  FDIC 

An  Affiliate  of  One  Valley  B&ncorp  of  Weat  Virginia.  Inc. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  Is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1 -800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

n Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


McDowell 

Dr.  Robert  Gatter  of  Abington,  Pennsylvania, 
was  the  speaker  for  the  meeting  of  the  McDowell 
(bounty  Medical  Society  on  April  11  at  Stevens 
Clinic  Hospital  in  Welch. 

Doctor  Gatter,  Chief  of  Rheumatology  at  Ab- 
ington Memorial  Hospital,  spoke  on  “The  Use  of 
Analgesics  in  Mild  to  Moderate  Pain.”  His 
speech  was  preceded  by  a warm-up  session  of 
cjuestions  about  pain  with  rheumatological  back- 
ground.— John  S.  Cook,  M.  D.,  Secretary. 

* * * 

TYGART’S  VALLEY 

The  Tygart’s  Valley  Medical  Society  met  on 
April  19  in  Philippi. 

Dr.  James  A.  Knost,  Clarksburg  oncologist, 
spoke  on  “Recent  Advances  in  Colonic  and  Rec- 
tal Carcinoma.” 

The  Society  voted  to  help  Davis  Memorial  Hos- 
pital in  Elkins  to  provide  a renal  dialysis  unit 
for  the  area. — Michael  M.  Stump,  M.  D.,  Interim 
Secretary. 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D, 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
QP.R-nfiq.3  maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  offers: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Qver  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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We  Don’t 
Fill  Our 
Policy 
With 


a Lot  of 
Hot  Air. 


lOV 


For  further  information  about 
quality  Occurrence  coverage, 
call  Insurance  Corporation  of 
America  at  1-800-231-2615. 


Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call; 

jIU  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
Telephone:  304/344-2700 


Book  Review 


MEDICINE:  THE  STATE  OF  THE  ART— 

Charles  Mangel  and  Allen  B.  Weisse,  M.  D. 
264  pages.  Price  $15.95.  Doubleday  & Company, 
Inc.,  245  Park  Avenue,  New  York,  New  York 
10167. 

Medicine-.  The  State  of  the  Art  is  a book  that 
was  wTitten  as  a result  of  a symposium  on 
‘‘Frontiers  in  Medicine”  held  in  New  York  in 
1980.  The  28  speakers  there  summarized  the 
state  of  the  art  in  medicine  in  a comprehensive 
but  clear  manner,  and  in  so  doing  demonstrated 
a need  for  a written  version  for  a wider  audience. 

The  chapters  are  on  coronary  disease,  neo- 
natology, immunology,  organ  transplants  and 
artificial  body  parts,  cancer,  microsurgery,  the 
gene  and  miracles  of  diagnosis.  White  written  for 
the  layman,  the  book  also  would  have  something 
new  to  say  to  almost  every  physician.  It  also 
says  it  very  clearly  and  succinctly  and  well. 

I would  recommend  that  this  book  be  used  for 
the  next  year  or  two  as  a short  course  for  medical 
students,  and  other  health  career  students,  to 
introduce  them  to  the  current  state  of  the  art.  It 
would  help  in  career  selection,  and  would  give 
them  an  appreciation  of  the  fine  work  that  recent- 
ly has  been  achieved.  For  practicing  physicians 
it  may  be  of  interest  and  may  help  to  direct  some 
referrals. — R.  John  C.  Pearson,  M.  B..  M.P.H. 


( Continued  from  page  xx  I 
County  Medical  Society,  and  a former  member 
of  the  Hancock  County  Board  of  Education. 

He  was  a World  War  II  U.  S.  Navy  veteran. 

Surv  ivors  include  one  daughter,  Annitta  Weller 
of  \^  eirton;  a son,  David  Weller  of  Weirton;  a 
brother,  Bernard  W.  Weller  of  Cincinnati,  and 
two  sisters.  Mrs.  Beckey  Mildred  Donefer  of 
Bronx,  New  York,  and  Mrs.  Revena  Rubin  of 
Dayton,  Ohio. 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 
★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


PHYSICIAN  DIRECTOR 
OF 

EMERGENCY  SERVICES 
★ 

St.  Margaret  Memorial  Hospital,  a new 
267  bed  teaching  hospital,  is  seeking 
a Board  certified  or  Board  eligible 
Physician  Director  of  Emergency 
Services.  Past  emergency  services 
director  experience  desired.  Chal- 
lenging position  offers  excellent  bene- 
fits and  salary.  Please  send  curri- 
culum vitae  to  Executive  Director,  St. 
Margaret  Memorial  Hospital,  815 
Freeport  Road,  Pittsburgh,  PA  15215. 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D 
Wm.  A.  SanPablo,  M.  D 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Krieder,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jacket,  M.  D. 
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THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding,  Jr , M D , Medical  Diectdr 
Tlxir^  Pnrman,  M PH , /^Jminisoator 
A Blue  CiDSS  MerrtDer  Hospital 

Accredited  By  The  Joint  Commission  On  Acoeditaton  of  Hospitals 


That's  where  you  send  your  patients. 
To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services — from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 
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SUCCESSFUL 
MEDICAL 
PRACTICE 
MANAGEMENT: 

Where  are  you  going, 
how  will  you  get  there?*'* 

Medical  practice  management  can  be  puzzling 
often  times  frustrating.  At  Medical  Adrqjnistrative 
Services  we  know  the  ins  and  outs  oC*j#|^actice 
management. 

We  provide:  Financial  accounting  systems,  retiremeri/ 

and  pension  plans,  insurance  coverage,  marketii^ 

strategies,  computer-support  services,  personnel  policie*^^^^ 

and  staffing,  arranging  financing,  updates  on  legal 

and  governmental  issues,  medical/clerical  placement,  ^ 

office  establishment/ relocation  and  word  processing/ 

dictation /transcription  services. 
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MEIIICAI. 
AIIMIIVISTRATIVE 
SERVICES,  live. 
Telephone  344-5895 


Suite  806,  CAMC  Medical  Staff  Office  Building, 
3100  MacCorkle  Ave.,  S.E.  Charleston,  WV  25304 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-51 61  or  304-647-51 1 5 

INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 
General  & Thoracic 
B.  L.  Plybon,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 
Respiratory  Therapy 
James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 

FACT; 


MAJOR  TAX  REFORM  MANDATES  THAT  EVERY  PENSION 
PLAN  IN  THE  COUNTRY  MUST  BE  REVIEWED  IN  1984. 


FALLACY: 


ANYONE  CAN  PERFORM  THE  REVIEWS. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  handle  rollover  IRA’s  and  self- 
directed  accounts  for  IRA’s,  as  well  as  service  SEP’s  and  ESOP’s.  In 
addition,  they  can  make  available  to  you: 

* 401  (K)  PLANS 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 

The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 


OThe  National 

Bank  of  Commerce 


Setting  the  pace 
for  your  better  tomorrows. 
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CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone;  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-cail  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  popuiation  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Fuil  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year’’ 

★ 

Featuring  the  New 
Midmark  Lithotomy  Chair 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


EMERGENCY  PHYSICIANS  WANTED 

Aggressive  full-time  Emergency  Physi- 
cians sought  for  community  hospital  with 
academic  affiliation  and  monthly  resident 
rotations.  Clinical  appointment  at  medical 
school  offered  and  active  participation  in 
Section  of  Emergency  Medicine  at  Medical 
School  encouraged.  Davis  Memorial  Hos- 
pital has  112  beds  and  a service  area  of 
200,000.  Elkins,  West  Virginia  is  a progres- 
sive college  community  situated  on  the 
beautiful  western  slopes  of  the  Allegheny 
Mountains  with  outstanding  recreational 
opportunities  including  four  major  ski 
resorts  within  forty  minutes.  Residency 
trained,  board  eligible,  ACLS/ATLS  certi- 
fied physicians  preferred.  Highly  compet- 
itive compensation  with  liberal  benefit 
package.  Davis  Memorial  Hospital  is  an 
Equal  Opportunity  Employer. 

Contact 

West  Virginia  Health  Care  Cooperative, 

Box  4414,  Star  City,  West  Virginia  26504 


Phychiatrists 

Board  Certified  or  currently  eligible.  Hunting- 
ton  State  Hospital  serves  acute  and  chronic 
in  patients  and  is  a Civil  Service,  EEC  em- 
ployer. Respects  experience  and  training. 
Salary  negotiable.  Qualified  applicants  eligible 
for  a clinical  appointment  with  Marshall  Uni- 
versity School  of  Medicine. 

Dr.  R.  R.  Watson 
Clinical  Director 
P.  0.  Drawer  448 
Huntington,  West  Virginia  25709 
(304)  525-7801 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond.  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St,  Clairsville) 
Cardiovascular 

R N.  Lewis,  M,  D (St.  Clairsville) 
A M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 
Gastroenterology 
T.  E.  Chvasia,  M.  D. 

L.  R.  Cain.  M.  D. 

Hematology /Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D, 

E.  C,  Voss,  M.  D. 

J.  H.  Mahan.  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 
ORTHOPEDICS 

E L.  Barrett,  M.  D. 

R-  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R V.  Pangillnan,  M.  D. 
DERMATOLOGY 

K,  W.  Waterson,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 

RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 
NEURO-SURGERY 

F.  J,  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  M.  D, 

D.  H Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers.  ,M.  □ 

Pediatric  Psychiatry 

V.  Stein.  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E Schul,  Optician 
Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S.,  S P A 
Bioleedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 
J.  E.  Beserock,  R E. 
Allergy/Cytotoxic  Food  Testing 
K Gorney,  M.  T. 
TECHNOLOGISTS 
Electrocardiography 
B.  Maguire.  R.  N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone.  R.  N.,  CMET 
J.  Green.  R N 
Roentgenology 
E Forester.  R T 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacyd  '^ 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


• Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A et  ah  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  II.  Karacan  1,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  alter  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc 
Nutley,  NJ. 


Dalmane^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  lor  nighttime  sedation.  This  potential  may 
exist  lor  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  lor  a prolonged  period  ol  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  ol  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nitedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I Vasospastic  Angina:  PROCARDIA  (niledipine)  is  indicated  lor  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed , e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II,  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ol  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and'or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance , 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ot 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ot 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  of  PROf^ARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl,  mother  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated , the  physician  should  be  aware  ol  these  potential  problems  and , 
if  the  patient  s condition  permits,  sufticient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the,time  ot  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  trom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  trom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible,  rather  than  stopping  them  abruptly  betore  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypolension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ot  blood  pressure  during  the  initial  administration  and  titration 
of  PROCWIDIA  IS  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PRO(:aRDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  ditterentiate  this  peripheral  edema  from  the  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-adminisfered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  etfectiveness  ot  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  tailure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  tertility  When  given  to  rats  prior  to  mating,  nite- 
dipine caused  reduced  tertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  relerence  to  teratogenicity  in 
rats,  embryotoxicily  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ot  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  tollowing  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  intlammation,  loint  stittness,  shaki- 
ness.  sleep  disturbances,  blurred  vision,  ditticulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  ditticulties  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  intarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phalase,  CPK,  LDH,  SGOT  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  alter  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soil  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ol  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  trom 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°E  (15°  to  25°C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  intormalion  available  on  request  & 1982,  Pfizerinc 

LABORATORIES  DIVISION 

PFIZER  INC 


"I  shop,  cook  and  can  plant 
flowers  again.” 

"I  have  been  able  to  do  volunteer 
work. .and  feel  needed  and  useful 
once  again.” 


I ^ 

Quotes  from  an  unsoticUed  1 
letter  received  by  Pf^er  from  an  j 
angina  patient.  ] 

While  this  patient's  eigaerience  | 
is  representative  of  many  * 
unsdicited  comments  received, 
not  all  patients  will  respond  to 
Procardia  nor  will  they  all 
respond  to  the  same  degree.  " j 

© 1983,  Pfizer  Inc 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


# 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive.” 


' 'My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable.” 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina. 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component. 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents.  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 
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Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adjoining  page 


600 mg  Tablets 
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More  conveVuentior  your  patients 


^?'1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  □.  0.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D (St.  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 
Nephrology/Hyperlenslon 

D L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford.  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Lelbold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A Porterfield,  M.  D, 

(St.  Clairsville) 
OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M,  E.  Nugent,  M.  D. 

R V.  Panglllnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tlu,  M.  D. 

R G.  Villanueva.  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield.  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith.  M.  D. 

D P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 
Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R N 
B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone.  R N.,  CMET 
J Green,  R N. 
Roentgenology 

E.  Forester.  R T. 


reserpine  0.1  mg',  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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With  Kanawha  Valley  Bank's  exclusive  GAIN  System,  you 
can  have  a complete  range  of  financial  services  under  your 
direction.  Cash  management.  Lending.  Asset  management. 
Financial  analysis.  Tax  planning.  Real  estate  management. 
Trust  and  financial  specialties,  and  more.  Money  market 
accounts  with  associated  credit  lines,  easily  accessible 
through  our  automatic  teller  system.  Coordination  of  your 
tax  records.  Securities  management  with  objective  invest- 
ment advice.  Even  preferred  estate  management  services. 

GAIN  LETS  YOU  REVIEW 
YOUR  TOTAL 
FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System*  automatically  presents  you  with  a 
comprehensive  monthly  statement,  easy-to-read,  with  bal- 
ance and  transactions,  foryour  securities,  checking  account 
and  loans.  Additionally,  you'll  receive  an  annual  tax  letter, 
with  full  summary. 

GAIN  IS  PERSONAL 

GAIN  is  tailored  just  foryou.  by  Kanawha  Valley  Bank 
professionals  with  the  investment  objectivity,  perspective, 
knowledge,  resources  and  services  of  West  Virginia's  leading 
bank.  It's  personal.  And  completely  confidential. 

GAIN  BEGINS  WITH  THE  END  RESULT 
YOUROBIECTIVES. 

Analysis  is  the  cornerstone  of  any  successful  financial 
plan.  Kanawha  Valley  Bank,  through  a GAIN  System  option, 
offers  you  a comprehensive,  objective  analysis  that  helps 
make  planning  effective. 

If  you  elect  this  option,  we  can  give  you  a total  perspec- 
tive of  your  financial  situation,  analyze  each  area  for  the 


most  effective  action,  unify  your  long-range  planning 
according  to  your  objectives,  and  then  access  the  many 
GAIN  services  available  to  build  you  a personal  program  that 
fits  your  needs  and  expectations. 

GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 

Because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work. 

THE  GAIN  SYSTEM®.  IT  KEEPS  YOU  FROM 
BEING  OVERCOME  WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial 
services,  call  john  Ziebold  (304)  348-09  I 9 or  Don 
Santee  (304)  348-738  I . You'll  have  all  you  need,  including 
discount  brokerage. 

CALL  NOW 

1-304  348-09l9or  I -304  348-7381 

Yes.  I would  like  to  know  more  about  how  GAIN  can  help  me  manage 
my  assets  Please  send  me  more  information 


STATE  _ 
HOME 


BUSINESS 
. PHONE( 


just  clip  and  mail  tO:  KVBGAIN  PO  Box  1793  Charleston.  WV  25326 


The  Financial  Management  Account  from  Kanawha  Valley  Bank. 


WeVe 


WHY  SETTLE  FOR 
A LITTLE  BROKERAGE  ADVICE 
WHEN  YOU  CAN  OWN  THE 
WHOLE  WORLD  OF  FINANCE. 


Kanawha  Valiev  Bank^,  • One  Valley  Square  • Box  1793*  Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  1867*  Member  FDIC 
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Special  Article 


Legal  Issues  In  Medical 
Peer  Review 


DAVID  J.  FINE,  M.  H.  A. 

Administrator,  West  Virginia  University  Hospital,  and 
Associate  Professor  of  Community  Medicine, 

WVU  School  of  Medicine 

JULIANNE  M.  DUNN,  J.  D. 

Attorney  at  Law 


The  responsibilities  and  liabilities  of  the 
participants  in  hospital  peer  revieiv  committee 
proceedings  are  revieued  in  the  context  of 
historical  precedent  and  current  legal  and  accredi- 
tation requirements.  The  obligation  of  medical 
staff  members  to  serve  on  peer  reivew  committees, 
physicians'  rights  to  practice  the  profession,  the 
legal  rights  of  physician  applicants,  and  the 
appropriate  time  to  seek  legal  counsel  are  ex- 
plained in  summary  fashion. 

"n  EVIEW  of  clinical  skills  and  performance  is  not 
a new  idea;  the  Hippocratic  Oath  itself  re- 
quired that  the  physician  pledge  constant  vigi- 
lance and  protection  of  the  patient’s  welfare. 
More  than  2,500  years  later,  vigilance  and  pro- 
tection are  being  demonstrated  by  physicians 
throughout  the  country  in  organized  efforts  to 
improve  clinical  skills  and  measure  clinical  out- 
comes, thereby  assuring  quality  of  care. 

Recently,  however,  the  sensible  and  reasonable 
process  of  intraprofessional  peer  review  has  fal- 
len on  hard  times.  Perhaps  because  the  profes- 
sion itself  was  seen  as  lax  in  protecting  the  patient 
from  the  less  able  practitioner,*  new’  and  more 


stringent  outside  controls  have  developed  in  the 
wake  of  certain  landmark  litigation." 

Prior  to  the  1965  decision  in  Darling  v. 
Charleston  Memorial  Hospital,^  hospitals  were 
charged  with  little  or  no  responsibility  for  investi- 
gation or  supervision  of  the  clinical  competence 
of  non-employee  jjhysicians  who  treated  patients 
on  hospital  premises.  The  usual  legal  principles 
of  master  servant  ( employer /employee  I relation- 
ships notwithstanding,"*  in  lawsuits  arising  out 
of  alleged  malpractice  by  employee  physicians, 
hospitals  successfully  claimed  they  had  no 
responsibility  for  the  provision  of  medical  care 
and,  in  fact,  were  forbidden  by  law’  to  provide 
medical  care.^ 


“T/ie  rights  and  liabilities  of  all  the 
parties  in  the  peer  revietv  proceeding 
deserve  protection,  so  long  as  each  acts 
in  good  faith." 


Such  ‘‘innocence”  theories  rely  on  a distinc- 
tion between  “medical”  and  “administrative’" 
acts.  .So  long  as  the  act  alleged  to  be  a breach 
of  the  duty  of  care  was  defined  as  a “medical” 
act,  even  if  that  “medical”  act  was  performed  by 
a hospital  employee,  no  liability  could  be  as- 
signed to  the  hospital.  A 1957  Pennsylvania 
case,  Broun  v.  Moore,  247  F 2d  711,  addressed 
the  "medical”  versus  “administrative”  distinction 
and  found  the  hospital  liable  in  a case  where  a 
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patient  died  when  he  fell  down  a flight  of  steps 
after  electro-shock  treatment. 

Trend  Emerges 

The  failure  to  attend  the  patient  properly  was 
determined  to  he  a ‘'medical”  act.  Nevertheless, 
the  court  found  liahility  and  applied  the  standard 
master  servant  theory  of  respondeat  superior  in 
holding  the  hospital  responsible  for  the  acts  of 
its  employee-physician.  The  court  did  not  address 
the  issue  of  a hospital’s  liability  for  the  acts  of 
independent  contractor  “staff”  physicians.  The 
state  of  the  law  at  the  time  recognized  no  hospital 
liahility  for  the  acts  of  physicians  employed 
directly  or  indirectly  by  the  patient,  even  when 
the  hospital  introduced  the  physician  to  the 
patient  i Robinson  v.  Crotu  ell,  175  ala  194. 
57  So  23,  1911 ) . 

The  Broun  court  further  held  that  Pennsyl- 
vania law  presumed  due  care  in  the  selection  of 
independent  contractors,  and  did  not  resolve 
hospital  liahility  under  such  circumstances.  A 
trend  towards  finding  increased  liability  against 
the  hospital  was  unmistakably  emerging. 

The  next  barrier  breached  was  the  hospital’s 
freedom  from  responsibility  for  selection  and 
appointment  of  non-employee  “staff’"  physicians. 
The  courts  reluctantly  expanded  the  law  of 
negligence  in  the  hiring  of  independent  con- 
tractors to  hospitals  in  the  case  of  a man  who 
went  to  a hospital  emergency  room  with  a com- 
plaint of  chest  pains  and  who  died  of  a heart 
attack  shortly  after  being  sent  home  without 
treatment  by  a non-employee  "staff"’  physician 
[Joiner  v.  Mitchell  County  Hospital  Authority, 
125  Ga  App  1,  186  SE  2d  307,  affd  229  Ga  140, 
189  SE  2d  412,  1971 ). 

In  the  appeal  of  Darling  v.  Charleston,  a case 
involving  an  18-year-old  college  football  player 
whose  leg  had  to  be  amputated  when  circulation 
was  cut  off  by  a cast  improperly  applied  by  a 
non-employee  “staff"'  physician,  counsel  for  the 
hos{)ital  coneeded  the  duty  of  due  care  in  selec- 
tion or  appointment  of  a physician  or  surgeon 
and  cited  established  case  law  on  the  issue.  But 
the  hospital  disputed  the  patient’s  argument  for 
hospital  liability  for  supervision  and  consultation. 
Charleston  Hospital’s  counsel  stated  the  prevail- 
ing argument  in  its  brief  on  appeal  to  the  Illinois 
Supreme  Court: 

“A  hospital  is  not  liable  for  any  negli- 
gence or  default  on  the  part  of  a physician 
or  surgeon  who  practices  his  profession  as 
an  independent  agent  even  though  he  is  a 
stockholder  in  the  hosj)ital;  where  a patient 
employs  a physician  or  surgeon  not  in  the 


employ  of  the  hospital,  the  hospital  is  not 
liable  for  his  negligence.  A physician  or 
surgeon  proceeds  upon  his  own  judgment 
of  what  is  to  he  done  and  a hospital  has  no 
right  to  control  his  medical  acts  as  to 
diagnosis  and  treatment.  . . . The  only  duty 
owed  by  the  hospital  relative  to  the  physi- 
cian or  surgeon  is  to  use  reasonable  care  in 
electing  one  who  is  competent  insofar  as 
those  in  charge  of  hospital  are  ( emphasis 
added  I informed.” 

Hospital  Held  Liable 

If  forbidden  by  law  to  practice  medicine,  the 
hospital  could  hardly  be  held  liable  for  medical 
malpractice,  or  so  the  argument  went.  This 
defense  was  used  successfully  in  a long  line  of 
cases.  In  1965,  the  Illinois  Supreme  Court,  in 
a discussion  of  the  realities  of  modern  medical 
care,  rejected  this  argument  and  held  the  hospital 
itself  liable  for  failure  to  supervise  the  quality 
of  care  given  by  a non-employee  physician. 

The  court,  in  its  opinion,  dismissed  the  hos- 
j)itaTs  argument  and  referred  to  the  holding  in 
another  case: 

"The  conception  that  the  hospital  does 
not  undertake  to  act  through  its  doctors  and 
nurses,  hut  undertakes  instead  simply  to 
procure  them  to  act  upon  their  own  responsi- 
bility. no  longer  reflects  the  fact.  Present- 
day  hospitals,  as  their  manner  of  operation 
plainly  demonstrates,  do  far  more  than 
furnish  facilities  for  treatment.  Certainly 
the  person  who  avails  himself  of  hospital 
facilities  expects  that  the  hospital  will  at- 
tempt to  cure  him,  not  that  its  nurses  or 
other  employees  will  act  on  their  own 
responsibility  " [Bing  v.  Thunig,  2 NY  2d 
656.  163  NYS  2nd  3.  11,  143  NE  2d  3,  8. 
19571. 

Although  the  Thunig  case  clearly  referred  to 
an  employer-employee  situation  and  the  opinion 
therein  could  only  he  applied  with  certainty  to 
that  situation,  the  Illinois  court  went  on  to  say 
that : 

“Failure  to  require  consultation  with  or 
examination  by  members  of  the  hospital 
surgical  staff  skilled  in  such  treatment  or  to 
review  the  treatment  rendered  to  the 
plaintiff  and  to  require  consultants  to  be 
called  in  as  needed,  constituted  a breach  of 
the  standard  of  reasonable  care  and  was  suf- 
ficient to  find  liahility  against  the  hospital.” 

Subsequently,  hospital  corporate  liability  for 
the  failure  to  supervise  care  provided  by  in- 
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dependent  “staff”  physicians  has  been  established 
in  many  jurisdictions.^ 

Medical  Staff  Committees 

The  Georgia  Supreme  Court,  in  Joiner  v. 
Mitchell  County  Hospital  Authority,  made  the 
definitive  statement  on  the  issue  of  negligence 
in  selection  of  physicians  and  refused  to  allow 
the  hospital  to  absolve  itself  from  liability  be- 
cause the  screening  of  applicants  was  performed 
by  a committee  of  the  hospital  medical  staff.  A 
number  of  jurisdictions  had  adopted  the  rule 
earlier;  after  Joiner  an  increasing  number  fol- 
lowed suit.  Because  the  modern  hospital  may 
be  held  directly  liable  for  failure  to  exercise  due 
care  in  selection  or  supervision  of  employee  and 
non-employee  physicians  who  care  for  patients 
within  its  walls,  a more  active  hospital  role  in 
the  process  of  selection  and  supervision  of  medi- 
cal staff  has  evolved. 

The  Joint  Commission  on  Accreditation  of 
Hospitals  iJCAHl  has  published  guidelines  for 
the  formulation  of  medical  staff  bylaws.  Standard 
IV  of  the  Medical  Staff  Section  of  the  Accredita- 
tion Manual  for  Hospitals  provides  that: 

"the  medical  staff  shall  provide  mechanisms 
for  the  regular  review,  evaluation  and 
monitoring  of  medical  staff  practice  and 
functions.  Such  mechanisms  shall  be  de- 
signed to  maintain  high  professional 
standards  of  care.”** 

Most  hospital  medical  staffs  are  organized 
along  lines  defined  l)y  the  JCAH  and  have 
committee  activities  that  may  be  grouped  in  four 
broad  categories: 

1.  Executive  and  Joint  Conference  — Re- 
sponsible for  approval  of  medical  staff  policies 
and  procedures,  oversight  and  approval  of  all 
committee  activities  and  medical  staff  communi- 
cations with  governing  authorities. 

2.  Policy  Development  and  Administration  — 
Includes  such  functions  as  may  be  performed 
by  diagnostic  and  therapeutic  laboratory  com- 
mittees. product  evaluation  and  standardization 
committees,  ambulatory  affairs  committees,  oper- 
ating room  committees,  pharmacy  and  formulary 
committees,  critical  care  committees,  disaster 
committees  and,  particularly  in  the  academic 
environment,  human  investigation  committees. 

3.  Quality  Assurance  Peer  Revietc — Includes 
medical  staff  activities  addressed  by  infection 
control  committees,  medical  audit  committees, 
medical  records  committees,  tissue  committees, 
cancer  committees,  utilization  review  committees 
and  risk  management  committees. 


4.  Credentials  — Encompasses  the  processes 
of  initial  appointments,  reappointments,  assign- 
ment and  review  of  clinical  privileges  and 
disciplinary  actions. 

For  the  purposes  of  further  discussion,  our 
attention  will  be  directed  to  quality  assurance/ 
peer  review  and  credentials  committees  activities. 

Potential  Liabilities  of  Committee  Members 

Before  reaching  the  issue  of  the  potential 
liability  of  peer  review  and  credentials  committee 
members  to  suit  by  an  injured  patient  or  a 
physician  applicant,  the  first  question  to  be 
addressed  is  the  legal  obligation  of  a medical 
staff  member  to  serve  on  a credentials  or  peer 
review  committee.  Simply  put,  there  is  no 
explicit  statute  in  any  state  requiring  the  service 
of  a physician  on  such  a committee. 

However,  bylaws  requirements  outlined  in  the 
JCAfl  manual,  and  followed  by  most  hospitals 
seeking  and  holding  accreditation,  require  that 
each  appointee  to  the  medical  staff  assumes 
such  reasonable  duties  and  responsibilities  as 
the  board  or  medical  staff  shall  require.  In  its 
extreme  form,  this  could  mean  that  in  order  to 
maintain  an  appointment  to  a medical  staff,  a 
physician  could  be  compelled  to  sit  on  a 
credentials  or  peer  review  committee. 


“//  a physician  consents  to  serve  on  a 
credentials  or  peer  revietc  committee,  the 
obligation  imposed  by  laic  is  the  exercise 
of  ‘ordinary  care^  in  investigation  and 
supervision.” 


As  a practical  matter,  hospital  administrators 
have  noted  that  medical  staff  committee  work 
does  not  tend  to  be  evaded  by  physicians  at  most 
hospitals.  Credentials  committee  membership, 
in  particular,  is  sometimes  a relatively  prestigious 
assignment. 

If  a physician  consents  to  serve  on  a credentials 
or  peer  review  committee,  the  obligation  imposed 
by  law  is  the  exercise  of  “ordinary  care”  in 
investigation  and  supervision.  In  most  hospitals 
a good  deal  of  the  investigative  legwork  involved 
in  quality  assurance  and  credentialing  is 
coordinated  by  the  hospital's  executive  staff 
through  the  medical  records  administrator  and 
medical  staff  secretary.  In  these  functions,  the 
institution's  chief  executive  officer  or  a desig- 
nated assistant  often  functions  as  an  aide  to  the 
chief  of  staff. 
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Quality  Assurance,  Credentials  Committees 

The  actual  work  process  of  quality  assurance 
committees  and  credentials  committees  is  gener- 
ally well  known;  however,  a brief  summation  is 
in  order  to  support  the  ensuing  analysis. 

The  quality  assurance  process  is  broadly 
characterized  by  the  establishment  of  clinical 
standards  by  the  pertinent  committees,  applica- 
tion of  appropriate  means  of  measuring  actual 
performance  relative  to  established  standards, 
initiating  and  administering  plans  for  corrective 
action  and  communicating  findings  and  action 
plans  to  the  executive  committee  and  joint  con- 
ference committee  and  hospital  board. 

The  credentials  committee  reviews  the  edu- 
cation and  experience  of  medical  staff  applicants 
and  recommends  appointment  and  privileges  to 
the  executive  committee,  joint  conference  com- 
mittee and  board.  The  committee  addresses 
discretionary  disciplinary  action  and  restriction 
of  privileges  based  upon  findings  of  quality 
assurance  committees  and  other  medical  staff 
committees. 

What,  then,  is  the  standard  of  care  imposed 
upon  a committee  as  a whole?  If,  in  the  exercise 
of  ordinary  care,  the  credentials  or  peer  review 
committee  should  have  discovered  a particular 
physician’s  inability  to  perform  a certain  task 
and  the  committee  failed  to  do  so;  or,  if  the 
committee  discovered  the  physician’s  inability 
and  failed  to  act  in  a reasonable  manner,  then 
injury  to  a patient  caused  by  tbe  physician’s  in- 
ability to  perform  will  result  in  liability  for  tbe 
hospital.  If  the  hospital,  through  its  committee, 
“should  have  known,”  it  will  be  held  to  the  same 
standard  as  if  it  did,  in  fact,  have  actual 
knowledge.^ 

Individual  Liability 

Is  there  a potential  for  committee  members’ 
individual  liability  to  the  injured  patient?  Most 
reported  cases  involve  the  corporate  liability  of 
the  hospital  where  the  alleged  injury  took  place 
but  the  general  laws  of  agency  apply  to  this 
situation.'®  Thus,  the  “agent”  committee  mem- 
ber may  be  held  individually  liable  to  the  patient 
or  may  be  sued  by  tbe  hospital  for  any  sums  it 
was  required  to  pay  because  of  tbe  agent’s  failure 
to  perform.  In  the  absence  of  a bylaws  indemni- 
fication agreement  requiring  the  hospital  to 
“hold  harmless”  a committee  member,  it  would 
appear  that  the  committee  member  could  be 
forced  not  only  to  pay  any  judgment  but,  in 
addition,  might  be  compelled  to  pay  costs  of 
defense  of  suit. 

What  about  the  opposing  force?  What  is  the 
credentials  or  peer  review  committee  member’s 


obligation  to  the  physician  who  is  the  subject  of 
the  proceeding?  Is  there  any  different  obligation 
imposed  by  law  if  the  hospital  is  a “public”  or 
a “private”  entity?  How  far  will  the  courts  go 
to  protect  the  physician-applicant’s  rights? 

Generally,  the  obligation  imposed  upon  com- 
mittee members  is  one  of  “good  faitb.”  Many 
states  have  codified  the  good  faith  requirement 
and  provide  immunity  from  suit  for  any  peer 
review  or  credentials  committee  member  wbo 
acts  in  good  faitb  and  without  malice." 

West  Virginia  Law 

Two  provisions  of  West  Virginia  law  provide 
this  protection,  with  W.  Va.  Code  30-1-16  relat- 
ing to  any  peer  review  activity  and  30-3C-1 
et  seq  referring  specifically  to  health  care  peer 
review  organizations. 

Still  other  states  have  declared  that  the 
records  and  documents  of  credentials  and  peer 
review  committee  proceedings  are  neither  subject 
to  discovery  nor  admissible  in  evidence.'^  This 
means  that  records  of  proceedings  are  not  avail- 
able to  the  suing  party.  Without  knowledge  of 
what  occurred  during  the  committee’s  delibera- 
tions, it  would  be  impossible  for  disappointed 


“//  the  hospital,  through  its  com,' 
mittee,  ^should  have  knotvn,^  it  will  be 
held  to  the  same  standard  as  if  it  did, 
in  fact,  have  actual  knowledge.^^ 


physicians  to  prove  they  had  not  been  dealt  with 
fairly.  The  no-discovery  statutes  have  the  effect 
of  foreclosing  the  suing  party’s  option  to  bring 
suit. 

Sucb  statutes  are  not  well-received  by  tbe 
public  or  tbe  courts.  A recent  decision  by  a 
Michigan  trial  court  has  negated  the  impact  of 
the  Michigan  “no-discovery”  statute  by  ordering 
that  peer  review  documents  be  turned  over  to  a 
physician  whose  request  for  a staff  position  was 
refused  ( Dorsten  v.  Lapeer  County  General 
Hospital,  E.  D.  Mich,  No.  79-490008,  November 
11.  1980,  imreported  case).  Though  the  court 
continued  to  refuse  public  access  to  the  docu- 
ments, the  court  said  that  the  plaintiff-physician 
could  not  support  a charge  of  discrimination 
without  access  to  the  record  and,  therefore, 
access  was  allowed. 

Some  legislatures  have  developed  an  intermedi- 
ate approach  which  classifies  all  medical  staff 
committee  proceedings  as  privileged  and  not 
subject  to  legal  discovery  unless.  ...  “a  court 
of  record,  after  a hearing  and  for  good  cause 
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arising  from  extraordinary  circumstances  being 
shown,  orders  the  disclosure  of  such  proceedings, 
minutes,  records,  reports  or  communications.  . . 
(emphasis  added)  (Nebr  RRS  1943,  71-2048). 
This  method  appears  to  best  serve  the  interests 
of  all  parties:  the  public’s  interest  in  effective 
review  of  professional  conduct,  the  committee’s 
interest  in  the  free  flow  of  accurate  information, 
and  the  physician’s  interest  in  discovering  unfair 
treatment.  These  statutes  serve  to  put  medical 
staff  committees  on  notice  that  their  activities 
are  confidential  but  not  beyond  review. 

West  Virginia  Confidentiality  Provision 

West  Virginia  Code  30-3C-3  provides  that  an 
individual  being  reviewed  can  waive  the  confi- 
dentiality requirement,  and  further  that,  in  any 
challenge  to  a peer  review  finding  by  the  indi- 
vidual under  review,  all  evidence  presented  to 
the  committee  shall  be  available  to  the  individual 
and  the  appellate  body,  subject  to  appropriate 
protective  orders. 

Secrecy  statutes,  particularly  those  involving 
restriction  of  access  to  information  in  cases  not 
involving  future  danger  to  national  security,  are 
often  held  suspect.  It  is  not  wise  to  rely  on  the 
protection  of  even  legislatively  authorized  secret 
proceeding.  One  day  that  protection  may  be 
stripped  away  for  good  cause  shown. 

In  the  absence  of  statutory  immunity  from 
suit  or  statutory  exclusion  of  records  from 
judicial  proceedings,  one  must  look  to  the  scope 
of  review  exercised  by  the  courts  to  determine 
potential  and  extent  of  liability.  Generally,  in 
action  for  defamation,  libel  and  slander  arising 
out  of  peer  review  proceedings,  the  courts  have 
applied  a “good  faith”  standard  and  have  denied 
recovery  unless  malice  could  be  shown.  In 
those  situations  involving  denial  or  revocation 
of  privileges,  the  courts  have  applied  a due 
process  standard  to  proceedings  in  a “public” 
hospital  and  in  the  “private”  hospital,  and  have 
invoked  the  doctrine  of  judicial  deference  to 
“substantial  evidence.”  Yet  even  the  “public” 
vs.  “private”  dichotomy  seems  to  be  dissolving. 

Discussion  of  the  scope  of  judicial  review  leads 
directly  into  a consideration  of  judicial  recogni- 
tion of  the  rights  of  the  physician  applicant.  In 
order  to  round  out  a review  of  the  potential  rights 
and  liabilities  of  all  potential  litigants,  attention 
is  now  focused  on  the  physician’s  right  to 
practice  the  profession,  the  remedies  available  in 
the  face  of  refusal  of  appointment  or  curtailment 
of  privileges,  and  the  possible  outcomes  in  the 
event  litigation  becomes  unavoidable. 


Right  to  Practice  Important 

It  is  well  settled  that  protecting  a person’s 
right  to  practice  a profession,  including  medicine, 
is  as  important  as  protecting  the  right  to  own 
property”  {Dent  v.  West  Virginia,  129  U.S. 
114,  1889).  And,  at  least  one  court  has  said 
that: 

“a  physician  or  surgeon  who  is  not  permitted 
to  practice  in  a hospital  is  as  a practical  mat- 
ter denied  the  right  to  fully  practice  the 
profession.  In  this  day  of  advanced  medical 
knowledge  and  advanced  diagnostic  tech- 
niques much  of  what  a physician  or  surgeon 
must  do  can  only  be  performed  in  a 
hospital.” 

( Wyatt  V.  Tahoe  Forest  Hospital,  174  Cal 
App  2d  709,  345  P2d  93,  1959. ) 

Though  some  courts  have  defined  the  practice 
of  a profession  as  a privilege,  qualified  and 
limited  by  societal  requirements  as  is  any  privi- 
lege, the  better  view  seems  to  be  that  the  practice 
of  a profession  has  the  nature  of  a property 
right.  The  Fifth  Amendment  to  the  Constitution 
of  the  United  States  guarantees  that  the  right 
to  property  cannot  be  abridged  without  due 


‘7t  is  well  settled  that  ^protecting  a 
person’s  right  to  practice  a profession, 
including  medicine,  is  as  important  as 
protecting  the  right  to  own  property.’  ” 


process  of  law.  That  federal  constitutional 
mandate  is  applied  to  the  states  through  the 
Fourteenth  Amendment  to  the  United  States 
Constitution.  Therein  lies  the  basis  for  two  very 
different  standards  of  judicial  review.  In  some 
circumstances,  even  those  rights  which  rise  to 
the  level  of  a constitutional  mandate  cannot  be 
protected  by  the  courts. 

The  general  rule  is  that: 

“a  private  hospital  acts  at  its  own  discretion 
and  ...  its  decisions  are  not  subject  to 
judicial  review  whereas  a public  hospital’s 
governing  authorities  cannot  affect  a physi- 
cian’s right  to  practice  therein  by  rules  or 
acts  which  are  unreasonable  or  discrimi- 
natory, the  courts  having  the  power  to 
review  such  acts  . . 

That  leaves  the  sometimes  unpleasant  certainty 
that  even  blatantly  discriminatory  acts  by  a 
purely  private  institution  will  escape  judicial 
review,  if  not  judicial  notice.  Long-standing 
philosophical,  as  well  as  judicial,  precepts  pro- 
hibit governmental  interference  into  purely 
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private  activity.  In  order  for  the  court  to  invoke 
its  powers  of  review  the  court  must  first  satisfy 
itself  that  the  institution  is,  in  fact,  a “public 
institution”  or  a “governmental  entity.” 

Due  Process  Required 

If  the  institution  is  such  a “public”  hospital, 
then  the  court  will  scrutinize  the  hospital’s  pro- 
cedure for  appointment  denial  or  privilege 
revision  to  ensure  that  due  process  standards  of 
fundamental  fairness  have  been  applied,  includ- 
ing the  rights  to  adequate  notice,  hearing,  and 
that  the  decision  is  based  upon  a fair  evaluation 
of  adequate  evidence.  That  is  not  to  say  that 
the  hospital  must  engage  in  an  adjudicatory 
proceeding,  nor  that  a physician  has  all  rights 
which  are  attendant  upon  a judicial  proceeding 
iKoelling  V.  Board  of  Trustees,  259  Iowa  1185, 
146  NW  2d  284,  1967 ) . At  the  least,  however, 
the  physician  is  entitled  to  notice  and  hearing 
( Giles  V.  Breaux,  La  App  160  So  2d  608,  1964), 
and  exclusion  from  practice  in  a public  hospital 
under  a resolution  providing  for  no  method  of 
review  has  been  held  to  be  a denial  of  due  pro- 
cess {Findlay  v.  Board  of  Sup,  etc..  72  Ariz  58, 
230  P2d  526,  1951). 

Notwithstanding  the  general  rule  that: 

“exclusion  of  a physician  or  surgeon  from 
staff  privileges  in  a private  hospital  is  a 
matter  which  ordinarily  rests  within  the 
discretion  of  managing  authorities  thereof 
and  is  not  subject  to  judicial  review,”*^ 
some  courts  have  forged  exceptions  and  have 
granted  judicial  review  under  certain  limited 
circumstances,  even  when  the  institution  was  not 
defined  as  a “public”  or  “governmental”  hos- 
pital. One  set  of  cases  applied  the  public 
standard  of  review  to  a private  hospital  when  it 
was  “operated  in  the  public  interest  and  used 
public  money  ( Davidson  v.  Youngstown  Hos- 
pital Asso.,  19  Ohio  App  2nd  246,  48  Ohio  Ops 
2d  371.  250  NE  2d  892,  1969).  The  other  line 
of  cases  applied  the  public  standard  to  those 
private  hospitals  which  received  construction 
funds  under  the  federal  Hill-Burton  Act.*^  One 
court  stated  that  it  was  proceeding  “from  the 
well-established  principle  that  the  receipt  of  Hill- 
Burton^'  funds  carries  with  it  the  obligation  to 
observe  Federal  Constitutional  mandates”  [Citta 
V.  Delaivare  Valley  Hospital,  313  F Supp  301, 
1970). 

This  Pennsylvania  court’s  declaration  notwith- 
standing, the  majority  of  cases  reaching  the 
appellate  courts  have  involved  public  hospitals. 
Most  jurisdictions  have  followed  the  rule  that 
acts  of  private  hospitals  are  not  subject  to  judicial 


review.  It  is  reasonable  to  expect  that  the  courts 
will  enforce  even  the  private  hospital’s  own  rules 
and  regulations  as  to  hearing  particularly  when 
the  hearing  requirements  were  clearly  intended 
to  protect  the  staff  members  against  “arbitrary, 
capricious,  and  oppressive  action  involving  their 
professional  qualifications,  standing  and  pres- 
tige.” {Joseph  V.  Passaic  Hospital  Asso.,  26  NJ 
557,  141  AZ  18,  1958). 

Aggressive  Judicial  Review 

It  is  also  reasonable  to  expect  that  if,  as  in 
the  Citta  case,  receipt  of  Hill-Burton  funds  is 
sufficient  to  invoke  full  due  process  review,  a 
significant  departure  from  usual  “state  action” 
analysis  is  imminent.  Traditional  judicial 
restraint  would  be  replaced  by  aggressive  judicial 
review.  Those  hospitals  which  received  Hill- 
Burton  funds  between  1946  and  1972  are  on 
notice  that  there  is  a substantial  likelihood  of 
full  due  process  review.  If  adequate  notice  and 
provision  for  hearing  in  a spirit  of  fundamental 
fairness  are  not  provided,  a physician’s  request 
for  judicial  review  will  be  granted,  and  the  court 
may  well  mandate  full  due  process  considerations. 

JCAH  Medical  Staff  Standard  HI  requires 
that: 

“the  medical  staff  shall  develop  and  adopt 
bylaws,  rules,  and  regulations  to  establish 
a framework  of  self-government  and  a means 
of  accountability  to  the  governing  body.”® 

In  those  hospitals  accredited  by  the  JCAH, 
the  physician  can  and  should  expect  that  the 
standards  should  be  enunciated  in  hospital  policy 


“ ^Half  of  being  smart  is  in  knowing 
what  yoiVre  dumb  at  ..  A ” 


and  implemented  by  hospital  procedure.  The 
physician  must  demand  the  safeguards  provided 
by  such  hospital  policy,  however.  The  physician 
cannot  claim  that  the  hospital  failed  to  grant  a 
proper  hearing  and  review  if  the  reason  for  the 
failure  was  the  physician’s  own  unwillingness, 
inability  or  neglect  to  demand  proper  procedure. 
To  avoid  being  foreclosed  from  judicial  review 
for  failure  to  demand  proper  procedure,  the 
physician  must  know  the  point  at  which  to  seek 
assistance  of  legal  counsel. 

“Half  of  being  smart  is  in  knowing  what  you’re 
dumb  at.”'®  and  retention  of  legal  counsel  after 
notice  of  an  adverse  determination  on  appoint- 
ment or  credentials  may  well  be  a bit  late.  In 
a matter  which  may  have  severe  ramifications  in 
professional  reputation  and  future  earning  power. 


138 


The  West  Virginia  Medical  Journal 


it  is  not  an  over-reaction  to  seek  competent  legal 
advice  at  the  first  hint  of  trouble.  Even  if  unable 
to  avert  the  final  disappointment  of  denial  of  ap- 
pointment or  revision  of  credentials,  proper  legal 
advice  m.ay  assist  the  physician  in  developing  a 
record  for  subsequent  judicial  review.  Together 
with  counsel  the  physician  can  then  make  the 
determination  whether  1 ) there  are  any  grounds, 
and  2 I whether  there  is  likelihood  of  success  in 
judicial  review. 

Remedies  granted  by  courts  in  the  past  include 
compelling  a public  hospital  to  admit  a physician 
to  its  staff  or  grant  him  a hearing  (State  ex  rel. 
Bronaugh  v.  Parkersburg,  148  WVa  568,  136 
SE  2d  783,  1964),  damages  to  a physician  for 
conspiracy  by  a private  hospital  and  other  physi- 
cians ( Willis  V.  Santa  Ana  Community  Hospital 
Asso.,  58  Cal  2d  806,  26  Cal  Rptr  640,  376  P2d 
568,  1962),  injunctive  relief  requiring  that  a 
physician  be  allowed  to  use  the  hospital  facilities 
( Alpert  V.  Board  of  Governors,  etc.  286  App  Dev 
542,  145  NYS  2d  534,  1955),  and  relief  under 
Section  1983  of  the  Federal  Civil  Rights  Act 
{Birnbaum  v.  Trussell,  371  F2d  672,  1966). 

Slander  of  Physician  Intolerable 

No  matter  what  the  likelihood  of  success  is 
in  the  major  objective,  that  of  staff  appointment 
and  eredentialing,  there  is  never  any  reason  for 
the  physician  to  tolerate  slanderous  or  libelous 
statements  made  during  the  peer  review  process. 


Even  those  state  statutes  which  grant  immunity 
from  suit  for  those  serving  on  peer  review  com- 
mittees do  not  extend  that  immunity  to  cover 
statements  made  maliciously.  Generally,  the 
statutes  of  limitation  for  libel  and  slander  tend 
to  be  shorter  than  those  for  other  causes  of 
action.*^  Once  the  time  period  has  run  out,  the 
physician  is  foreclosed  from  suit,  no  matter  how 
grievous  the  injury.  Prompt  assistance  of  counsel 
is  vital  in  these  cases  to  ensure  that  the  physi- 
cian’s rights  are  preserved. 

The  rights  and  liabilities  of  all  the  parties  in 
the  peer  review  proceeding  deserve  protection, 
so  long  as  each  acts  in  good  faith.  In  a con- 
sideration of  the  rights,  responsibilities  and 
liabilities  which  arise  during  the  peer  review 
process,  all  parties  are  well-served  by  adherence 
to  the  ancient  Hippocratic  objective:  protection 
of  the  patient’s  welfare. 
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Peer  Review  Checklist 
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Committee  Member  Physician  Applicant 


1)  Is  there  an  immunity 
or  no-discovery  statute  in 
your  state? 

2)  Is  yours  a public,  a 
private,  or  a Hill-Burton 
hospital? 

3)  Does  your  hospital 
assume  a duty  to  defend 
you  if  suit  is  filed  against 
you  as  a member  of  a peer 
review  proceeding? 

4)  Do  you  have  a pohcy 
providing  for  procedure 
in  considering  applications 
and  reviewing  cr^entials? 
Do  you  follow  it? 

5)  Do  you  thoroughly 
investigate  credentials  of 
staff  applicants  and  follow 
up  on  complaints  against 
staff  members? 

6)  Do  you  keep  ac- 
curate records  of  incoming 
information  and  of  the  pro- 
ceedings of  the  committee? 


1)  Do  you  know  and 
understand  the  hospital 
pohcy  in  appointment  and 
credentials  proceedings? 

2)  Is  the  hospital  pub- 
lic, private,  or  Hill-Burton? 

3)  Have  you  taken  ad- 
vantage of  opportunities  for 
hearing  as  provided  by 
medical  staff  bylaws? 

4)  Do  you  maintain  ac- 
curate records  of  all  written 
and  verbal  communication 
in  connection  with  appoint- 
ment and/or  credentials  re- 
view? 

5)  Do  you  know  when 
to  seek  legal  counsel? 


6)  Have  you  identified 
legal  counsel  with  expertise 
in  peer  review  proceedings 
in  case  of  future  need? 


1.  Warren  DG;  The  Discipline  of  Physicians.  J Legal 
Med  1974;2:43-46. 

2.  See,  for  example.  Joint  Commission  on  Accredita- 
tion of  Hospitals:  Medical  staff  standards  III  and  IV. 
Accreditation  Manual  for  Hospitals,  Chicago,  JCAH, 
1983;  and  Social  Security  Amendments  of  1972,  42 
use  A § 1301  et  seq  (Title  XI— General  Provisions  and 
Professional  Standards  Review)  providing  for  establish- 
ment of  regional  Professional  Standards  Review  Organi- 
zations. 

3.  33  111  2d  326,  211  NE  2d  253,  cert  den  383  US 
946,  16  L ed  2d  209,  86  S Ct  1204. 

4.  The  usual  principle  is  that  an  employer  must  pay 
for  the  damage  incurred  by  the  negligent  act  of  an  em- 
ployee while  that  employee  was  within  the  “scope  of 
employment.”  Also  known  as  the  “deep  pockets”  theory. 

5.  See,  for  example,  Nebr  RRS  § 71,  101  et  seq  re- 
stricting the  practice  of  medicine  to  “those  licensed  by 
law  to  practice  medicine  . . . .” 

6.  See  Annotation  14  ALR  3d  873  for  a review  of 
jurisdictions  which  have  adopted  this  rule. 

7.  See  Annotation  51  ALR  3d  981  for  a review  of 
jurisdictions  which  have  adopted  this  rule. 

8.  . Medical  staff  standards.  Accreditation 

Manual  for  Hospitals,  Chicago,  JCAH,  1983:  98-103. 

9.  For  an  explanation  of  the  “should  have  known” 
standard,  see  Prosser  WL:  The  Law  of  Torts,  ed  4,  St 
Paul,  MN,  West  Pubhshing,  1971. 
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10.  For  a full  discussion  including  remedies  available 
to  the  principal  see  Reuschlein  HG,  Gregory  WA,  Agency 
and  Partnership,  St.  Paul,  MN,  West  Publishing,  1979. 

11.  See,  for  example,  Minn  Stat  Ann  § 145. 62-. 63 
(West)  which  provides  total  immunity  as  long  as  the  peer 
review  committee  member  acts  without  malice.  Also  see 
Campbell  vs  St.  Mary’s  Hospital  252  NW  2d  581,  1977 
which  upheld  the  constitutionality  of  the  statute. 

12.  Dunn  LJ  Jr;  Peer  review:  A secret  affair.  Trustee 
1978;31. 4:9-13.  Also  note  that  confidentiality  of  pro- 
fessional disciplinary  proceedings  is  not  unusual.  Note, 
for  example,  that  bar  association  proceedings  against 
attorneys  are  customarilv  confidential  until  a formal 
grievance  proceeding  is  filed  in  the  Supreme  Court. 

13.  Kaufman  R:  Summary  suspension:  Midice  negates 
immunity.  Hosp  Med  Staff  1979;8:21-26. 


14.  For  a full  discussion  of  the  public  vs  private  nile, 
see  37  ALR  3d  645. 

15.  See  Annotation  37  ALR  3d  659  for  a review  of 
jurisdictions  which  have  adopted  this  rule. 

16.  Simkins  vs  Moses  H Cone  Memorial  Hospital 
323  F 2d  959,  1963,  cert  den  376  US  938,  11  L ed  2d 
659,  84  S Ct  793;  and  Sams  vs  Ohio  Valley  General  Hos- 
pital Asso  413  F 2d  826,  1969. 

17.  Hospital  Survey  and  Construction  Act  42  USCA 
§ 601  et  seq  (Title  VT— Construction  of  Hospitals). 

18.  Dickson  P,  Official  Rules,  NYC,  NY,  Dell  Publish- 
ing, 1980. 

19.  See,  for  example,  Nebr  RRS  1943  § 25-208  pro- 
ing  for  a statute  of  limitations  of  one  year. 
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Cervical  Aortic  Arch:  An  Unusual  Cause 
Of  A Suprasternal  Notch  Thrill 
And  Diminished  Left  Arm  Pulse 
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A case  of  cervical  aortic  arch  in  a five-year-old 
child  is  presented.  Cervical  aortic  arch  is  char- 
acterized by:  1 ) cervical  position  of  the  apex  of 
the  aortic  arch,  2)  separate  origin  of  the  carotid 
artery  contralateral  to  the  arch,  3)  anomalous 
origin  of  the  subclavian  artery  contralateral  to  the 
arch  off  the  descending  aorta,  and  4}  a retro- 
esophageal descending  thoracic  aorta  crossing 
contralateral  to  the  side  of  the  arch. 

The  clinical  characteristics  include  a pulsatile 
mass  in  the  supraclavicular  area,  a suprasternal 
notch  thrill  and  murmurs,  an  upper  Aower  ex- 
tremity blood  pressure  difference,  and  occasional 
symptoms  of  tracheoesophageal  compression. 

In  asymptomatic  cases,  surgery  is  not  required. 

'T^HE  presence  of  a suprasternal  notch  thrill  in 
-*■  a child  suggests  the  diagnosis  of  aortic  steno- 
sis, pulmonic  stenosis,  patent  ductus  arteriosus, 
or  less  commonly,  coarctation  of  the  aorta.  The 
additional  finding  of  a diminished  left  arm  pulse 
strongly  implicates  supravalvular  aortic  stenosis. 
We  present  a case  of  an  unusual  cause  of  these 
findings  in  an  asymptomatic  five-year-old. 

Case  Report 

MC  j)resented  at  two  months  of  age  for  evalua- 
tion of  a heart  murmur  noted  shortly  after  birth. 
On  physical  examination  he  was  found  to  have  a 
left  lower  sternal  border  murmur  with  normal  first 
and  second  heart  sounds.  A chest  x-ray  and  elec- 
trocardiogram were  unremarkable.  The  clinical 
impression  at  the  initial  evaluation  was  that  of  a 
small  ventricular  septal  defect. 

The  child  received  regular  cardiology  followup 
over  the  next  two  years  and  the  diagnosis  remain- 
ed unchanged.  At  three  years  of  age  a supraster- 
nal notch  thrill  was  noted  for  the  first  time.  In 


addition,  the  murmur  had  changed  in  character 
and  location,  being  described  as  a grade  III/VI 
systolic  ejection  murmur  at  the  left  mid  and  right 
upper  sternal  borders.  No  ejection  click  was 
noted.  The  chest  x-ray  and  electrocardiogram 
continued  to  be  normal. 

The  diagnostic  impression  at  that  time  was  that 
his  ventricular  septal  defect  had  closed  and  that 
he  had  developed  aortic  stenosis.  The  absence  of 
an  ejection  click  suggested  either  the  sub  or  su- 
pravalvular variety  of  aortic  stenosis.  He  con- 
tinued to  be  asymptomatic  with  normal  growth 
and  development. 

At  five  years  of  age  it  was  noted  that  his  left 
arm  pulse  was  diminished  when  compared  with 
the  right  arm  or  femoral  pulses.  Systolic  blood 
pressures  were:  right  arm-105mmHg,  left  arm- 
85mmHg.  left  leg-105mmHg,  and  right  leg- 
10.5mmHg.  The  child  was  admitted  to  West  Vir- 
ginia University  Hospital  for  cardiac  catheteriza- 
tion. 

At  catheterization,  the  course  of  the  retrograde 
arterial  catheter  was  abnormally  high,  rising 
above  the  thoracic  inlet.  Saturation  data  did  not 
suggest  intracardiac  shunting.  Pressure  record- 
ings demonstrated  a 15-  to  20-mmHg  gradient 
from  the  left  ventricle  to  the  ascending  aorta,  and 
an  additional  20-mmHg  gradient  diffusely  dis- 
tributed along  the  ascending  aorta  and  aortic 
arch. 

Left  ventricular  angiography  showed  a small 
diverticulum  of  the  membranous  septum  probably 
representing  a spontaneously  closed  ventricular 
septal  defect.  The  aortic  valve  and  subvalvular 
region  appeared  normal.  An  angiogram  perform- 
ed in  the  ascending  aorta  demonstrated  a classical 
cervical  aortic  arch  ( Figure ) . The  brachio- 
cephalic branching  pattern  was:  left  common 

carotid,  right  common  carotid,  right  subclavian, 
and  left  subclavian.  There  was  a long,  retro- 
esophageal segment  of  descending  aorta  proximal 
to  the  origin  of  the  left  subclavian  artery. 

The  patient  was  discharged  following  catheteri- 
zation and  continues  to  be  asymptomatic. 

Discussion 

Cervical  aortic  arch  is  a very  unusal  congenital 
anomaly.  In  a recent  review,  Hellenbrand  et  al. 
reported  only  25  cases  in  the  literature.'  Mullins 
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et  al.  have  suggested  the  following  criteria  for  the 
diagnosis  of  cervical  aortic  arch:  1)  cervical 

position  of  the  apex  of  the  aortic  arch,  2 ) a sep- 
arate origin  of  the  carotid  artery  contralateral  to 
the  arch,  3 ) anomalous  origin  of  the  subclavian 
artery  contralateral  to  the  arch  off  the  descending 
aorta,  and  4 ) a retroesophageal  descending 
thoracic  aorta  crossing  contralateral  to  the  side 
of  the  arch/ 

Most  reports  of  this  lesion  have  been  in  patients 
with  right  aortic  arches  and  with  brachiocephalic 
branching  patterns  similar  to  that  described  in 
this  patient.  Cervical  aortic  arch  usually  occurs 
as  an  isolated  defect,  although  it  may  coexist  with 
intracardiac  malformations,  and  occasionally 
there  may  he  associated  aortic  obstruction.^  ^ 

The  clinical  features  of  a cervical  aortic  arch 
include  a pulsatile  mass  in  the  supraclavicular 


Figure.  Retrograde  aortogram  demonstrating  the 
angiographic  characteristics  of  a right  cervical  aortic 
arch.  The  catheter  course  demonstrates  the  lower 
limit  of  the  arch.  Earlier  frames  show  the  upper 
limit  of  the  arch  rising  above  the  thoracic  inlet  and 
beyond  tbe  radiologic  field.  The  order  of  brachi- 
ocephalic branching  is:  left  common  carotid  (LCC), 
right  common  carotid  (RCC),  right  subclavian 
(RSC),  left  subclav'ian  (LSC).  There  is  a long  ret- 
roesophageal segment  between  the  RSC  and  LSC. 


area,  a suprasternal  notch  thrill  and  murmur, 
upper  lower  extremity  blood  pressure  difference, 
and  occasional  symptoms  of  tracheoesophageal 
compression.^  ^ Manual  pressure  on  the  pulsatile 
mass  may  result  in  diminution  of  the  femoral 
pulses,  a finding  felt  to  be  pathognomonic  for  this 
disorder. 

There  is  controversy  as  to  whether  cervical 
aortic  arch  represents  persistence  of  the  em- 
bryonic third  arch  or  simply  failure  of  a normally 
derived  aortic  arch  to  descend  below'  the  thoracic 
inlet.  However,  the  abnormal  brachiocephalic 
branching  pattern  which  almost  invariably  accom- 
panies cervical  aortic  arch  would  strongly  support 
the  former  hypothesis. 

Surgical  intervention  is  rarely  necessary.  If 
a vascular  ring  is  formed  by  the  right-sided  arch 
and  a left-sided  ductus  arteriosus,  division  of  the 
ductus  may  result  in  relief  of  symptoms.  In  the 
absence  of  symptoms,  the  patient  simply  should 
be  advised  of  the  diagnosis  and  reexamined  on  a 
regular  basis. 
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A Case  Report 
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When  the  rectal  temperature  is  below  35° C, 
hypothermia  is  said  to  be  present.  Hypothermia 
is  far  less  common  than  is  hyperthermia  but  is  of 
vital  importance  because  it  represents  a medical 
emergency  which  needs  immediate  and  proper 
treatment.  We  report  on  an  elderly  lady  who  pre- 
sented in  coma  and  profound  hypothermia  due 
to  severe,  previously  undiagnosed  myxedema. 

A 66-year-old  white  female  was  brought  by  the 
rescue  squad  to  Fairmont  Hospital  on  De- 
cember 17,  1982.  Very  little  history  was  avail- 
able. It  became  apparent,  however,  that  this  wom- 
an had  lived  with  her  90-year-old  mother  all  her 
life.  She  had  been  mentally  retarded  since  the 
age  of  15  years  following  “brain  fever.” 

She  was  in  a coma.  Paramedics  found  vital 
signs  difficult  to  discern.  She  was  in  profound 
hyj)othermia.  Rectal  incubator  thermometer  re- 
corded a 26.2  °C  temperature.  Her  respirations 
were  absent  and  blood  pressure  unrecordable — 
she  essentially  appeared  dead.  Her  skin  was  pale, 
gray,  and  very  cold  to  touch.  She  experienced 
one  episode  of  generalized  convulsions  in  the 
emergency  department.  Pupils  were  nonreactive 
and  she  was  in  what  could  pass  for  rigor  mortis. 
Her  body  was  covered  with  ecchymoses,  bruises, 
and  multiple  pressure  sores.  Electrocardio- 
graphic monitoring  showed  severe  bradycardia 
and  runs  of  arrhythmia  consistent  with  Mobitz 
type  11  heart  block.  Biochemical  profile  showed 
hyperglycemia,  hypokalemia,  severe  hypoxemia 


and  metabolic  acidosis.  Roentgenogram  of  the 
chest  showed  bilateral  basal  pneumonia. 

Her  thyroid  profile  revealed  the  following: 
T-3  uptake,  20.9  per  cent;  T-4,  0.34  (normal 
5-13);  T-7,  0.07  (normal  1.2-4.2);  and  TSH 
70  * iu  ml.  (normal  0-7.3).  The  12-lead  elec- 
trocardiogram typically  showed  J waves  ( occur- 
ring at  the  junction  of  QRS  complex  and  S-T 
segment  I . 

Rewarming  was  carried  out  at  once  in  a warm 
bed  with  blankets  in  our  intensive  care  unit. 
Therapy  consisted  of  intravenous  thyroxine, 
steroids,  glucose — saline,  blood  transfusion,  and 
antibiotics.  She  made  an  uneventful  recovery  and 
was  discharged  to  custodial  care. 

Comments 

The  prognosis  in  accidental  hypothermia  re- 
mains very  poor,  primarily  because  many  of 
these  patients  are  old  and  have  associated  de- 
bilitating disease. 

Since  hypothermia  reduces  the  oxygen  de- 
mands of  the  tissues,  it  it  not  a deleterious  feat- 
ure unless  below  35  °C,  when  it  may  cause  further 
hypotension,  produce  sludging  of  the  blood  and 
confusion  and  coma.  Therefore,  it  is  very  im- 
portant to  give  large  volumes  of  fluid  and  other 
supportive  measures.  Corticosteroids,  vasopres- 
sors, and  prophylactic  antibiotics  are  valuable 
in  accidental  hypothermia  supplemented  with 
dialysis'  in  some  cases  if  facilities  for  extra- 
corporeal dialysis  exist. 

This  case  report  will  heighten  the  clinical 
awareness  of  this  potentially  fatal  disorder. 
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THE  FUTURE  ROLE  OF  THE  WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 


Every  organization  must  periodically  evaluate 
its  mission.  This  is  not  only  essential  but  also 
healthy  for  the  organization.  During  the  past 
10  months,  I have  had  the  advantage  of  visiting 
and  participating  in  the  annual  meetings  of  six 
state  medical  associations.  I wish  that  every 
member  could  have  had  this  opportunity.  The 
purpose  of  this  editorial  is  to  stimulate  evalua- 
tion and  action  to  formulate  a strategy  for 
change. 

Let  us  consider  the  activities  of  our  county 
medical  societies.  I must  say  that  many  of  our 
societies  seem  to  be  social  organizations  who 
meet  for  dinner  and  who  usually  provide  some 
form  of  continuing  medical  education.  Seldom 
are  issues  transmitted  to  our  State  Medical  Asso- 
ciation’s House  of  Delegates  for  consideration. 
During  our  recent  annual  meetings,  a paucity  of 
resolutions  have  been  submitted.  However,  in 
our  adjacent  states,  it  is  routine  that  70  to  100 
resolutions  will  be  introduced  by  the  component 
societies  for  consideration. 

We  have  difficulty  finding  physicians  to  be 
delegates  at  tbe  annual  meeting.  I can  remember 
several  recent  years  when  attendance  at  tbe 
House  of  Delegates  was  embarrassing.  Again,  in 
our  adjacent  states,  membership  in  the  House  of 
Delegates  is  a much  sought  after  position.  It 
does  seem  like  a vicious  circle.  Members  do  not 
attend  because  there  is  so  little  business  to  dis- 
cuss; there  is  little  business  to  discuss  because 
the  issues  have  not  been  addressed  by  the  county 
societies. 

The  component  medical  societies  and  their 
relative  inactivity  is  not  the  major  problem,  but 
it  is  a symptom  of  a larger  issue.  That  issue  is 
apathy,  which  pervades  our  organization.  The 
major  problems  facing  Medicine  today  are  pri- 
marily of  an  economic  and  political  nature.  It 
should  be  obvious  to  physicians  that  we  must 
take  the  initiative  as  spokesmen  in  the  decisions 
that  affect  the  practice  of  Medicine.  This  needed 
involvement  is  intended  not  merely  to  protect 


our  interests,  but  we  have  a responsibility  to  rep- 
resent the  best  interests  of  our  patients  in  this 
forum. 

The  leadership  of  our  State  Association  must 
provide  the  stimulus  and  direction  so  that  county 
societies  will  be  stimulated  to  action.  It  is  inac- 
curate to  conclude  that  the  major  weakness  of 
the  W’VSMA  is  inactivity  of  the  county  societies. 
We  recognize  that  our  current  bylaws  are  anti- 
quated; new  bylaws  will  be  presented  to  the 
House  of  Delegates  at  our  Annual  Meeting.  A 
major  change  is  the  creation  of  a Judicial  Com- 
mission which  will  provide  a mechanism  to  eval- 
uate complaints  against  physicians. 

The  Association  is  in  an  excellent  position  to 
expand  its  activities  and  its  influence.  The 
WVSMA  is  not  perfect,  but  it  is  the  only  organi- 
zation capable  of  serving  as  spokesman  for  physi- 
cians in  West  Virginia.  Our  staff  has  been 
strengthened  by  tbe  addition  of  a new  Executive 
Director,  and  must  continue  to  be  expanded.  A 
new  building  with  three  times  our  current  space 
will  be  ready  for  occupancy  January  1,  1985. 

1 am  challenging  each  member  of  this  organi- 
zation to  analyze  objectively  his  degree  of  in- 
volvement in  this  organization.  I challenge  our 
Executive  Committee  and  Council  to  provide 
strong  leadership  and  a sense  of  direction  for 
the  Association.  What  is  our  mission?  What  is 
our  strategy  for  the  next  five  years?  Until  these 
broad  questions  are  articulated  and  communi- 
cated to  the  component  societies,  we  will  con- 
tinue to  drift  in  a rudderless  boat  on  very  dan- 
gerous seas.  Whether  this  ship  remains  afloat 
is  not  the  question,  but  tbe  relevant  question  is 
how  fast  can  this  ship  speed  to  address  our  cur- 
rent wave  of  problems? 

Cakl  R.  Adkins,  M.  D.,  President 
W^est  Virginia  State  Medical  Association 
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It’s  not  exactly  like  spying  on  the  enemy  to 
read  a magazine  published  by  a lawyers’  organi- 
zation but,  with  just  a bit  of  imagination,  clan- 
destine stirrings  of  OSS  fantasies  emerge  from 
the  shadows.  As  we  peek  from  beneath  the  folds 
of  our  dark  cloak  — what  are  they  up  to  now? 

The  May,  1984,  issue  of  TRIAL  magazine,  a 
publication  of  the  Association 
CLOAK  AND  of  Trial  Lawyers  of  America 
DAGGER  WORK  (ATLA),  is  illustrative  of  the 
issues  in  Medicine  which  the 
plaintiff's  bar  thinks  are  important. 

The  cover  of  the  magazine  shows  the  trial  law- 
yer’s dream,  an  abdominal  x-ray  disclosing  a 
happily  situated  pair  of  surgical  scissors  within. 
The  Table  of  Contents  lists  six  main  articles: 

1 ) Medical  Staff  Privileges:  Challenging  Re- 
jection or  Termination 

2 1 Radiation  therapy  of  Cancer:  Assuring 

Quality  Control 

3)  Adverse  Drug  Reactions:  Identifying 

Significant  Breaches  of  Optimal  Medical 
Therapy 

4)  Obstetric  Negligence:  An  Introduction  to 
a High-Risk  Speciality 

5 1 Hospital  Liability:  The  Institution,  the 

Physician,  the  Staff 

6)  The  Physician-Attorney  as  Co-Counsel: 
Some  Areas  in  Which  the  Doctor-Law^yer 
Kn  ows  Best 

The  last  article  is  an  obvious  stratagem  to 
divert  us.  They’ll  not  throw  us  off  the  trail  of 
their  grand  strategy  by  the  sly  subterfuge  of  say- 
ing nice  things  about  doctors. 

The  President’s  Page  complains  of  something 
that  some  physicians  have  grown  hoarse  over; 
that  is,  while  malpractice  carriers  charge  ever- 
increasing  premiums,  actual  paid  losses  are  re- 
latively low,  ranging  from  15.9  per  cent  to  27.3 
per  cent  of  premium,  without  including  in- 
vestment income.  The  President  concludes, 
“ Thus,  we  are  entitled  to  ask  the  insur- 

ance industry  to  stop  crying  ‘wolf  and  start  talk- 


ing more  about  risk  prevention,  more  effective 
peer  review,  better  screening  of  medical  person- 
nel competency,  and  more  innovative  techniques 
for  reducing  harm.  Our  citizens  deserve  no  less.” 

While  obviously  self-serving  for  TRIAL  to 
paint  lawyers  as  selfless  protectors  and  philan- 
thropic benefactors  of  our  citizens,  it  strikes  us 
that  were  the  insurance  industry  to  accomplish 
those  high  and  very  worthy  aims,  a good  many 
attorneys  would  be  joining  the  line  down  at  the 
food  stamp  window.  It  also  occurs  to  us  that  all 
those  worthy  aims  are  more  a function  of  the 
medical  profession  than  the  insurance  industry 
and  are  some  of  the  very  things  that  the  medical 
profession  has  been  attempting  to  effect  in  spite 
of  some  of  the  best  efforts  of  the  legal  profes- 
sion - - -viz.  Article  Number  One  in  the  Table 
of  Contents.  “Medical  Staff  Privileges:  Challeng- 
ing Rejection  or  Termination.” 

Of  interest  to  our  “Counter  Intelligence  De- 
partment”: 28  display  and  26  classified  ads  for 
medically  related  expert  testimony.  Their  “Se- 
cret Intelligence  Section”  has  penetrated  our 
organization  to  a shameful  extent.  Those  devils 
probably  read  our  journals,  too.  W'^e  must  pene- 
trate their  ranks  further  than  the  relatively  few 
right  thinking  young  attorney  patriots  with  us 
now  acting  as  legal  counsel.  W^e  must  bribe  law- 
yer turncoats  willing  to  assist  us.  W'^e  must  or- 
ganize partisan  groups  within  the  ATLA  to 
sabotage  their  unholy  schemes. 

Reality  intrudes.  It  seems  hopeless  to  try  to 
heat  that  legal  game.  We  are  reminded  of  a 
cartoon  pointed  out  to  us  recently  of  two  farmers 
arguing  over  a cow%  one  pulling  on  the  horns  and 
the  other  pulling  on  the  tail  while  the  lawyer  sits 
there  milking  the  cow  whose  ownership  is  in  dis- 
pute. 

If  we  were  inclined  to  worry  about  the  welfare 
of  our  lawyer  friends,  we  wmuld  certainly  be  re- 
assured by  re-examining  the  Table  of  Contents 
of  this  single  issue.  They  are  very  resourceful 
when  it  comes  to  thinking  up  new  reasons  to  sue 
someone.  If  other  professions  were  as  innovative 
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and  creative,  the  world  would  be  far  further  ad- 
vanced than  it  is. 

There  is  no  relief  in  sight.  The  ATLA  is  not 
going  to  make  the  practice  of  Medicine  any  easier 
for  the  doctor,  nor  more  economical  for  the  pub- 
lic. — (Quoted  material  from  TRIAL  magazine. 
The  Association  of  Trial  Lawyers  of  America, 
May,  1984,  used  with  permission.) 


"If  you’re  not  part  of  the  solution  you’re  part 
of  the  problem.”  How  true.  Do  you  wonder  why 
Medical  Association  legislative  proposals  usually 
get  short  shrift  in  the  West  Virginia  Legislature, 
yet  public  education  I read  W VEA  I issues  often 
become  law? 

Money  talks  and  baloney  walks!  Election 
spending  reports  filed  with  the  Secretary  of 

State’s  office  show  that 
IT'S  EMBARRASSING  during  the  just  conclud- 
ed primary  election  the 
W \ EA  spent  $33,000  in  direct  contributions  to 
candidates.  During  this  same  period  your  PAG 
only  had  $4,000  to  spend. 

The  teachers  were  able  to  spend  more  money 
per  candidate  and  for  more  candidates  than  phy- 
sicians. And  this  doesn’t  count  the  value  of  vol- 
unteers working  for  candidates! 

And  whom  do  you  suppose  your  legislators 
listen  to  first,  the  $500  WVEA  contributor  or  the 
$100  WESPAC  contributor? 

e are  not  saying  that  contributions  can  buy 
votes,  but  they  do  promote  access. 

One  liberal  politician  and  public  relations  con- 
sultant repeatedly  has  told  us,  “You  doctors  don’t 
know  the  political  influence  you  could  have,  if 
you'd  just  wake  up,  support  your  PAG  and  get 
involved.” 

Don't  like  the  new  cost-containment  board? 
How  about  physician’s-assistant  prescribing? 
Gontinuation  of  temporary  permits? 

Would  you  like  to  see  tort  reform  legislation 
passed?  Truth  in  health  insurance  advertising? 
Improved  funding  of  the  Medicaid  program? 

There  are  134  people  in  the  Legislature  who 
have  made,  and  can  make,  all  of  the  above  pos- 
sible. All  we  have  to  do  is  help  elect  the  right 
134.  So  far  we  haven’t  done  too  well.  One  hun- 
dred and  forty  WESPAG  contributors  in  1983-84 
can't  do  it.  Two  thousand  contributors  can. 

Stop  howling  in  the  wilderness;  get  out  your 
check-hook  and  get  involved.  After  all,  the  only 
thing  that  is  being  decided  is  how  you  will  prac- 
ice  your  profession  in  the  future. 

Make  personal  checks  payable  to  WESPAG. 
We  suggest  a Sustaining  Membership  for  $100. 
We  will  gratefully  accept  Regular  Memberships 


for  $50.  Send  either  to  WESPAG,  Box  1031, 
Gharleston  25324. 

WESPAC  is  a separate  segregated  fund  established  by 
the  WVSMA 

Voluntary  political  contributions  by  individuals  to 
WESPAC  must  be  written  on  personal  checks.  Con- 
tributions are  not  limited  to  the  suggested  amount. 
WVSMA  will  neither  favor  nor  disadvantage  anyone 
based  upon  the  amounts  of  or  failure  to  make  PAC  con- 
tributions. Voluntary  political  contributions  are  subject  to 
the  prohibitions  and  limitations  of  the  Federal  Election 
Campaign  Act  and  State  law. 


In  early  September  of  last  year  The  Journal 
received  a letter  from  one  of  its  readers  describ- 
ing an  effective  treatment  for  senile  pruritus.  The 
writer  gave  his  personal  endorsement  to  the  treat- 
ment, added  that  if  he  lived  until  January  20, 
1984,  he  would  be  100  years  old  and  asked  if  we 
would  publish  his  report.  We  hastened  to  publish 
the  report,  and  it  appeared  in  the  October,  1983, 
issue. 

We  recently  received  word  that  the  writer. 
Dr.  B.  S.  Brake  of  Glarks- 
A CENTENARIAN  burg.  West  Virginia,  had 
reached  his  goal  of  living  to 
age  100,  but  sadly,  that  information  was  contain- 
ed in  an  obituary  which  reported  he  had  died  at 
his  home  on  April  27,  1984. 

We  do  not  know  whether  anyone  keeps  statis- 
tics on  such  matters,  but  it  seems  to  us  that 
among  those  who  reach  that  centennial  celebra- 
tion, physicians  are  poorly  represented.  In  his 
letter  Doctor  Brake  told  us  that  if  he  made  it  to 
100  years,  “I  will  be  the  first  West  Virginia  doc- 
tor to  live  to  that  age.” 

The  acceptance  of  his  human  mortality  is  prob- 
ably as  difficult  for  a physician  as  anyone  else 
in  spite  of  the  fact  that  a physician  is  vastly  more 
experienced  than  others  in  encountering  that 
mortality.  We  rejoice  that  Doctor  Brake  made 
his  goal.  One  need  not  be  a supporter  of  geron- 
tological solutions  espoused  by  Golorado’s  Gov- 
ernor Lamm  to  acknowledge  that  one  who  reaches 
100  has  not  been  cheated  in  temporal  benefits. 

The  Lammian  solution  is  to  impose  an  obliga- 
tion to  die  on  those  of  our  aged  who  become  an 
economic  burden.  The  Governor  is  too  late.  The 
Lord  heat  him  to  it  but  without  even  putting  the 
economic  condition  on  it. 

The  only  voluntary  moral  obligation  of  the 
aged  is  to  remain  some  part  of  the  functioning 
community  via  work  and  involvement  where 
possible  and  by  interest  alone  when  that  alone  is 
possible.  Doctor  Brake  retired  from  practice  at 
age  91.  His  letter  to  The  Journal  demonstrated 
his  continuing  interest  in  his  profession  and  in 
the  welfare  of  others. 

Doctor  Brake’s  obituary  appears  on  page  xvi. 
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Convention  Loss  Control 
Seminar  Announced 


Don  R.  Sensabaugh,  Jr.,  J.D.  Charles  Mozingo 

State  doctors  will  have  the  opportunity  to  re- 
ceive guidance  for  reducing  the  threat  of  mal- 
practice suits  in  a Loss  Control  Seminar  during 
the  117th  Annual  Meeting. 

The  two-part  seminar  will  he  held  Thursday 
afternoon  and  Friday  morning,  August  23-24, 
and  will  be  limited  to  50  pre-registered  atten- 
dees who  are  CNA  Insurance  Company  policy 
holders. 

CNA  is  the  malpractice  insurance  carrier  en- 
dorsed by  the  State  Medical  Association  for  its 
members. 

The  convention  will  be  held  August  22-25  at 
the  Greenbrier  in  White  Sulphur  Springs. 

Physicians  were  to  be  contacted  directly  by 
CNA  concerning  the  loss  control  seminar  and 
registration  procedures. 

Speakers  for  the  Thursday  afternoon  portion 
of  the  seminar  will  include  Don  R.  Sensabaugh, 
Jr.,  Charleston  attorney  who  is  a member  of  the 
law  firm  of  Kay,  Casto  and  Chaney;  and  Charles 
Mozingo,  also  of  Charleston,  Senior  Claims  Rep- 
resentative, CNA. 

Sensabaugh  will  present  and  discuss  a video- 
tape, “The  Law  and  You,”  covering  such  subjects 
as  Legal  Aspects  of  West  Virginia  Statutes;  Neg- 
ligence; Informed  Consent;  Medical  Records, 
etc. 

Mozingo  will  discuss  “What  to  Do  Until  the 
Lawyer  Arrives,”  including  Responsibilities  and 
Activities  of  Insurors;  How  and  Why  to  Co- 


operate; Potential  Injury  Reporting,  and  Decid- 
ing to  Settle  or  Go  to  Court. 

Dr.  Roland  J.  Weisser,  Jr.,  of  Morgantown, 
Chairman  of  the  Association’s  Loss  Control  Com- 
mittee, also  will  participate  in  the  seminar  panel. 
Doctor  Weisser  is  Associate  Professor,  Depart- 
ment of  Family  Practice,  West  Virginia  Univer- 
sity School  of  Medicine.  He  previously  was 
scheduled  to  speak  during  a Thursday  morning 
Symposium  on  Risk  Management,  which  has 
been  cancelled  and  replaced  by  the  seminar. 

Dr.  Jack  Leckie  of  Huntington,  Chairman 
of  the  Association’s  Insurance  Committee,  will  be 
the  moderator. 

Videotape  Vignettes 

Videotape  vignettes,  followed  by  questions  and 
answers,  are  scheduled  for  the  second  part  of 
the  loss  control  seminar  Friday  morning,  and 
also  will  constitute  the  second  general  session  of 
the  convention. 

Subjects  will  include: 

Cursory  Practice  ( Inadequate  History  and 
Exam  Fail  to  Detect  Potential  for  Drug  Inter- 
action with  Lethal  Results ) ; Altered  Records 
I Physician  “Corrections”  in  Medical  Records 
Totally  Discredit  His  Testimony  and  Record 
Keeping  ),  and  Lack  of  Team  Coordination  (Fail- 
ure to  Coordinate  Physician  Treatments  and 
“Loose  Talk”  at  Nursing  Station  Provoke  Suit). 

The  preregistered  seminar  attendees  must  be 
present  for  all  six  hours  of  instruction  and  must 
complete  a post-test  and  evaluation  to  receive 
credit,  CNA  said.  The  insurance  carrier  also 
observed  that  it  is  anticipated  that  those  who 
complete  the  course  will  receive  a five-per  cent 
reduction  in  malpractice  insurance  premiums, 
authorized  by  CNA  annually  for  each  of  three 
years. 

Doctor  Vi  eisser  will  be  the  moderator  for  the 
Friday  morning  portion  of  the  seminar. 

Both  parts  of  the  seminar  and  all  general 
sessions  of  the  convention  will  be  held  in  Gov- 
ernor's Hall  ( instead  of  in  the  theater,  as  in 
recent  years ) . 

Physician,  Hospital  Defender 

Sensabaugh,  a 1976  WVU  Law  School  Grad- 
uate, spends  more  than  90  per  cent  of  his  prac- 
tice in  the  defense  of  professional  liability  suits 
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on  behalf  of  West  Virginia  physicians  and  hos- 
pitals. He  is  a member  of  the  Joint  Bar  and 
Medical  Association’s  Law  and  Medicine  Com- 
mittee, West  Virginia  Defense  Trial  Lawyers 
Association,  American  Bar  Association’s  Section 
of  Litigation,  and  the  Association  of  Hospital 
Attorneys. 

Mozingo  has  been  involved  in  the  investiga- 
tion and  handling  of  professional  liability  claims 
for  state  hospitals  and  physicians  since  1978.  A 
1975  graduate  of  the  University  of  Pittsburgh,  he 
also  has  been  a Senior  Claims  Representative  for 
Aetna  Life  and  Casualty  Insurance  Company.  He 
is  a member  of  the  West  Virginia  and  Charleston 
Claim  Associations. 

Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Executive 
Committee  on  Tuesday,  August  21;  the  usual 
preconvention  meeting  of  the  Council  at  9:30 
A.  M.  on  Wednesday,  and  the  opening  session 
of  the  House  of  Delegates  at  2:45  P.  M.  Wednes- 
day. 

The  first  general  session  will  be  held  immedi- 
ately following  9 A.  M.  opening  exercises  on 
Thursday. 

As  announced  previously.  Dr.  Joseph  F.  Boyle, 
of  Los  Angeles,  who  was  installed  as  AMA  Presi- 
dent in  June,  will  address  the  first  House  session 
Wednesday  afternoon. 

Talk  on  DRGs 

Richard  A.  Berman,  also  as  announced,  will 
deliver  the  Thomas  L.  Harris  address  during  the 
opening  exercises  Thursday  morning.  Berman 
is  Executive  Vice  President  of  the  New  York 
University  Medical  Center  in  New  York  City. 
Having  worked  with  those  who  developed  the 
DRG  I Diagnostic  Related  Groups  ) Program  in 
Washington,  he  will  speak  on  “The  Impact  of 
DRGs  on  the  Physician.’’ 

Antibiotics  and  antivirals  will  be  discussed 
during  a symposium  for  tbe  first  general  session 
on  Thursday  morning,  August  23  ( previously 
announced  as  the  second  general  session  on  Fri- 
day morning ) . 

Tbe  speakers,  as  announced  earlier,  all  faculty 
members  of  tbe  Marshall  University  School  of 
Medicine,  and  their  topics  will  be: 

“Cost  Control  of  Antibiotics”  — Robert  B. 
Belshe,  M.  D.,  Professor  of  Medicine  and  Mi- 
crobiology; “Lise  of  Antibiotics  in  Pediatrics”^ — 
Edwin  L.  Anderson,  M.  D.,  Associate  Professor 
of  Medicine  and  Pediatrics; 

“.Aminoglycosides  Versus  Third-Generation 
Cephalosporins”  — William  C.  Graham,  M.  D., 
Assistant  Professor  Of  Medicine;  and  “The 
Coming  of  Age  of  Antivirals  Compounds”  — 


Geoffrey  J.  Gorse,  M.  D.,  Assistant  Professor  of 
Medicine. 

Third  General  Session 

Two  of  the  speakers  and  topics  for  the  third 
general  session  Saturday  morning,  as  announced, 
will  be  Dr.  Patricia  W.  Williams,  Morgantown, 
on  “The  Impaired  Physician,”  and  Dr.  Steven  A. 
Artz,  Charleston,  “What’s  New  and  Novel  in  Nu- 
clear Medicine.” 

Doctor  Williams  is  Assistant  Professor  of 
Behavioral  Medicine  and  Psychiatry,  WVU; 
Doctor  Artz,  Director  of  the  Nuclear  Medicine 
Laboratory,  General  Division,  Charleston  Area 
Medical  Center,  and  Clinical  Associate  Professor 
of  Medicine,  WVU  Charleston  Division. 

The  convention  program  also  will  include 
breakfast,  luncheon  and  other  scientific  or  busi- 
ness meetings  of  the  various  sections  and  spe- 
cialty organizations  affiliated  with  the  Medical 
Associaton.  Most  of  these  will  be  on  Friday, 
August  24. 

Members  and  guests  will  be  invited  to  attend 
a Friday  evening  reception  honoring  Association 
and  Auxiliary  officers. 

During  the  second  House  session  beginning  at 
2:30  P.  M.  on  Saturday,  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  will  be  inaugurated  as  Presi- 
dent to  succeed  Dr.  Carl  R.  Adkins  of  Fayette- 
ville. 

Industrial  exhibits,  for  the  first  time  since 
1973,  will  be  on  display  during  the  convention 
along  with  the  usual  scientific  exhibits. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  in  charge  as  the  Auxiliary’s 
President,  again  will  run  concurrently  with  the 
Association’s  convention. 

CME  Credit 

The  first  general  session  on  Thursday  morning 
and  the  third  general  session  on  Saturday  morn- 
ing have  been  approved  for  a total  of  six  hours 
of  credit  in  Category  1 of  the  AMA  Physician’s 
Recognition  Award. 

The  two-part  Loss  Control  Seminar  on  Thurs- 
day afternoon  and  Friday  morning  also  is  ap- 
proved for  six  hours  of  credit  in  Category  1. 
CNA  Insurance  Company  and  Association  offi- 
cials noted  that  similar  seminars  will  be  held 
around  the  state  in  coming  months. 

The  convention  also  will  carry  10  and  one-half 
Prescribed  and  six  Elective  Credit  Hours  as  ap- 
proved by  the  American  Academy  of  Family 
Physicians.  AAFP  members  attending  only  the 
Loss  Control  Seminar  Thursday  afternoon  and 
Friday  morning  will  receive  AAFP  Credit  for 
six  Prescribed  Hours. 

( Continued  on  next  page  ) 
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Serving  on  the  Program  Committee  are  Dr. 
Maurice  A.  Mufson,  Huntington,  Chairman; 
Doctor  Roncaglione,  and  Drs.  Joe  N.  Jarrett,  Oak 
Hill;  Eric  L.  Radin,  Morgantown;  Derrick  L. 
Latos,  Wheeling,  and  T.  Keith  Edwards,  Blue- 
field. 

The  official  convention  program,  and  informa- 
tion concerning  remaining  speakers  and  other 
details,  will  be  provided  in  the  August  issue  of 
The  Journal. 


Disclosures  Up  To  Patient 
In  Informed  Consent 

By  Robert  F.  Bible,  WVSMA  Legal  Counsel 

Informed  consent,  its  meaning  and  use,  con- 
tinue to  puzzle  physicians  who  are  caught  in  the 
sensitive  dilemma  of  offering  the  patient  the  in- 
formation needed  to  make  a decision  without  un- 
duly alarming  the  patient  who  could  choose  to 
avoid  a procedure  which  offers  promise  of  accur- 
ate diagnosis  or  relief  from  a problem. 

WVSMA  members  should  be  aware  of  the 
holding  of  the  West  Virginia  Supreme  Court  in 
the  case  of  Cross  vs.  Trapp. 

In  that  case  the  court  adopted  the  “patient 
need  standard”  for  obtaining  informed  consent. 
“Under  the  patient  need  standard,  the  disclosure 
issue  is  approached  from  the  reasonableness  of 
the  physician’s  disclosure  or  nondisclosure  in 
terms  of  what  the  physician  knows  or  should 
know  to  be  the  patient’s  informational  needs. 
Therefore,  whether  a particular  medical  risk 
should  be  disclosed  by  the  physician  to  the  pa- 
tient under  the  patient  need  standard  ordinarily 
depends  upon  the  existence  and  materiality  of 
that  risk  with  respect  to  the  patient’s  decision 
relating  to  medical  treatment,”  the  court  said. 

Up  to  the  Patient 

The  crux  of  the  decision  is  that  it  no  longer 
matters  what  physicians  think  should  be  disclos- 
ed. It  is  up  to  the  patient.  That  is  the  point  of 
the  patient  need  standard.  A jury  will  now  deter- 
mine whether  informed  consent  was  required  and 
if  it  was,  indeed,  obtained. 

As  a rough  guideline  for  disclosure  consider 
the  following:  the  greater  the  probability  of  an 
adverse  happening,  the  greater  the  need  to  dis- 
close; the  greater  the  seriousness  of  an  adverse 
happening,  the  greater  the  need  to  disclose. 

Documentation  of  the  consent  obtained  is  im- 
portant. Consent  forms  should  be  procedurally 
specific  and  must  minimally  address:  the  diag- 
nosis, the  general  nature  of  the  contemplated 
procedure,  the  risks  involved  in  the  procedure, 


the  prospects  of  success,  the  prognosis  without 
treatment,  and  any  alternative  treatment  meth- 
ods. 

Mechanically  executed  forms,  however,  are 
not  enough.  They  are  only  evidence.  Even  the 
most  detailed  form,  executed  five  minutes  prior 
to  the  procedure,  probably  will  not  be  found  to 
be  a truly  informed  consent. 

When  Seeking  Consent 

When  physicians  are  seeking  consent  for  a 
procedure  from  a patient  they  must  do  so  in  such 
a manner  that  three  years  after  the  fact,  in  a 
courtroom,  with  an  injured  patient-plaintiff,  a 
jury  would  find  that  the  consent  obtained  was 
truly  informed. 

The  question  naturally  arises,  “Does  this  mean 
I must  obtain  an  informed  consent  for  everything 
I do?”  Probably  not,  but  any  procedure  involv- 
ing an  invasive  technique  or  involving  the  injec- 
tion of  contrast  media,  high-dosage  x-ray,  drug 
therapy  or  any  departure  from  a normal  treat- 
ment procedure  or  regimen  should  demand  an 
informed  consent. 

( Earlier  articles  on  this  topic  appeared  in  The 
Journal  in  June,  1981,  p.  150,  and  September, 
1982,  p.  229.) 


Tygart’s  Valley  Holds  CME 
Program  In  Elkins 

Speakers  from  West  Virginia  University  Medi- 
cal Center  and  Connecticut  were  on  the  faculty 
for  the  35th  annual  Postgraduate  Session  of  the 
Tygart’s  Valley  Medical  Society  on  June  21  in 
Elkins. 

The  afternoon  scientific  session  included  the 
following  speakers  and  topics: 

"Antenatal  Assessment  of  Eetal  Health  and 
State  Systems  of  Reporting  Birth  Defects  and 
Eetal  Loss”^ — R.  Stephen  Amato,  M.  D.,  Pro- 
fessor of  Pediatrics,  WVU;  “Advances  in  the 
Management  of  Hemorrhagic  Shock” — Thomas 
V argish,  M.  D..  Associate  Professor  of  Surgery, 
WVU; 

"Natural  Progression  of  Emphysema  and 
Bronchitis  ’ — Edwin  J.  Morgan,  M.  D.,  Director, 
Ihiiversity  Health  Services,  and  Professor  of  Pul- 
monary Medicine,  WVU;  and  “Management  of 
the  Patient  with  Myocardial  Infarction”  - — 
Michael  Cleman,  M.  D.,  Director,  Critical  Care 
Unit,  and  Assistant  Director,  Cardiac  Catheter 
Lab.  Westhaven  I Connecticut  I Veterans  Admin- 
istration Medical  Center,  and  Assistant  Professor, 
Yale  University. 

Other  events  of  the  day  included  a golf  tourna- 
ment. musical  program  and  banquet  session. 
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Continuing  Education 
Activities 


Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
Kristofco.  WVU  Assistant  to  tbe  Dean  Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantowm, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
ML  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, W\  L^  Medical  Center,  Morgantown  26506; 
or  Offiice  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Oliio  Valley  Medical  Center,  2000  Eoff  Street. 
Wheeling  26003. 

West  Virginia  University 

■"'Sej>t.  1,  Morgantown,  Cardiology  Update 

Sept.  7-8,  Morgantown,  WV  Chapter,  Am.  Col- 
lege of  Surgeons  Fall  Meeting 

‘"'Se])t.  8.  Morgantown.  Gastroenterology  Con- 
ference 

Sept.  15.  Charleston,  Hemophilia  Conference 

Sept.  21-22,  Morgantown,  Ob  ^Gyn  Teaching 
Days 

Sept  . 28-29,  Morgantown,  Ophthalmology  Con- 
ference 

“ni  conjunction  with  WVU  football  games 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhonnon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — July  19 
I vacation  ) 

Aug.  16  ( vacation  I 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes.  2nd  Wednesday,  8-10  A.  M.  — July  11, 
■‘Physical  Therapy  for  Low  Back  Injuries” 
( speaker  to  be  announced  I 

Aug.  8,  “Update  on  Commonly  Acquired  In- 
fectious Diseases”  (speaker  to  be  announced) 

Gassauay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — July  4 (vacation) 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — July  10 
( vacation  ) 

Aug.  14,  “Cancer  of  the  Cervix  and  Endo- 
metrium,” Daniel  B.  Mairs,  M.  D. 

Oak  Hill.  Oak  Hill  High  School  ( Oyler  Exit,  N 
19  I 4th  Tuesday,  7-9  P.  M.  — July  24  (vaca- 
tion ) 

Aug.  28  ( vacation  ) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — July  26 
I vacation  I 
Aug.  23  ( vacation  I 

W elch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  ]\oon-2  P.  M.  — July  18  (vacation! 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday.  11  A.  M.-l  P.  M.  — July  25 
( vacation  I 
Aug.  22  ( vacation  I 

W illiamson,  Appalachian  Power  Auditorium,  1st 
Thursday.  6:30-8:30  P.  M.  — July  5 (vaca- 
tion I 

Aug.  2 ( vacation  I 


‘Tomato  Effect’ 

The  tomato  was  shunned  by  North  Americans 
as  a deadly  plant  until  Robert  Gibbon  Johnson 
ate  one  on  the  steps  of  the  Salem,  New'  Jersey, 
courthouse  in  1820  and  surv'ived.  Some  research- 
ers call  this  the  “tomato  effect.”  and  attribute  it 
to  contemporary  reluctance  to  use  some  proved 
therapies. 
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Medical  Scholarship  Winners 
Named  By  Association 


Robin  B.  Bell 


Georgiana  Miksis 


The  West  Virginia  State  Medical  Association 
has  awarded  to  another  four  state  students  four- 
year  scholarships  to  the  West  Virginia  University 
and  Marshall  University  Schools  of  Medicine. 
Each  scholarship  is  worth  $1,500  annually,  or 
$6,000  total. 

Here  are  the  1984  selections  of  the  Associa- 
tion’s Committee  on  Medical  Scholarships,  as  an- 
nounced hy  the  Committee  Chairman,  John  Mark 
Moore,  M.  D.,  of  Wheeling,  after  an  annual  Com- 
mittee meeting  early  in  May  in  Bridgeport: 

Robin  B.  Bell  of  Mill  Creek  ( Randolph  Coun- 
ty), Georgiana  Miksis  of  Oak  Hill  and  Terry 
Daniel  of  Morgantown,  all  of  whom  will  be  enter- 
ing WVU  School  of  Medicine  this  fall;  and 
Michael  J.  Heise  of  Paden  City,  who  will  be  a 
first-year  student  at  MU  School  of  Medicine. 

Miss  Bell  graduated  this  spring  from  WVU 
with  a B.  S.  degree  in  nursing.  She  is  the  daugh- 
ter of  Ray  J.  Bell  of  Mill  Creek  and  Mrs.  Betty 
Joe  Becker  of  Brookton,  Indiana. 

Miss  Miksis,  the  daughter  of  Rosemary  Miksis 
of  Oak  Hill  and  the  late  Vitald  Miksis,  received 
a B.  A.  degree  in  chemistry  in  May  from  WVU. 


Terry  Daniel 


Michael  J.  Heise 


Daniel,  who  is  married,  received  a B.  A.  degree 
in  Chemistry  from  WVU  in  May.  He  is  the  son 
of  Mr.  and  Mrs.  Jesse  T.  Daniel  of  Fairdale 
( Raleigh  County  ) . 

Heise,  who  is  married  and  the  father  of  one 
child,  received  a B.  S.  degree  in  biology  from 
Wheeling  College  in  May.  He  is  the  son  of  Mr. 
and  Mrs.  George  C.  Heise  of  Pittsburgh. 

The  new  awards  bring  to  72  the  number  of 
scholarships  granted  by  the  Association  since  its 
program  began  in  1958.  One  scholarship  was 
granted  annually  until  1962,  when  the  number 
was  increased  to  two.  In  1974,  the  Association 
began  awarding  four  scholarships  annually. 

Financial  need  is  the  major  factor  considered 
by  the  Committee  on  Medical  Scholarships.  Un- 
der provisions  of  agreements  they  sign,  scholar- 
ship recipients  must  agree  to  practice  in  West 
Virginia  for  four  years  folloMung  graduation  and 
completion  of  postgraduate  training  and  military 
obligations. 

The  scholarship  program  might  become  a loan 
program  in  1985  if  the  November,  1983,  recom- 
mendation for  such  a change  by  the  Association’s 
Council  is  approved  by  the  House  of  Delegates 
at  the  Association’s  Annual  Meeting  in  August 
at  the  Greenbrier  in  White  Sulphur  Springs.  The 
Committee  on  Medical  Scholarships  voted  6 to  1 
in  May  to  endorse  the  change  to  a loan  program 
recommended  by  Council. 

Other  members  of  the  Committee  are  Drs. 
Marshall  J.  Carper  and  Kenneth  G.  MacDonald, 
Sr.,  both  of  Charleston;  R.  L.  Chamberlain,  Buck- 
hannon;  Samuel  L.  Henson,  Hurricane;  Robert 
D.  Hess,  Clarksburg;  Thomas  J.  Holbrook,  Hun- 
tington; David  Z.  Morgan,  Morgantown,  and 
James  T.  Hughes.  Ripley. 


Healthy  Living  Best  Defense 
Against  Heart  Disease 

Editor’s  Note:  The  following  was  excerpted 
from  the  story  by  Patrick  Foose  in  The  Herald- 
Dispatch,  Huntington,  May  11: 

Surgical  innovator  Dr.  Michael  E.  DeBakey 
told  a symposium  at  Marshall  University  on  May 
10  that  preventing  heart  disease  is  a matter  of 
following  advice  doctors  have  been  giving  for 
years. 

To  stay  healthy,  eat  a well-balanced  diet,  ex- 
ercise moderately,  don’t  smoke  and  avoid  alco- 
hol and  drugs. 

“Clearly,  the  healthier  you  are  the  less  vulner- 
able you  are  to  disease,”  he  said. 

Doctor  DeBakey,  Chancellor  of  Baylor  College 
of  Medicine  in  Houston,  was  featured  lecturer  at 
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a coronary  artery  surgery  symposium  sponsored 
by  the  Marshall  University  School  of  Medicine 
at  the  MU  Memorial  Student  Center. 

About  800  people  attended  the  symposium  dur- 
ing which  he  detailed  some  of  his  observations 
about  bypass  patients  he  has  treated  over  the 
last  20  years. 

The  coronary  bypass  specialist  said  healthy 
living  and  correcting  abnormalities  like  high 
blood  pressure  and  obesity  are  important  for 
improving  the  survival  of  coronary  bypass  pa- 
tients. 

Climbs  Stairs 

The  75-year-old  surgeon  said  he  keeps  fit  by 
eating  the  right  foods  and  using  the  stairs  instead 
of  the  elevator  for  the  six-story  climb  he  makes 
several  times  a day  at  Baylor. 

Doctor  DeBakey  said  75  to  80  per  cent  of  by- 
pass patients  now  live  at  least  five  years  after 
their  operations. 

As  a medical  student,  he  designed  a pump  that 
would  eventually  become  an  essential  component 
of  the  heart-lung  machine  that  made  open  heart 
surgery  possible.  He  also  has  developed  more 
than  50  surgical  instruments. 

Doctor  DeBakey  said  the  artificial  heart  has 
not  been  perfected  for  regular  use  in  humans,  but 
advances  in  controlling  infection  and  other  com- 
plications are  making  heart  transplants  an  alter- 
native that  may  be  chosen  more  often  in  the  fu- 
ture. 

“We  have  not  reached  the  stage  where  the  arti- 
ficial heart  can  be  used  as  part  of  treatment.  We 
have  improved  the  materials,  but  it  is  basically 
the  same  heart,”  he  said. 

Doctor  DeBakey  said  one  discovery  made 
when  doctors  placed  the  first  artificial  heart  in  a 
human  last  year  was  that  humans  respond  much 
like  laboratory  animals  to  the  machine.  He  said 
current  artificial  heart  research  is  done  using 
calves. 

Second  Try  Not  Expected  Soon 

He  said  it  is  unlikely  another  artificial  heart 
will  be  placed  in  a human  soon  because  there 
have  been  no  technological  advances  in  the  ma- 
chine that  would  lead  doctors  to  believe  it  would 
work. 

Doctor  DeBakey  was  more  hopeful  about  the 
prospect  of  eliminating  heart  disease  through 
continued  research.  “If  we  can  solve  polio,  with 
research  I am  sure  in  time  we  can  solve  heart  dis- 
ease. 

On  the  evening  of  May  10,  Doctor  DeBakey 
gave  the  “Final  Lecture”  to  the  1984  graduating 
class  of  the  MU  School  of  Medicine  at  Hun- 
tington Galleries. 


Medical  Meetings 


Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Aug.  31 -Sept.  5 — World  Congress  on  Pain  (Inter- 
national Assoc,  for  the  study  of  Pain),  Seattle. 

Sept.  15-20 — Am.  Academy  of  Pediatrics,  Chicago. 

Sept.  17-20 — Am.  College  of  Radiology,  Los  Angeles. 

Sept.  19-22 — Am.  Thyroid  Assoc.,  New  York  City. 

Sept.  20-22 — Am.  College  of  Nutrition,  Boston. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Sept.  29 — Diabetes  Mellitus  Update  ’84  (Bluefield 
Community  Hospital,  Charleston  Area  Medical 
Center),  Pipestem  (WV)  Resort. 

Oct.  7-10 — Am.  Neurological  Assoc.,  Baltimore. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  9-12 — AAFP,  Kansas  City,  MO. 

Oct.  17-20 — Am.  College  of  Emergency  Physicians, 
Dallas. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15 — Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 


1985 


Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14— Am.  College  of  Cardiology,  Anaheim, 
CA. 


March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front- wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enough  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shrewe,  bic. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News— 


Compiled  from  material  furnished  by  the  Medical  Center 
yews  Service,  Morgantown,  W.  Va. 


Ophthalmologist  Named  WHO 
Consultant  In  Africa 

A \"U  physician  has  been  selected  by  the 
World  Health  Organization  ( WHO ) to  tour 
Africa  this  spring  as  a consultant  in  primary  eye 
care. 

Ivan  R.  Schwab,  M.  D.,  Assistant  Professor  of 
Ophthalmology,  will  be  the  only  WHO  consul- 
tant evaluating  primary  eye  care  delivery  system 
projects  and  related  health  materials  being  used 
in  Africa. 

■‘There  is  a shortage  of  primary  eye  care  work- 
ers in  African  countries,”  Doctor  Schwab  said. 
“WHO,  through  cooperating  organizations,  is 


Voted  “Clinician  of  the  Tear”  by  the  WVU  School 
of  Medicine  Class  of  1984  is  Dr.  G.  Robert  Nugent, 
left,  Chairman  and  Professor  of  Neurosurgery,  Ad- 
miring the  plaque  Doctor  Nugent  received  is  Dr. 
David  Z.  Morgan,  former  Associate  Dean,  for  whom 
the  WVU  medical  student  loan  fund  will  be  named. 
The  announcements  came  during  the  recent  School 
of  Medicine  awards  convocation. 


using  local  persons  with  the  highest  level  of  edu- 
cation and  teaching  them  to  treat  eye  problems — 
or  to  know  when  to  refer  patients  to  a physician. 

Doctor  Schwab  has  had  extensive  experience 
with  eye  diseases  of  the  developing  world.  In 
1978  he  was  awarded  a fellowship  in  tropical 
ophthalmology  with  the  International  Eye  Foun- 
dation at  Nakura,  Kenya,  in  East  Africa.  He  also 
held  a fellowship  in  corneal  and  reconstructive 
surgery  at  Pacific  Medical  Center  in  San  Fran- 
cisco. 

Additional  Fellowship 

Under  an  additional  fellowship  at  the  Proctor 
Foundation  for  Research  in  Ophthalmology  at  the 
University  of  California  in  1980-82,  he  concen- 
trated on  international  ophthalmology,  cornea 
and  external  disease,  and  public  health.  He  also 
worked  in  Egypt  on  a project  in  ocular  leprosy 
and  trachoma. 

Doctor  Schwab’s  two-month  project  will  take 
him  to  Geneva,  Switzerland,  for  an  initial  plan- 
ning conference,  then  to  Africa  where  he  will 
visit  Kenya,  Malawi  and  perhaps  West  Africa. 

Coincidentally,  one  of  the  eye  care  programs 
he  will  review  is  that  of  his  brother,  Larry 
Schwab,  M.  D.,  who  is  working  with  WHO’s  In- 
ternational Eye  Care  Foundation  in  Blantyre, 
Malawi.  Doctor  Schwab  also  is  an  ophthalmol- 
ogist from  WVU. 


New  Associate  Finance 
Position  Filled 

James  K.  Hackett  of  Lexington,  Kentucky,  has 
been  appointed  to  the  new  position  of  Associate 
Vice  President  for  Finance  and  Administration 
at  WVL’  Medical  Center. 

John  E.  Jones,  M.  D.,  WVU  Vice  President  for 
Health  Sciences,  said  Hackett  has  responsibility 
for  financial  management  and  administration  ex- 
cept facilities,  safety  and  physical  plant. 

Hackett.  40,  formerly  was  Associate  Dean  for 
Finance  and  Administration  in  the  I’niversity  of 
Kentucky  College  of  Medicine. 

A Missouri  native,  he  has  a master’s  degree 
in  business  administration  from  Tulane  Univer- 
sity. 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic®  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia.  Pa  19101 
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See  important  information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic® 

(rrieprobamate  with  aspirin) e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION; 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pam  accom- 
panied by  tension  and'or  anxiety  m patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  m these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  m long-term  use,  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba 
mate  or  related  compounds,  e g cansoprodol. 
mebutamate,  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  m persons  allergic  to 
salicylates  may  result  m lite-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Theretore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use,  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting  barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  tor  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy, has  been  suggested  In  several  stud- 
ies. Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  peases  the  placental  barrier. 
It  Is  present  both  In  umbilical-cord  blood  at 
or  near  maternal  plasma  levels  and  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug’s  higher  concentrations  In 


breast  milk  as  compared  to  maternal 
plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS; 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  suHonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  m elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  be  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicdal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomtort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses,  eosi- 
nophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol.  and  cross-sensitivity  between  mepro- 
bamate'mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis, stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  'ALLERGIC  OR 
IDIOSYNCRATIC')  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  m the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS; 

0 5-2  0 mg  percent  represents  usual  biood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  miid-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  historv  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  m 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100,  Redipak®  strip 
pack  25  s,  Redipak®  unit  dose  100  s,  individ- 
ually wrapped 
Cl  3343-1  9'6  83 
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For  the  First  Time! 

• General  Scientific  Sessions  will  carry  hour  for  hour 

Category  1 CME  Credit 

• Advance  Registrations  will  be  accepted  ( see  below  ) 

117th  Annual  Meeting 
of  the 

West  Virginia  State  Medical  Association 

The  Greenbrier 
White  Sulphur  Springs 

August  22-25,  1984 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

A Continuing  Medical  Education  Event! 

GENERAL  SCIENTIFIC  SESSIONS:  A “Symposium  on  Antibiotics  and  Anthirals”  will  be  held  Thursday 
morning,  August  23,  as  the  first  general  scientific  session;  and  there  will  be  three  speakers  covering  “The 
Impaired  Physician,”  “What’s  New  and  Novel  in  Nuclear  Medicine”  and  “Treatment  of  Angina  Pectoris: 
llpdate  1984”  during  the  second  general  scientific  session  on  Saturday  morning,  August  25. 

A LOSS  CONTROL  SEMINAR  will  begin  on  Thursday  afternoon,  August  23,  and  will  be  continued  on 
Friday  morning,  August  24.  Pre-registered  attendees  must  be  present  at  all  six  (6)  hours  of  Loss  Control 
Seminar  instruction  and  must  complete  post-test/evaluation  to  receive  Category  1 credit.  An  appropriate 
personalized  certificate  will  be  awarded.  In  addition,  it  is  anticipated  that  those  who  complete  the  course 
will  receive  a fi\e  (5)  per  cent  reduction  in  malpractice  insurance  premiums,  authorized  by  CNA  annually 
for  each  of  three  years.  Audience  will  be  restricted  to  50  pre-registered  CNA  policy  holders,  and  pre- 
registration for  this  Seminar  will  be  handled  by  CNA. 

These  general  sessions  will  qualify  for  a total  of  12  hours  of  credit  in  Category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association. 

SECTIONS  AND  SOCIETIES:  A number  of  Association  Sections  and  Specialty  Societies  will  hold  busi- 
ness and/or  scientific  sessions,  most  of  which  will  be  breakfast  meetings. 

The  THOMAS  L.  HARRIS  ADDRESS  will  be  presented  on  Thursday  morning  at  9 A.  M.  b\’  Richard  A. 
Berman  of  New  York  City,  whose  subject  will  be  “The  Impact  of  DRGs  on  the  Physician.” 

EXHIBITS:  For  the  first  time  in  about  10  years,  there  will  be  both  commercial  and  scientific  exhibits  in 
the  Exhibit  Center,  and  there  will  be  time  allowed  during  the  general  sessions  for  coffee  breaks  to  visit 
the  exhibits. 

ROOM  ACCOMMODATIONS  may  be  obtained  by  communicating  directI)'  with  the  Reservation  Depart- 
ment at  'Phe  Greenbrier.  Reservations  should  be  made  by  JuK'  7. 

REGISTRATION  FEE:  There  will  be  ;io  registration  fee  for  members  of  the  Association,  nurses,  medical 
students,  interns  and  residents.  However,  non-members  and  out-of-state  phvsicians  will  be  charged  a reg- 
istration fee  of  $100.  Advance  registration  is  requested.  Please  complete  the  form  below  and  mail  to: 
WEST  VIRGINIA  STATE  MEDIGAL  ASSOGIATION,  P.  O.  BOX  1031,  GHARLESTON,  WV  25.324. 


Please  register  me  for  the  117th  Annual  Meeting  at  The  Greenbrier  in  White  Sulphur  Springs,  August 
22-25,  1984. 


Same  {please  print)  Specialty 


Address  City  State  Zip 


Member  of  WVSMA  {County  Society);  or  If  Non-Member  MD,  Registration  Fee 

Nurse/ Intern/ Student /Resident  Enclosed Not  Enclosed  ... 
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Third-Party  News,  Views 
and  Program  Concerns 


Workers’  Compensation 
Form  Distributed 

A revised  form  of  the  West  Vir- 
ginia Workers’  Compensation 
Fund  has  been  distributed  to  state 
physicians,  who  have  been  asked 
to  review  the  form  and  become 
familiar  with  it. 

The  revised  WC-219  Form  is 
used  by  physicians  to  report  on 
the  treatment,  disability  and  re- 
covery of  Workers’  Compensation 
claimants. 

The  purpose  of  the  revision  is 
to  promote  more  precise  reporting 
of  case  progress,  according  to 
Fund  officials. 

The  revised  form  (reduced 
size  I is  shown  on  this  page. 

“If  a patient  has  reached  the 
maximum  degree  of  medical  im- 
provement and  is  yet  unable  to 
return  to  work,”  Fund  spokesmen 
commented,  “the  narrative  answer 
of  the  physician  reported  in  space 
No.  9 of  Section  2 must  relate  one 
of  the  following: 

“ — The  inability  to  work  is  di- 
rectly related  to  the  compensable 
injury. 

“ — The  inability  to  work  is  un- 
related to  the  compensable  injury. 

“ — The  inability  to  work  is 
related  to  the  combined  effect  of 
multiple  causes.  The  causes  must 
be  described,  with  particular  em- 
phasis upon  the  disabling  effects 
of  the  compensable  injury.” 

Physicians  were  asked  to  dis- 
card prior  revisions  of  the  WC-219 
Form. 

For  additional  information, 
contact  Joseph  I.  Stone,  Adminis- 


trative Assistant,  or  John  Farley,  Director  of  Claims  Management 
Division,  at  West  Virginia  Workers’  Compensation  Fund,  State 
Capitol,  Charleston  25305.  Telephone  (304)  348-5940, 


1.  Claimant's  Name  and  Address 

2.  If  there  is  a change  in  your  address  as 

3.  Claim  No 

printed,  please  make  corrections  here 

SS  No 

DOI 

Emp.  Fisk  No. 

4.  Have  you  performed  any  kind  of  work  or  have  you  received  income  for  any  work  during  the  time  you  have  been  certified  temporarily  and 
totally  disabled^ Yes  No 


5-  By  signing  this  application.  I cenify  the  above  to  be  correct  and  authorize  the  Fund  to  examine  any  medical,  hospital  or  other  records 
pertaining  to  this  .njury  and  any  condition  for  which  I have  previously  received  medical  attention. 


Claimant's  Signature  Date. 


SECTION  2 - - To  be  completed  by  the  Attending  Physician  (PLEASE  COMPLETE  ALL  QUESTIONS^ 


6.  Does  claimant  continue  under  youz  a 


please  explain. 


C.  Has  the  claimant  been  referred  to  aiotherphysicidrs  for  coi«Uhal>on.  evaluation  and/or  treatment? 
explain. 


. No  If  yes,  please 


3.  Present  diagnosis 


4 Treatments  being  rendered  artd/or  anticipated  e.g.,  hospitalization,  diagnostic  studies,  etc. 


5.  Please  advise  as  to  any  medications  being  administered  and/or  prescribed,  and  in  what  dosage 


6.  Has  normal  or  expected  recovery  been  delayed  due  to  complications,  concurrent  medical  problems,  pre-existing  medical  condition,  subsequent 
trauma,  etc,?  Yes  Nn  If  yes.  please  explain. 


Does  claimant  remain  temporarily  totally  disabled  from  this  compensable  injury?  ^ 
continued  temporary  total  disability  is  weeks 


_ No  If  yes.  the  anticipated  period  of 


8.  Claimant  was/will  be  able  to  return  to  work  on  (date) 


..  Estimated  Date (Please  check  one) 


9.  Has  claimant  reached  maximum  degree  of  medical  improvement  in  relation  to  this  compensable  injury?  Yes  No  If  yes,  but 
you  have  indicated  that  the  claimant  remains  temporarily  totally  disabled  or  has  not  been  released  to  return  to  work,  please  explain. 


10.  Is  there,  or  do  you  anticipate  any  piermanent  disability  as  a result  of  the  compensable  injury?  Yes  No  If  yes.  please  explain  in 
detail. 


1 1 The  following  findings  form  the  basis  for  my  cortclusions.  (If  more  space  is  needed,  please  attach  a separate  sheet.) 
Objective  - 

Subjective  . . ■ 

12.  Comments  (This  area  may  also  be  used  to  request  authorization  for  services) 


13.  Physician's  Name,  Address  & Telephone  No. 


Physician's  Signature 


FEIN 


Date 


XIV 
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CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ^ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won't  interfere  with  your  practice. 

You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You'll  also  attend  funded 
continuing  medical  education  prO' 
grams.  You  will  all  share  the  bond  of 
being  civic'minded  physicians  who  are  also  commis' 
sioned  officers.  One  important  benefit  of  being  an  officer 
is  the  non'Contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE 


Southern  West  Virginia 

MAJ.  Sheila  T.  Bowman,  ANC 

USAR  AMEDD  Procurement 

Forest  Glen  Section 

Walter  Reed  Army  Medical  Center 

Washington,  DC  20307 

(301)  427-5101/5131 


Northern  West  Virginia 

MAJ.  James  E.  Kuza,  MSC 
USAR  AMEDD  Procurement 
Federal  Building,  Room  304 
1000  Liberty  Avenue 
Pittsburgh,  PA  15222 
(412)  644-4432 


Obituaries 


SIMEON  L.  de  la  CRUZ,  M.  D. 
eirton  urologist  Simeon  L.  de  la  Cruz,  M.  D., 
died  on  May  18  in  a Buffalo,  New  York,  hospital. 
He  was  64. 

A member  of  the  medical  staff  of  Weirton 
Medical  Center,  Doctor  de  la  Cruz  had  practiced 
in  Weirton  since  1969. 

Born  in  Cotabato  City,  Philippines,  he  received 
both  his  undergraduate  and  M.  D.  I 1950 ) de- 
grees from  the  University  of  Santo  Tomas, 
Manila. 

In  the  United  States,  he  interned  at  Yonkers 
( New  4 ork  I General  Hospital,  completed  a ur- 
ology residency  at  New  York  Polyclinic  Medical 
School  and  Hospital  in  New  York  City,  and  a 
general  surgery  residency  at  St.  Joseph’s  Hospital 
in  Philadelphia. 

Doctor  de  la  Cruz  then  practiced  in  the 
Philippines  from  1958  to  1962,  when  he  returned 
to  this  country  to  become  a house  staff  member 
of  Thomas  Memorial  Hospital  in  South  Charles- 
ton. Before  moving  to  Weirton,  he  worked  two 
years  at  Mount  Wilson  Hospital  in  Baltimore 
as  a house  staff  member  specializing  in  cbest 
diseases  and  urology. 

He  was  a member  of  the  Hancock  County  Med- 
ical Society,  West  Virginia  State  Medical  Asso- 
ciation. American  Medical  Association  and 
American  Urology  Association. 

Survivors  include  the  widow;  two  daughters, 
Mrs.  Marc  Adams  of  Williamsburg.  Virginia, 
and  Karen  de  la  Cruz,  at  home;  two  sons,  Steven 
de  la  Cruz  of  Apple  Valley,  California,  and  Brian 
de  la  Cruz,  at  home;  five  brothers,  Yincente 
de  la  Cruz  of  New  Jersey  and  Gregorio,  Jr., 
Leonardo.  Bienvenido  and  Jose  de  la  Cruz,  all  of 
the  Philippines,  and  one  sister.  Stella,  also  in 
the  Philippines. 

• • * 

B.  S.  BRAKE,  M.  D.,  D.D.S. 

Dr.  B.  S.  Brake  of  Clarksburg,  former  Director 
of  the  Harrison-Clarksburg  Health  Department, 
died  on  April  27  at  his  home.  He  was  100. 

Doctor  Brake  began  his  career  as  a school 
teacher  and  then  became  a dentist  after  earning 
the  degree  of  Doctor  of  Dental  Surgery  in  1911 
from  the  L niversity  of  Pennsylvania. 

He  practiced  dentistry  at  Jane  Lew  from  1912 
until  191.3,  when  he  entered  the  Medical  College 
of  Virginia,  receiving  his  M.  D.  degree  in  1917. 


Doctor  Brake  interned  at  Riverside,  Bellevue 
and  French  hospitals  in  New  York  City,  and  then 
practiced  medicine  and  surgery  in  Clarksburg 
from  1920  to  1950.  He  then  became  Health 
Officer  for  District  Three  of  the  State  Health 
Department,  serving  the  counties  of  Mason,  Jack- 
son,  Putnam  and  Roane. 

In  1953,  he  became  Director  of  tbe  Harrison- 
Clarksburg  Health  Department,  and  continued  in 
that  capacity  until  1975  when,  at  the  age  of 
91,  he  retired. 

Born  in  Jane  Lew,  he  was  a graduate  of  West 
Virginia  Wesleyan  College. 

Doctor  Brake  was  an  honorary  member  and  a 
former  Secretary,  Treasurer  and  President  of  the 
Harrison  County  Medical  Society,  of  which  he 
was  the  oldest  living  member.  He  also  was  an 
honorary  member  of  the  West  Virginia  State 
Medical  Association  and  American  Medical  As- 
sociation; a member  and  former  President  of  the 
West  V irginia  Public  Health  Association;  and  a 
member  of  the  American  Public  Health  Associa- 
tion and  the  American  Association  of  Public 
Health  Physicians. 

He  also  was  an  honorary  member  of  the  medi- 
cal staff  of  United  Hospital  Center,  Inc.,  in 
Clarksburg. 

Surviving  are  one  nephew,  John  Brake  of 
Erie,  Pennsylvania;  one  niece,  Alice  Virginia 
Throckmorton,  Chevy  Chase,  Maryland;  one 
sister-in-law,  Mrs.  Gladys  T.  Brake  of  Bethesda, 
Vlaryland,  and  one  great-niece,  Virginia  Throck- 
morton of  Chevy  Chase. 

« * • 

WALTER  H.  GERWIG,  M.  W. 

Dr.  Walter  H.  Gerwig,  formerly  of  West  Vir- 
ginia. died  on  May  8 in  Los  Angeles,  California. 
He  was  73. 

Doctor  Gerwig  was  a member  of  the  Harrison 
County  Medical  Society  and  the  West  Virginia 
State  Medical  Association  from  1960  to  1968. 

Born  in  Parkersburg,  he  was  graduated  from 
VV  est  V irginia  Lffiiversity,  and  received  his  M.  D. 
degree  in  1935  from  the  University  of  Maryland. 

He  was  a former  Associate  Professor  of  Sur- 
gery at  WVU,  Chief  of  Surgery  at  the  Clarksburg 
Veterans  Administration  Medical  Center,  and 
Surgical  Consultant  at  the  Martinsburg  Veterans 
Administration  Medical  Center.  He  and  his  team 
performed  the  first  pacemaker  implants  in  the 
latter  two  hospitals. 

After  retiring  from  surgery.  Doctor  Gerwig 
served  as  Director  of  Surgical  Education  at  Santa 
Barbara  I California  I General  and  Cottage  Hos- 
pitals. Coordinator  of  the  Peer  Review  Program 
at  Kuakini  Hospital  in  Honolulu,  and  as  an  eval- 
( Continued  on  page  xxi  I 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1 ,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  nne  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

n Office  Overhead  Disability  Plan 
Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

West  Virginia  Congressman  Nick  Joe  Rahall 
was  guest  speaker  for  the  meeting  of  the  Cabell 
County  Medical  Society  on  May  17. 

Congressman  Rahall  said  he  felt  that  a national 
health  policy  must  be  developed  to  protect  every- 
one against  the  financial  burden  of  ill  health,  and 
discussed  the  problems  of  costs  in  health  care 
delivery.  He  noted  that  he  had  no  solutions  at 
this  time,  but  stressed  the  importance  of  physi- 
cians’ views  being  forwarded  to  him. 

The  Society  approved  an  assessment  of  $35 
per  member  to  finance  the  printing  of  a history 
of  Cabell  County  medicine  which  is  expected  to 
be  published  by  Christmas. — S.  Kenneth  Wolfe, 
M.  D.,  Secretary. 

# » * 

McDowell 

The  McDowell  County  Medical  Society  met 
on  May  9 at  the  Stevens  Clinic  Hospital  in 
Welch. 

The  guest  speaker  was  Dr.  Miguel  Cortes,  who 
since  has  joined  the  staff  at  Stevens  Clinic  Hos- 


pital (in  June).  He  spoke  on  the  subject  of 
outpatient  nuclear  scans,  emphasizing  the  way 
that  nuclear  medicine  may  be  utilized  by  the 
free-standing  clinician. — John  Cook,  M.  D.,  Sec- 
retary. 

• « » 

TYGART’S  VALLEY 

The  Tygart’s  Valley  Medical  Society  met  on 
May  17  at  the  Tygart  Lake  Lodge  in  Grafton. 

The  speaker  for  the  scientific  session  was  Dr. 
Thomas  E.  Finucane,  Assistant  Professor  of  Med- 
icine at  West  Virginia  l^niversity  in  Morgantown. 

Doctor  Finucane’s  topic  was  the  “Medical  Con- 
sequences of  Nuclear  War.” — Michael  M.  Stump, 
M.  D..  Interim  Secretary. 


VENEREAL  DISEASE  SERVICES 
★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 
★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical 

Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1 -800-642-51 61  or  304-647-51 1 5 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 

PEDIATRICS 

Thomas  F.  Mann,  M.  D. 

Williams  S.  Dukart,  M.  D. 

Anthony  C.  Dougherty,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  Whiie  You 
Practice  Medicine? 


Join  CompHealth’s  Locum  Tenens  Physician  Group. 


★ 


For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call  collect: 

412/741-3310 


jj[J  CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 


114  Centennial  Avenue 
Sewickley,  PA  15143 


Best  Hand 


Our 
Agents 
Deal  You 


Choosing  professional  liability  insurance  should 
not  be  a gamble.  Call  1-800-231-2615  for  the  name 
of  your  nearest  independent  |CA 
agent;  in  Texas,  1-800-392-9702.  n..pr.r.rr.dund.r.,„„ 


Annual  Audit,  1983 


STATEMENTS  OF  REVENUES  COLLECTED  AND 
EXPENSES  PAID— UNRESTRICTED  FUNDS— Note  A 


The  annual  audit  of  receipts  and  disburse- 
ments of  the  West  Virginia  State  Medical  As- 
sociation for  the  calendar  year  1983  has  been 
completed  by  the  firm  of  Ernst  & Whinney,  Certi- 
fied Public  Accountants  of  Charleston.  The  com- 
pleted audit,  with  accountants’  report,  follows: 

ERNST  & WHINNEY 
716  Charleston  National  Plaza 

To  the  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  statements  of  assets,  liabilities,  and 
fund  balances  arising  from  cash  transactions  of  the  several 
funds  of  the  West  Virginia  State  Medical  Association  as  of 
December  31,  1983  and  1982,  and  the  related  statements  of 
revenues  collected  and  expenses  paid  of  the  unrestricted 
funds  and  changes  in  fund  balances  of  the  several  funds  for 
the  years  then  ended.  Our  examinations  were  made  in 
accordance  with  generally  accepted  auditing  standards  and, 
accordingly,  included  such  tests  of  the  accounting  records 
and  such  other  auditing  procedures  as  we  considered  neces- 
sary in  the  circumstances. 

As  described  in  Note  A,  the  Association's  policy  is  to  pre- 
pare its  financial  statements  on  a modified  cash  basis;  conse- 
quently, certain  revenues  and  the  related  assets  are  recog- 
nized when  received  rather  than  when  earned,  and  expenses 
are  recognized  when  paid  rather  than  when  the  obligation  is 
incurred.  Accordingly,  the  accompanying  financial  statements 
are  not  intended  to  present  financial  position  and  results  of 
operations  in  conformity  with  generally  accepted  accounting 
principles. 

In  our  opinion,  the  aforementioned  financial  statements 
present  fairly  the  assets,  liabilities,  and  fund  balances  aris- 
ing from  cash  transactions  of  the  several  funds  of  the  West 
Virginia  State  Medical  Association  at  December  31,  1983 

and  1982,  and  the  revenues  collected  and  expenses  paid  of 
the  unrestricted  funds  and  changes  in  fund  balances  of  the 
several  funds  for  the  years  then  ended,  on  the  basis  of 
accounting  described  in  Note  A,  which  basis  has  been  con- 
sistently applied. 

Charleston,  West  Virginia 
April  19,  1984 

STATEMENTS  OF  ASSETS.  LIABILITIES,  AND 
FUND  BALANCES  ARISING  FROM  CASH 
TRANSACTIONS— Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31 


UNRESTRICTED  FUNDS 

ASSETS 

Cash,  including  savings:  1983 — $98,374: 

1983 

1982 

1982— $143,413 

$110,320 

$135,038 

Certificates  of  deposit 

445,512 

340,638 

Note  receivable — Note  B 

25.000 

25,000 

$580,832 

$500,676 

LIABILITIES 

Due  to  restricted  funds 

State  and  American  Medical  Association 

$ 34.805 

$ 34.039 

dues  collected  in  advance 

88,505 

103.111 

FUND  BALANCES 

123,310 

137,150 

Undesignated 

Designated  for  professional  liability 

445,126 

351,130 

education 

12,396 

12.396 

457.522 

363,526 

$580,832 

$500,676 

RESTRICTED  FUNDS 

ASSETS 

Cash 

$ 10,047 

$ 1,402 

Certificates  of  deposit 

92,430 

85,592 

Due  from  unrestricted  funds 

34,805 

34.039 

Investment  in  common  stock 

4,250 

4.250 

$141,532 

$125,283 

T TARTT  TTTITQ 

— 

LIABILITIES 


Assessments  collected  on  behalf  of  West 
Virginia  State  Medical  Association 


Properties,  Inc. — Note  B 

$ 20.047 

$ 11,402 

FUND  BALANCES 

Medical  scholarship 

117,235 

109,631 

Endowment 

4.250 

4,250 

121.485 

113,881 

$141,532 

$125,283 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


Revenues  collected: 

Dues 

Advertising 
Interest 
Contributions 
Refund  of  expenses 
Other  revenues,  including  grants  from 
Endowment  Fund:  1983 — $800: 

1982— $752 

Expenses  paid: 

Dues  remitted  to  AMA 
Salaries  and  wages 
Employee  benefits 
Taxes — payroll  and  other 
Office  rent 

Office  supplies  and  expenses 
Telephone  . 

Postage 

Travel 

Convention  speakers  and  supplies 
Publishing  and  printing 
Other  expenses 


EXCESS  OF  REVENUES  COLLECTED 
OVER  EXPENSES  PAID 


Years  Ended 
December  31 
1983  1982 


$800,134 

$793,435 

33.163 

30.606 

42.975 

50,268 

3,425 

2.775 

265 

460 

30,552 

20,132 

910,514 

897,676 

347,799 

330,705 

173,021 

162,293 

21.967 

20.867 

10.627 

9,796 

23,228 

19,328 

30,784 

38,668 

5,475 

4,998 

10,612 

10,346 

42,101 

44.450 

29,040 

28,735 

88,495 

94,224 

33,369 

24.585 

816,518 

788.995 

$ 93,996 

$108,681 

STATEMENTS  OF  CHANGES  IN  FUND  BALANCES 
ARISING  FROM  CASH  TRANSACTIONS— Note  A 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
Years  Ended  December  31,  1983  and  1982 


RESTRICTED  FUNDS 


Unrc- 

Medical 

Endow- 

Building 

stricted 

Scholar- 

ment 

Assess- 

Funds 

ship  Fund 

Fund  ment  Fund 

Balance.  January 
1.  1982 

Excess  of  revenues 

$254,845 

$ 96,396 

$4,250 

collected  over 
expenses  paid 

108,681 

Dues 

Repayment  of 

23,370 

scholarships 

4.200 

Interest  collected 
Scholarships  to 

9,165 

$1,366 

medical  students 
Dividends 
received 
Grant  to 

(23.500) 

752 

unrestricted 

funds 

(752) 

Amount  trans- 

ferable  to  W’est 
Virginia  State 
Medical  Asso- 
ciation Prop- 
erties, Inc. — 

Note  B 

Balance.  December 
31,  1982 

(1.366) 

363,526 

109.631 

4,250 

- 

Excess  of  revenues 

collected  over 
expenses  paid 

93.996 

Dues 

Repayment  of 

22,878 

scholarships 

1,900 

Interest  collected 
Commissions 

6.838 

1,237 

collected 

Scholarships 

9.908 

to  medical 
students 

(24,000) 

Refund  of 
dues 

Dividends  received 
Grant  to 

(12) 

800 

unrestricted 

funds 

(800) 

Architectural  fees  (2,500) 

Amount  transferable 
to  West  Virginia 
State  Medical 
Association 
Properties,  Inc. — 

Note  B (8,645) 

Balance.  December  — 

31.  1983  $457,522  $117,235  $4,250  $ - 


See  notes  to  financial  statements. 
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NOTES  TO  FINANCIAL  STATEMENTS 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31, 1983 

NOTE  A — PRESENTATION  OF  FINANCIAL  STATEMENTS 

The  financial  statements  are  presented  using  a modified  cash 
basis  of  accounting.  Under  this  basis  of  accounting,  certain 
revenues  other  than  members’  dues  collected  in  advance,  and 
the  related  assets  are  recognized  when  received  rather  than 
when  earned,  and  expenses  are  recognized  when  paid  rather 
than  when  the  obligation  is  incurred.  Members’  dues  collected 
in  advance  are  recognized  in  the  year  for  which  they  are 
assessed. 

Office  equipment,  which  is  not  material,  is  charged  to  ex- 
pense at  the  time  of  purchase. 

The  Association  has  designated  a special  assessment  fund 
to  be  used  for  professional  liability  education.  The  funds  are 
to  be  used  to  inform  physicians  about  current  and  potential 
problems  with  malpractice  insurance  and  are  accounted  for 
as  unrestricted  funds. 

The  Association  provides  scholarships  to  students  attending 
Schools  of  Medicine  at  West  Virginia  and  Marshall  Uni- 
versities for  the  purpose  of  defraying  expenses  incurred  by 
such  students.  Under  certain  conditions,  as  set  forth  in  the 
scholarship  agreements,  the  scholarships  are  repayable  to 
the  Association  in  whole  or  in  part.  Scholarships  to  students 
and  repayments  are  recorded  as  decreases  and  increases, 
respectively,  in  the  Medical  Scholarship  Fund. 

NOTE  B — RELATED  PARTIES 

West  Virginia  State  Medical  Association  Properties,  Inc. 
(■’Properties”)  was  formed  during  1980  to  acquire  land  and 
construct  an  office  building  for  the  Association.  The  accounts 
of  Properties  have  not  been  consolidated  in  the  accompanying 
financial  statements. 

The  Association  collected  assessments  on  behalf  of  Proper- 
ties during  1982  and  also  loaned  Properties  $25,000  in  1982 
from  the  general  fund  at  a stated  interest  rate  of  15%. 
During  1983  and  1982,  no  interest  has  been  paid  to  the 
Association.  The  Association  is  committed  to  loan  Properties 
an  additional  $75,000.  subject  to  the  money  being  available. 
The  loan  is  callable  should  the  Association  need  those  funds 
for  operating  purposes. 


PHYSICIAN  DIRECTOR 
OF 

EMERGENCY  SERVICES 
★ 


St.  Margaret  Memorial  Hospital,  a new 
267  be(j  teaching  hospital,  is  seeking 
a Boarij  certifieid  or  Board  eligible 
Physician  Director  of  Emergency 
Services.  Past  emergency  services 
director  experience  desired.  Chal- 
lenging position  offers  excellent  bene- 
fits and  salary.  Please  send  curri- 
culum vitae  to  Executive  Director,  St. 
Margaret  Memorial  Hospital,  815 
Freeport  Road,  Pittsburgh,  PA  15215. 


OBITUARIES — Continued 

uator  for  the  Joint  Commission  on  Accreditation 
of  Hospitals  until  his  retirement  in  1978. 

Survivors  include  the  widow;  four  daughters, 
Anne  Corinne  Perkins  of  Bowie,  Maryland; 
Cynthia  Olive  Rush  of  Madrid,  Spain;  Elizabeth 
Bowman  Fornell  of  Harrison,  Tennessee,  and 
Katherine  Lee  Gerwig  of  Los  Angeles,  and  one 
son,  Robert  B.  Gerwig  of  Seattle,  Washington. 

* « * 

MARVIN  R.  HOUCK,  M.  D. 

Dr.  Marvin  R.  Houck  of  Carbon  ( Kanawha 
County  I died  on  June  9 in  a Charleston  hospital. 

Doctor  Houck,  a family  physician,  had  been 
a physician  for  Carbon  Fuel  Company  (with 
mines  now  owned  by  U.  S.  Steel  Mining  Com- 
pany I since  1940,  and  also  maintained  a private 
practice.  He  also  was  physician  lor  American 
Electric  Power’s  Glasgow  facility.  Consolidated 
Gas  Company,  and  the  Chessie  System. 

He  was  awarded  a certificate  of  appreciation 
for  three  years  of  service  without  compensation 
from  President  Franklin  D.  Roosevelt,  and  the 
Selective  Service  Medal  from  President  Harry  S. 
Truman  for  loyal  and  faithful  adherence  to  duty 
given  voluntarily  without  compensation. 

Doctor  Houck,  a native  of  Lewisburg,  was 
graduated  from  West  Virginia  University,  and 
received  his  M.  D.  degree  in  1936  from  the  Med- 
ical College  of  Virginia.  He  interned  at  St. 
Luke’s  Hospital  in  Richmond,  Virginia. 

He  was  an  honorary  member  of  the  Kanawha 
Medical  Society,  West  Virginia  State  Medical 
Association  and  American  Medical  Association, 
and  a member  of  the  West  Virginia  Chapter, 
American  Academy  of  Family  Physicians;  West 
Virginia  and  American  lung  associations,  and  the 
Medical  Society  of  Virginia. 

Survivors  include  the  widow;  three  daughters, 
Mrs.  Carolyn  L.  Henry  of  Hampton,  Virginia; 
Mrs.  Mary  T.  Bivens  of  Roanoke,  Virginia,  and 
Mrs.  Nancy  E.  Hill  of  Charleston,  and  one  sister, 
-Mrs.  Eloise  W allace  of  Sam  Black  Church. 


FAMILY  PRACTITIONER 

127  bed  JCAH  accredited  hospital  nestled  in  the 
hills  of  a scenic  area  of  West  Virginia,  seeks  a 
board  certified/eligible  family  practitioner  to  join  ex- 
isting group  or  established  solo  practice.  Hospital 
located  within  30  minutes  of  both  a major  teaching 
hospital  and  a beautiful  lake.  Twenty-four  hour 
emergency  room  coverage  already  set-up.  Interest 
in  OB  strongly  desired.  Excellent  outdoor  recrea- 
tional facilities  (hiking,  camping,  kayaking,  canoeing, 
rafting,  fishing,  hunting,  boating).  Good  school  sys- 
tem— excellent  place  to  raise  a family.  For  addi- 
tional information,  contact  Dan  Olphie,  HCA,  PO 
Box  1575,  Nashville,  TN  37202  or  call  toll  free  1-800- 
251-1537  (in  TN  1-800-322-1501). 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package™  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J 1 

frUataLieneral 


EISCHF"  Soslans,  hs. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding.  J.  MD.  Medical  Oiector 
Thomas  Pinman,  M PH , ATministrator 
A Blue  Cross  Memder  Hospital 

Acoedited  By  The  Joint  Commisson  On  Acoeditaton  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 


FACT: 


MAJOR  TAX  REFORM  MANDATES  THAT  EVERY  PENSION 
PLAN  IN  THE  COUNTRY  MUST  BE  REVIEWED  IN  1984. 


FALLACY: 


ANYONE  CAN  PERFORM  THE  REVIEWS. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  handle  rollover  IRA’s  and  self- 
directed  accounts  for  IRA’s,  as  well  as  service  SEP’s  and  ESOP’s.  In 
addition,  they  can  make  available  to  you: 

* 401  (K)  PLANS 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 

The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 


OThe  National 

Bank  of  Commerce 


Setting  the  pace 
for  your  better  tomorrows. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  0.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY  E.E.N.T. 

Milton  J.  Lilly,  Jr.,  M.D.  John  A.  B.  Holt,  M.D. 

Robert  E.  O’Connor,  M.D. 

Moseley  H.  Winkler,  M.D. 

Samuel  A.  Strickland,  M.D. 

(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 

HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO.'  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M,)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone;  346-0676 


McLAIN  SURGICAl  SUPPLY,  INC. 

"Our  126th  Year” 

Ar 

Rent  the  Mallenckrodt  Blood  Analyzer, 
Cell  Counter  & Flame  Photometer 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


EMERGENCY  PHYSICIANS  WANTED 

Aggressive  full-time  Emergency  Physi- 
cians sought  for  community  hospital  with 
academic  affiliation  and  monthly  resident 
rotations.  Clinical  appointment  at  medical 
school  offered  and  active  participation  in 
Section  of  Emergency  Medicine  at  Medical 
School  encouraged.  Davis  Memorial  Hos- 
pital has  112  beds  and  a service  area  of 
200,000.  Elkins,  West  Virginia  is  a progres- 
sive college  community  situated  on  the 
beautiful  western  slopes  of  the  Allegheny 
Mountains  with  outstanding  recreational 
opportunities  including  four  major  ski 
resorts  within  forty  minutes.  Residency 
trained,  board  eligible,  ACLS/ATLS  certi- 
fied physicians  preferred.  Highly  compet- 
itive compensation  with  liberal  benefit 
package.  Davis  Memorial  Hospital  is  an 
Equal  Opportunity  Employer. 

Contact 

West  Virginia  Health  Care  Cooperative, 

Box  4414,  Star  City,  West  Virginia  26504 


Phychiatrists 

Board  Certified  or  currently  eligible.  Hunting- 
ton  State  Hospital  serves  acute  and  chronic 
in  patients  and  is  a Civil  Service,  EEC  em- 
ployer. Respects  experience  and  training. 
Salary  negotiable.  Qualified  applicants  eligible 
for  a clinical  appointment  with  Marshall  Uni- 
versity School  of  Medicine. 

Dr.  R.  R.  Watson 
Clinical  Director 
P.  O.  Drawer  448 
Huntington,  West  Virginia  25709 
(304)  525-7801 


July,  1984,  Vol.  80,  No.  7 


XXV 


JULY  ADVERTISERS 


Chapman  Printing  Company  xxv 

Charleston  Data  Systems  iv 

Ciba-Geigy  Laboratories 

Pharmaceuticals  Division  ix,  xix 

CompHealth  xix 

Elcomp  Systems,  Inc.  xxii 

Eye  & Ear  Clinic  of  Charleston,  Inc.,  The  xxiv 

Eye,  Ear,  Nose  & Throat  Physicians  & 

Surgeons  of  Charleston.  Inc.  xxiv 

Greenbrier  Physicians,  Inc.  xviii 

Harding  Hospital.  The  xxiii 

Harvey  Shreve  Eord,  Inc.  xi 

Highland  Hospital  xxvi 

Hospital  Corporation  of  America  xxi 

Huntington  State  Hospital  xxv 

Insurance  Corporation  of  America  xix 

Kanawha  \ alley  Bank,  NA  x 

Lilly,  Eli,  and  Company  ii 


McDonough  Caperton  Shepherd 
Association  Group 

vii,  xvii 

McLain  Surgical  Supply,  Inc. 

xxv 

Myers  Clinic,  The 

viii 

National  Bank  of  Commerce,  The 

xxiii 

Pfizer  Laboratories 

Division  of  Pfizer,  Inc. 

viii.  Insert 

Roche  Laboratories  Inside  Back  Cover, 

Back  Cover 

Saint  Albans  Psychiatric  Hospital 

vi 

.St.  Margaret  Memorial  Hospital 

xxi 

Saint  Mary’s  Hospital 

viii 

Tag  Galyean  Chevrolet,  Inc. 

iii 

Upjohn  Company,  The 

Insert 

U.  S.  Army  Reserve 

XV 

West  Virginia  Health  Care  Cooperative  xxv 

Wheeling  Clinic,  The 

ix 

Wyeth  Laboratories 

Insert 

HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
925-0693  rnaintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unii.  cacn  program  oners; 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane®  m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann  La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  Z4/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:I039-l041,  Sep  15,  1978.  6.  Kales  A elal:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  JAm  Cer/atrSoc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  iSth  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file.  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane®  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  lor  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCI /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued."'^ 


15-mg/30-mg  capsules 


RnCHF  ^ Roche  Products  Inc. 

' Manati,  Puerto  Rico  00701 

Copynght  © 1984  by  Roche  Products  Inc.  All  nghls  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Convention  Issue 


M.  D. 


Number  8 
August  1984  M 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary  Consult  ttie  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumomee (Diplococcus  pneumoniae).  Haemophilus 
influeniae.  andS  pyogenes  (group  A beia-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Cecior 
Contraindication  Cedor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Cecior.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions — If  an  allergic  reaction  to  Cecior 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cecior  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  aniiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs’  lest  may 
be  due  to  the  drug 

Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Cecior.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Omitesl*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy — Pregnancy  Category  fi— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Cecior  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers — Small  amounts  of  Cedor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18. 0 20. 0 21.  and  0 16  mcg/ml  at  two.  three, 
four,  and  live  hours  respectively  Trace  amounts  were  delected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Cecior.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Cecior.^ 


Cefaclor 

Puivules®,  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Cecior*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritiS' arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cecior 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  (/ncer/arn— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

F/epaf/c —Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  m infants  and  young  children 
(1  in  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R1 

* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae* 

Note  Cecior  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  intections.  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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To  automotive  engineers  cona^rned  witit 
perfonnance,  the  air  we  breathe  isn't  fit  lor 
combustion  engines. 

It's  too  thin. 

So  turlxKharging  was  developed  to  cre- 
ate a denser  air  fuel  mixture,  which  in  turn 
created  more  power. 

But  now  there's  something  even  more 
powerful;  the  new  Volvo  Interccwled  Turbo. 
And  what  it  does  is  make  tfie  airTuel  mix- 
ture even  denser  by  cooling  the  air  in  the 
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The  re'sult?  An  unbelievable  24%  increase 
in  horsepower  that  delivers  0-55  in  0.8  seconds. 

See  us  today  for  full  details  on  how  easy  it 
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Volvo  Turtx). 
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We  promise 
you'll  laive  even 
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Professional 

Liability  Insurance  /({f  f ]| 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 
its  endorsed  program  to  you  for . . . 
your  most  considered  review  and 
attention.’’ 

Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professional  Liability  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Insurance 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable.  . Professionally  competent 


Corporate  Headquarters  One  Hillcrest  Drive.  East.  P O Box  3186.  Charleston.  WV  25332  Telephone  (304)  346-061 1 
With  offices  in  Beckley.  Charleston.  Fairmont.  Parkersburg,  Wheeling 

CALL  TOLL  FREE  1-800-642-3088 


WHY  SETTLE  FOR 
A LITTLE  BROKERAGE  ADVICE 
WHEN  YOU  CAN  OWN  THE 
WHOLE  WORLD  OF  FINANCE. 


With  Kanawha  Valley  Bank's  exclusive  CAIN  System,  you 
can  have  a complete  range  of  financial  services  under  your 
direction.  Cash  management.  Lending.  Asset  management. 
Financial  analysis.  Tax  planning.  Real  estate  management. 
Trust  and  financial  specialties,  and  more.  Money  market 
accounts  with  associated  credit  lines,  easily  accessible 
through  ourautomatic  teller  system.  Coordination  of  your 
tax  records.  Securities  management  with  objective  invest- 
ment advice.  Even  preferred  estate  management  services. 

GAIN  LETS  YOU  REVIEW 
YOUR  TOTAL 
FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System®  automatically  presents  you  with  a 
comprehensive  monthly  statement,  easy-to-read,  with  bal- 
ance and  transactions,  for  your  securities,  checking  account 
and  loans.  Additionally,  you'll  receive  an  annual  tax  letter, 
with  full  summary. 

GAIN  IS  PERSONAL. 

GAIN  is  tailored  just  for  you.  by  Kanawha  Valley  Bank 
professionals  with  the  investment  objectivity,  perspective, 
knowledge,  resources  and  services  of  West  Virginia's  leading 
bank.  It's  personal.  And  completely  confidential. 

GAIN  BEGINS  WITH  THE  END  RESULT 
YOUROB)ECTIVES. 


most  effective  action,  unify  your  long-range  planning 
according  to  your  objectives,  and  then  access  the  many 
GAIN  services  available  to  build  you  a personal  program  that 
fits  your  needs  and  expectations. 

GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 

Because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work. 

THE  GAIN  SYSTEM®.  IT  KEEPS  YOU  FROM 
BEING  OVERCOME  WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial 
services,  call  |ohn  Ziebold  (304)  348-09  I 9 or  Don 
Santee  (304)  348-738  I . You'll  have  all  you  need,  including 
discount  brokerage. 


CALL  NOW 

l-304-348-00l9or  1.304-348-7381 
Yes.  I would  like  to  know  more  about  how  CAIN  can  help  me  manage 
my  assets  Please  send  me  more  information. 


HOM£ 

PHONE(  )_ 


BUSINESS 
- PHONE  ( )- 


Analysis  is  the  cornerstone  of  any  successful  financial 
plan.  Kanawha  Valley  Bank,  through  a GAIN  System  option, 
offers  you  a comprehensive,  objective  analysis  that  helps 
make  planning  effective. 

If  you  elect  this  option,  we  can  give  you  a total  perspec- 
tive of  your  financial  situation,  analyze  each  area  for  the 
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Roche  salutes 

the  history  ot  West  Virginia  medicine 


I Hh  HKb \b\A\b 

INSTITUTION  WEST 
OF  THE  ALLEGHENIES 


Mental  health  care  in  West  Virginia  began  in  1858— 
before  statehood — when  the  Virginia  Assembly 
authorized  construction  of  the  first  public  institution 
west  of  fhe  Alleghenies,  af  Wesfon. ' 

Completed  by  West  Virginia,  it  opened  in  1864  os 
the  Trons-Allegheny  Lunatic  Asylum,  consisting  of  three 
one-story  buildings  housing  nine  patients.  The  asylum 
was  virtually  the  only  tangible  property  West  Virginia 
hod  to  show  for  its  shore  of  the  disputed  Virginia  debt 
of  more  than  13  million  dollars  of  the  end  of  the  War 
Between  the  States. ' 


supplied  the  institution's  kitchen.'  To  this  day,  Weston 
Hospital,  os  it  is  now  known,  maintains  its  own 
laundry,  plumbing,  maintenance  and  repair  shops  on 
spacious  grounds.2 

More  important,  it  has  served — and  continues  to 
serve— the  mental  health  requirements  of  the  people 
of  West  Virginia  with  the  most  advanced  skills  and 
sciences.  In  1957,  Weston  reached  o remarkable 
capacity  of  2300  patients^— o tor  cry  from  the  original 
nine — o tribute  to  the  growth  of  this  historically 
significant  hospital. 


Copyright  © 1984  by  Roche  Products  Inc  All  rights  reserved 


A self-sufficient  institution 


By  1880,  the  main  building  hod  grown  to  nine  acres 
ot  floor  space— 0 handsome  gray  stone  structure  said 
to  be  the  largest  hand-cut  stone  building  in  the 
country.  Planned  to  be  os  self-sufficient  os  possible, 
the  main  building  was  set  on  o 350-ocre  form  that 


References:  1.  Writers'  Progrom  West  Virginia  A Guide  to  the  Mountain  State 
New  York,  Oxford  University  Press,  1956,  p 363  2.  Data  on  file,  Hoffmann- 
La  Roche  Inc , Nutley,  NJ 


When  the  history  reveals 
mixed  depression  and  anxiety.. 


For  the  estimated  70  percent  of  nonpsychotic  depressed  patients  who  ore 
also  anxious/  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  of 
depression,  and  the  effects  of  Librium®  (chlordiazepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  a better  choice  tor  these 
patients  than  dual  agents  that  contain  a phenothiazine,  a class  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study,^  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy; 

□ Headache — 79% 

□ Early  insomnia — 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety  In  Psychopharmacology  in  the  Practice  of  Medicine,  edited  by  Jarvik  ME,  New 
York,  Appleton-Century-Crofts,  1977,  p.316  2.  Feighner  JP  e/o/'  Psychopharmacology  61  2M-229,  Mar  1979.  3.  Data  on  tile, 
Hoffmann-La  Roche  Inc , Nutley,  NJ 


In  moderate  depression  and  anxiety 


Umbitnol 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  cnloraiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  Tablets  Qv  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of 

which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Controindicotlons:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  ond 
deaths  have  occurred  with  concomitant  use;  then  initiate  cautiously  groduolly  increas- 
ing dosoge  until  optimal  response  is  achieved  Ccntraindicated  during  acute  recavery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  gloucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolangation  of  conduction  time  reported  with 
use  of  tricyclic  ontidepressonts,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , aperating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Increosed  risk  of  congenital 
malformations  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy,  advise  patients  to  discuss  therapy  If  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely  use  caution  in  administering  Limbitrol  to  oddiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptams  [including  convulsions]  similar  to  those  of  borbiturate  withdrawal  far 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  ih  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  at  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxio,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
contusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethorgy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycordia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  at  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
puro,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Tesficulor  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  femole,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinory  frequency, 
mydriosis,  joundice,  alopecia,  porotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  Information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  seventy  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
doily  dose  may  be  token  at  bedtime  Single  h.s  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  tour  tablets  daily  in  divided  doses,  increased 
up  to  SIX  tablets  or  decreased  to  two  tablets  dally  as  required  Limbitrol  5-12  5,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide 
and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt)— bottles  of  100  and  500,  Tel-E-Dose"'  packages  of  100,  Prescription 
Paks  of  50 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

Internal  Medicine, 

Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology;  Pathology: 

Halberto  G,  Cruz,  M.  D.  Fulvio  Franyutfi,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 

J.  B.  Asfik,  M.  D. 
Pediatrics; 

E.  G.  Krieder,  M.  D. 

Contact:  E.  G. 
Telephone;  (( 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S 
Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jucket,  M.  D. 

Kreider,  M.  D. 

!04)  457-2800 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 
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The  Acquired  Immune  Deficiency  Syndrome 
In  West  Virginia:  An  'Imported'  Disease 


JACK  M.  BERXSTELX,  M.  D. 

DUAXE  D.  WEBB,  M.  D. 

ROBERT  B.  BELSHE,  M.  D. 

Department  of  Medicine,  Marshall  University  School  of 
Medicine,  Huntington,  West  Virginia 


The  acquired  immune  deficiency  syndrome 
(AIDS)  has  not  been  previously  reported  in  West 
Virginia.  Two  persons  with  .11 DS  were  diagnos- 
ed in  Huntington;  both  are  believed  to  have  ac- 
quired their  disease  in  other  states.  The  clinical 
presentation,  epidemiologic  history  and  infec- 
tious complications  were  typical  for  other  pa- 
tients with  /UDS. 

-llthough  these  patients  are  believed  to  have 
contracted  .UDS  elsewhere,  IFest  Virginia  phy- 
sicians should  be  alert  for  this  disease  since 
populations  at  risk  for  UDS  are  highly  mobile, 
and  additional  cases  may  be  found  in  West  Vir- 
ginia. 

Acquired  Immune  Deficiency  Syndrome 
I AIDS  I is  a recently  described  disease  com- 
plex in  which  affected  persons  exhibit  impaired 
T-cell  mediated  immunity  and  frequently  become 
infected  with  opportunistic  organisms.  As  recent- 
ly as  January,  1981.  the  Centers  for  Disease  Con- 
trol ( CDC  I continued  to  list  West  \ irginia  as 
one  of  the  few  states  in  which  AIDS  had  not  been 
acquired.  The  following  two  cases  represent  the 
first  cases  of  AIDS  seen  in  \^"est  \ irginia;  since 
these  two  cases  of  AIDS  are  believed  to  have 
been  acquired  outside  West  Virginia,  the  patients 
are  found  among  the  cases  listed  by  other  states 
on  the  CDC  epidemiology  majis.  West  Virginia 
physicians  should  he  alert  for  AIDS  since  the 
pojnilations  at  risk  are  highly  mobile. 


Case  Histories 

Case  1 : 

Patient  No.  1 was  a 47-year-old.  homosexual, 
white  male  who  was  admitted  to  a hospital  in 
Huntington  for  evaluation  of  a four-month  his- 
tory of  fever  and  weight  loss.  He  had  previously 
resided  in  Los  Angeles.  California,  and  had  only 
recently  moved  hack  to  Vi  est  \ irginia.  Over  the 
previous  six  months,  while  living  in  Los  Angeles, 
bed  had  noted  daily  spiking  fevers,  night  sweats, 
anorexia,  weight  loss  and  a chronic,  non-produc- 
tive cough.  He  admitted  to  intravenous  drug 
ahuse.  especially  cocaine.  He  did  not  use  amyl 
nitrate.  He  had  had  only  one  sexual  jiartner  re- 
cently. 

Physical  examination  at  the  time  of  admission 
disclosed  a thin,  cachectic  man  who  ajipeared 
chronically  ill.  His  vital  signs  were  unremarkable 
exce])t  for  a temperature  of  101. 8F.  orally.  His 
sclerae  were  slightly  icteric.  His  cardiac  and  ab- 
dominal examinations  were  within  normal  limits. 
Pulmonary  examination  revealed  occasional  fine 
rales.  The  neurological  examination  was  normal. 
.\  chest  x-ray  on  admission  showed  bilateral,  dif- 
fuse. micronodular  infiltrates  I Figure  1 I.  Hema- 
tological evaluation  revealed:  BC  4.700  cu. 

mm.  with  6.5  [ler  cent  neutrophils  and  three  per 
cent  hand  forms.  He  had  hypergammaglobuline- 
mia with  increased  IgG  and  IgM. 

Arterial  hlood  gases  revealed  moderate  hy- 
poxia with  a p02  of  52.  The  jiatient  was  suspect- 
ed to  have  Pneumocystis  carinii  pneumonia  and 
was  started  on  cotrimoxazole  therapy  on  the  fifth 
hospital  day.  A transhronchial  lung  biopsy  W'as 
performed  which  showed  cyst  forms  of  P.  carinii 
within  the  jiatient’s  alveoli.  On  the  11th  hospital 
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day  he  developed  a severe  maculo-papular  rash. 
CXR  showed  no  improvement.  The  patient  was 
presumed  to  have  failed  on  cotrimoxazole  therapy 
and  was  switched  to  pentamidine  isoethionate 
(dmg  'kg  'day  IM).  The  patient’s  fever  resolved 
and  serial  chest  x-ray  examinations  showed  im- 
provement in  the  interstitial  infiltrates. 

On  Day  12  of  pentamidine  therapy,  the  patient 
had  a fever  spike  to  10  IF.  Physical  examination 
at  that  time  revealed  mental  status  changes  and 
the  presence  of  bilateral  Babinski  signs.  A com- 
puterized tomographic  examination  of  his  brain 
revealed  a 6x8-cm  area,  consistent  with  a brain 
abscess,  located  near  the  left  internal  capsule 
I Figure  2).  After  consultation  with  the  Centers 
for  Disease  Control,  j)yrimethamine  and  sulfadi- 
azine therapy  was  initiated  for  treatment  of  a 


Figure  1.  PA  chest  radiograph  demonstrating  a 
diffuse  alveolar-interstitial  infiltrate. 


Figure  2.  Computerized  tomographic  scan  dem- 
onstrating an  area  of  decreased  attenuation  near  the 
left  internal  capsule  (unenhanced  study). 


suspected  Toxoplasma  gondii  brain  abscess.  A 
brain  biopsy  revealed  toxoplasma-like  cysts  with 
tachyzoite  forms.  Several  days  into  his  course  of 
antitoxoplasma  chemotherapy,  the  patient  once 
again  developed  a severe  maculopapular  skin 
rash.  Severe  sulfa-induced  cutaneous  hypersensi- 
tivity was  suspected.  Sulfadiazine  was  stopped 
and  clindamycin  thera})y,  which  has  been  shown 
to  he  efficacious  in  murine  toxoplasmosis,  was 
initiated.  The  }>atient  gradually  improved  over 
the  following  several  weeks. 

Over  the  next  eight  months  the  patient  had 
several  episodes  of  bacteremia  with  gram  positive 
and  gram  negative  organisms.  These  were  all 
successfully  treated  with  antibiotics.  Viral  cul- 
tures of  urine  and  sputum  were  negative.  He  had 
a gradual  downhill  course  in  his  remaining  weeks 
of  life.  The  patient  died  of  a mixed  bacterial 
pneumonia  in  early  February,  1983.  approxi- 
mately 10  montbs  after  having  been  diagnosed  as 
having  AIDS.  Autopsy  demonstrated  cystic  de- 
generation of  areas  of  his  brain,  consistent  with 
his  toxoplasma  infection. 

Case  2 : 

Patient  No.  2 is  a 29-year-old  black,  male 
homosexual  who  was  hospitalized  in  New'  ^ork 
City  in  late  1981  for  an  illness  characterized  by 
weakness,  weight  loss,  right  lower  quadrant  pain, 
Candida  albicans  esophagitis  and  abnormal  liver 
function  tests.  T-cell  function  studies  done  at 
that  time  revealed  an  inversion  in  the  ratio  of 
T-hel})er  to  T-suppressor  cells.  After  moving 
back  to  West  Virginia,  in  the  summer  of  1982,  he 
was  admitted  to  a Huntington  hospital  for  the 
treatment  of  severe  Candida  esophagitis.  Initial 
evaluation  revealed  a wasted,  chronically  ill  black 
male  who  couldn’t  leave  his  bed  because  of  weak- 
ness. Physical  examination  revealed  right  lower 
quadrant  tenderness.  Laboratory  tests  revealed 
anemia  and  abnormal  liver  function  tests.  An 
esophagoscopy  revealed  changes  consistent  with 
Candida  esophagitis.  Hy|)eralimentation.  in  addi- 
tion to  amphotericin  B therapy,  was  initiated. 

Over  the  next  several  weeks,  little  improve- 
ment was  seen  in  his  Candida  esophagitis.  He 
continued  to  complain  of  RLQ  pain.  A liver 
biopsy  was  performed  which  did  not  reveal  the 
cause  of  his  abnormal  liver  function  tests.  A 
barium  enema  examination  showed  a narrowing 
in  the  region  of  the  cecum.  Perianal  Herpes 
sinq)lex  virus  infection  developed.  Treatment 
with  topical  acyclovir  ointment  resulted  in  grad- 
ual resolution  of  the  lesions.  T rine  and  sputum 
viral  cultures  grew  cytomegalovirus. 
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He  remained  in  poor  condition  and  became 
increasingly  short  of  breath.  A chest  x-ray  show- 
ed bilateral  alveolar-interstitial  infiltrates.  The 
patient  was  started  on  cotrimoxazole.  Wright 
stains  of  touch  preps  of  pulmonary  tissue  obtain- 
ed during  open  lung  biopsy  confirmed  the  diag- 
nosis of  P.  carinii  pneumonia.  In  spite  of  vig- 
orous therapy  he  continued  to  deteriorate,  and 
died  several  days  later.  Postmortem  examination 
revealed  that  death  was  due  to  perforation  of  the 
cecum.  Intranuclear  inclusions  were  seen  in  the 
bowel  mucosa  and  adrenal  glands  and  suggested 
the  possibility  of  cytomegalovirus  infection  in 
these  unusual  sites. 

Discussion 

AIDS  has  only  been  recognized  as  a distinct 
clinical  syndrome  in  the  last  three  years.  Affect- 
ed persons  are  usually  male  homosexuals,  al- 
though cases  involving  hemophiliacs,  intrave- 
nous drug  abusers,  prison  inmates  and  sexual 
contacts  of  persons  with  the  disease  also  have 
been  reported.  Patients  initially  present  with 


TABLE 

Infectiors  Commonly  Associated  With  AIDS 


Infecting  Agent 

Clinical  Syndrome 

Treatment 

Viruses 

Herpes  simplex 

progressive 

cutaneous 

disease 

Acyclovir 

Cytomegalovirus 

Fungi 

Disseminated 

disease, 

vasculitis, 

esophagitis 

None 

Candida  albicans 

Thrush, 

Miconazole, 

esophagitis 

•5-flucytosine, 
amphotericin  B 

CrN'ptococcus 

Meningitis, 

-Amphotericin  + 

neoformans 

Mycobacteria 

disseminated 

disease 

•5-fluc\tosine 

Mvcobacteriimi 

Pulmonarx' 

Isoniazid. 

tuberculosis 

tuberculosis. 

rifampin. 

disseminated 

disease 

ethambutal 

M.  aviimT- 

Pulmonarv/ 

Multiple  anti- 

intracellulare 

disseminated 

tuberculous 

Protozoa 

disease 

drugs 

Pneumocystis 

Pneumonia 

Trimethoprim- 

carinii 

sulfa. 

pentamidine 

Toxoplasma 

Central  nervous 

Pxrimethamine  + 

gondii 

system 

toxoplasmosis 

sulfadiazine 

Giardia  lamblia 

Diarrhea, 

.Atabrine, 

malabsorption 

metronidazole 

Isospora  belli 

Coccidiosis, 

diarrhea 

None 

Entamoeba 

histolytica 

.■\moebiasis 

Metronidazole 

weight  loss  and  other  generalized  somatic  com- 
plaints. including  fever. 

There  is  no  specific  test  which  will  identify 
a person  as  having  AIDS.  The  total  number  of 
lymphocytes,  as  well  as  the  proportion  of  T and 
B cells,  is  within  the  normal  range  although  the 
ratio  of  T-helper  I T-h  I to  T-suppressor  (T-s) 
cells  is  abnormal.  Normal  persons  have  a T-h  to 
T-s  ratio  of  approximately  two  whereas  patients 
with  AIDS  have  a ratio  of  <0.5.  “Healthy”  ho- 
mosexuals and  patients  with  pre-AIDS  syndromes 
such  as  hyperplastic  lymphadenopathy  may  have 
intermediate  ratios.'^  Functionally,  the  lym- 
phocytes of  patients  with  AIDS  are  abnormal  as 
reflected  by  depressed  proliferative  responses  to 
mitogens  such  as  pokeweed  mitogen  and  con- 
canavalin  A.-'^  Retroviruses  (human  T cell 
leukemia  virus-like ) have  been  implicated  in 
causing  the  immune  suppression.''* 

AIDS  patients  suffer  from  infections  due  to 
pathogens  which  have  a predilection  for  persons 
with  impaired  cellular  immunity.  The  infecting 
agents  include  protozoa  (P  carinii  and  Toxo- 
plasma gondii),  viruses  ( HSV  and  CMV  ),  fungi 
( Crxptococcus  neoformans  and  Candida  albi- 
cans) and  mycobacteria  (Mycobacterium  tuber- 
culosis and  M.  avium-intracellulare ) . Interesting- 
ly. patients  with  AIDS  have  an  increased  in- 
cidence of  rash  associated  with  the  treatment  of 
P.  carinii  with  sulfa-trimethoprim,  as  did  our 
patient.'^  This  may  necessitate  the  use  of  pen- 
tamidine to  treat  the  infection  adequately.  Or- 
ganisms which  infect  patients  with  AIDS,  and  the 
clinical  syndromes  associated  with  these  infec- 
tions and  their  treatment  are  listed  in  the  Table. 

AIDS  may  he  seen  in  any  part  of  the  country 
or  world.  Persons  who  require  transfusions  are 
also  at  risk  of  contracting  the  disease  from  blood 
or  blood  products.'®  The  major  risk  of  blood- 
product-related  AIDS  is  from  factor  VHI  con- 
centrate: as  such,  the  Red  Cross  has  proposed 
voluntary  restrictions  on  accepting  blood  from 
|)ersons  in  high-risk  groups  for  AIDS.  The  risk 
of  contracting  AIDS  by  casual  contact  is  low. 
No  cases  of  AIDS  have  been  reported  in  medical 
personnel.  Treatment  of  patients  with  AIDS 
should  he  directed  at  the  opportunistic  infections 
which  the  patients  contract.  At  the  present  time. 
si)ecific  therapy  for  the  underlying  immunologic 
disorder  is  not  available. 

Physicians  in  est  \ irginia  should  he  alert  to 
the  possibility  of  AIDS  even  though  the  CDC 
e])i(lemiology  maps  indicate  that  the  state  is 
free  of  AIDS.  These  imported  cases  were  diag- 
nosed after  they  moved  to  West  Virginia  hut 
clearlv  were  acquired  elsewhere. 
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Using  filtered  light,  an  experimental  model 
for  a new  technique  in  fiberoptic  endoscopy, 
fluorescein  angioscopy,  is  presented  for  the  de- 
tection of  sites  of  gastrointestinal  hemorrhage. 

'^His  paper  presents  an  experimental  model  for 
a new  technique  in  gastrointestinal  endos- 
copy— fluorescein  angioscopy — for  the  detection 
of  gastrointestinal  hemorrhage.  The  routine  use 
of  sodium  fluorescein  injection  studies  in  the 
assessment  of  ocular  vascular  diseases,  and  the 
use  of  fluorescent  dye  injections  in  related  fields 
have  set  the  precedent  for  the  introduction  of  this 
technique. 

Sodium  fluorescein  has  been  used  in  the  ad- 
junctive surgery  of  the  biliary  tree^  and  CNS.^ 
Its  clinical  pharmacology^  and  optical  properties'’ 
are  well  described.  Since  the  initial  reports  of 
MacLean  and  Maumenee^’^  of  sodium  fluorescein 
angioscopy  and  sodium  fluorescein  angiography 
by  Novotny  and  Alvis,'’®  these  techniques  have 
achieved  wide  application  in  the  study  of  ocular 
vascular  diseases.  The  first  utilization  of  “fluores- 
cent endoscopy”  using  hematoporphyrin  deriva- 
tive by  Lipson  et  al.'^  for  the  detection  of  car- 
cinoma of  tlie  bronchus  or  esophagus  has  been 
followed  by  the  development  of  clinically  applic- 
able techniques  for  the  detection  of  in  situ  bron- 
chogenic carcinoma  using  flexible  bronchofiber- 
scopes  and  appropriate  optical  filtration  sys- 
tems. 

This  study  utilized  a cobalt  blue  filter  to  pro- 
vide excitation  of  injected  sodium  fluorescein  dye 
and.  at  the  endoscope  viewing  end.  a barrier  filter 
so  that  only  fluorescence  would  be  photographed. 
The  experimental  model  is  described  with  a de- 
scrij)tion  of  the  methodology  used. 

Materials  and  Methods 

The  equipment  utilized  for  this  study  in  the 
endoscopy  unit  at  Akron  I Ohio  I City  Hospital 
consisted  of  the  Olympus  gastroscopes.  colono- 
scoj)es  and  Olympus  CLV  light  source  with  a 


Varian  VTX-300-watt  xenon  arc  lamp.  The  Fig- 
ure illustrates  the  clinical  setting,  with  light 
source,  xenon  arc  lamp,  a rotating  disc  with 
apertures  in  which  filters  are  placed  in  the  ma- 
chine between  the  lamp  and  the  output  to  the 
fiber  bundle.  The  exciting  filter  a Hoya  B-440 
cohalt  blue  filter  at  2.0  mm  thickness,  is  placed 
in  the  machine  as  indicated.  The  barrier  filter, 
a Hoya  Y-50  at  2. .5  mm  thickness,  is  taped  inside 
the  bayonet  mounting  on  an  Olympus  OMI 
camera. 

Using  dilutions  of  sodium  fluorescein  in  whole 
heparinized  human  blood,  we  developed  an  in 
vitro  model  for  flexible  fiberoptic  gastrointestinal 
endoscopes  after  the  methods  of  Kinsey  et  al.^~ 
and  Flower.'^  with  fluorescence  observed.  Sub- 
sequently. we  tried  the  method  as  described  in 
the  case  report. 

Results  were  assessed  photographically  with  a 
Olympus  OMI  Camera  using  Kodak  Ektachrome 
film  with  an  ASA  rating  of  160  when  the  barrier 
filter  was  not  used,  and  with  an  ASA  rating  of 
400.  force  developed  to  an  ASA  rating  of  800 
when  the  harrier  filter  was  used.  The  clinical 
opinion  of  the  endoscopist  was  also  used  in  as- 
sessing results. 

Case  Report 

A healthy  male  physician  volunteer  ( McW  I 
underwent  a standard  gastroscopy  on  April  23. 
1980.  with  an  Olympus  GIF-P2  panendoscope. 
An  area  of  gastric  hemorrhage  was  produced  by 
biopsy  forceps  and  a repid  bolus  of  two-cc,  2.5- 
per  cent  sodium  fluorescein  dye  injected  intra- 


Figure.  Clinical  setting  with  the  Olympus  CLV 
light  source,  lamp,  disc  for  exciting  filter  placement 
and  the  endoscope  with  barrier  filter. 
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venously  followed  by  a five-cc  saline  flush,  after 
the  method  of  Flower. 

A bright  yellow-green  fluorescence  was  ob- 
served at  the  site  of  hemorrhage  one  minute  fol- 
lowing injection  and  persisted  at  the  hemorrhage 
site  following  cessation  of  hemorrhage  and  for 
the  10  minutes  of  observation.  A second  similar 
injection  was  done  in  an  attempt  to  outline  the 
vasculature  of  the  esophagus,  but  was  unsuccess- 
ful. 

The  following  week,  April  30,  1980,  the  same 
volunteer  underwent  a total  colonoscopy  using 
an  Olympus  CF-MB  colonscope.  An  area  of  hem- 
orrhage was  produced  in  the  cecum  using  biopsy 
forceps  and  a rapid  bolus  of  two-cc,  25-per  cent 
sodium  fluorescein  dye  was  injected  intravenously 
followed  by  a five-cc  saline  flush.  After  20  sec- 
onds. a bright  yellow'  green  fluorescence  marked 
the  site  of  hemorrhage  and  persisted  for  the  10- 
minute  period  of  observation.  A second  injection 
was  tried  in  the  descending  colon  in  an  attempt 
to  outline  the  vasculature  of  the  colon,  but  was 
unsuccessful. 

Results  and  Discussion 

The  case  report  illustrates  the  effect  produced 
by  intravenous  sodium  fluorescein  dye  in  mark- 
ing the  site  of  gastrointestinal  hemorrhage.  In- 
jections to  clarify  vessel  structures  in  the  esoph- 
agus and  descending  colon  were  unsuccessful.  It 
seems  that  in  the  gastrointestinal  tract  with  filter- 
ed light,  sodium  fluorescein,  as  a surface  fluores- 
cent phenomenon,’^  is  suitable  for  marking 
bleeding  sites  hut  not  for  outlining  vascular 
structures.  Further  evaluation  of  the  technique 
in  gastrointestinal  hemorrhage  is  necessary  be- 
fore further  conclusions  can  be  drawn,  but  it  is 
felt  that  it  may  prove  a useful  adjunct  to  stand- 
ard endoscopy  and  arteriography. 
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In  My  Opinion 


DISTANT  MIRRORS 


Editor  s Note:  The  following  appeared  as  the 
■■President’s  Letter”  in  the  April  issue  of  Minne- 
sota Medicine. 

hy  is  it  that  in  Great  Britain  there  have  been 
fewer  malpractice  lawsuits  in  the  entire  history  of 
the  National  Health  Service  than  there  are  in  the 
United  States  in  one  year  and  that  British  doctors 
have  maintained  a favorable  public  image  to  a 
much  greater  extent  than  have  their  L.S.  counter- 
parts? This  in  face  of  the  fact  that  the  British 
health  care  system  delivers  a small  fraction  of 
medical  service  per  capita  compared  to  the 
American  system  I one-tenth  of  the  coronary  ar- 
tery bypass  procedures,  one-half  of  renal  dialysis, 
three  to  five  minutes  per  office  visit  I . 

W by  is  it  that  the  noble  experiment  in  this 
country  of  striving  to  offer  the  entirety  of  medical 
technology  and  knowledge  to  each  person  regard- 
less of  this  economic  or  social  circumstance  has 
now  been  declared  a failure,  and  the  medical  pro- 
fession. which  has  been  involved  in  this  task,  is 
held  in  general  disdain  and  disrepute  and  is  the 
target  of  a well  orchestrated  economic-legal- 
political  assault? 

Why  have  we  arbitrarily  named  the  medical 
care  industry,  which  gives  employment  — direct 
or  indirectly  — to  many  millions  of  people  a 
national  problem  of  crisis  proportions  and  speak 
of  its  curtailment  as  a national  j)riority  rather 
than  recognizing  its  existence  as  being  a national 
accomplishment  for  which  other  systems  might 
have  to  make  an  adjustment? 

W by  don't  tens  of  thousands  of  free  phone  calls 
|)er  physician-career  at  least  in  ]>art  dim  the  nos- 
talgia for  the  house  call?  by  don't  people  un- 
derstand that  problem-solving  frequently  cannot 
he  done  on  schedule,  that  the  very  qualities  of 
compassion  aiul  efforts  to  listen  and  communi- 
cate. which  are  highly  desirable  in  physicians, 
frequently  are  the  cause  of  waiting  room  delays. 

Reading  Two  Books  Helps 

Finding  satisfactory  answers  to  these  and  simi- 
lar questions  is  difficult,  and  no  one  explanation 
has  offered  itself  to  me  that  totally  resolves  my 
own  frustrations,  hut  three  separate  thoughts 
from  widely  separate  sources  have  recently  come 
to  my  attention  that  1 would  like  to  share. 


1.  Reading  the  books  "A  Distant  Mirror”  by 
Barbara  Tuchman  and  "The  Russians”  by 
Hetlrick  Smith  has  helped  my  own  efforts 
to  put  our  situation  in  historical  and  so- 
cietal perspective. 

The  former  hook  portrayed  a time  of  near 
total  disruption  of  society  in  the  fourteenth  cen- 
tury when  the  displacement  of  a God-centered 
social  philosophy  by  a human-centered  one  I the 
beginnings  of  humanism  I coincided  with  the 
death  of  approximately  one-third  of  all  people  in 
Kurope  and  Asia  from  Bubonic  Plague  within  a 
few  months’  time  resulting  in  a social  chaos  that 
exceeds  our  ability  to  appreciate. 

I The  children’s  game  of  "ring  around  the 
rosy”  is  one  trivia  of  cultural  heritage  that  has 
come  down  to  us  from  this  time  of  terror.  The 
"rosy"  was  the  purpuric  bubo  with  a surrounding 
ecchymotic  ring.  The  "pockets  full  of  posies ’’ 
were  carried  as  a "nose  gay”  for  relief  of  the 
stench  of  death.  The  ashes  were  the  fires  set  to 
cleanse  the  air  of  its  miasma.  Falling  down  is 
self  explanatory.  ) 

At  this  time  mankind  had  literally  zero  knowl- 
edge of  disease  processes  nor  how  to  effectively 
deal  with  them,  either  on  a public  health  basis  or 
for  individual  patient  treatment. 

\et  there  existed  a medical  profession.  Some 
useful  role  was  fulfilled  by  physicians  — totally 
independent  of  knowledge  and  effective  treat- 
ment. Physicians  mixed  a few  practical  skills 
with  an  assortment  of  the  supernatural  and  astrol- 
ogy. Tliey  were  authoritarian  and  charged  too 
mucli  according  to  contemporary  accounts,  hut 
they  paid  close  personal  attention  to  their  pa- 
tient's needs.  This  helps  us  to  understand  that  a 
physician  is  in  large  part  a creation  of  projected 
needs  and  feelings  of  the  individual  patient  and 
the  society  in  which  he  she  resides.  This  phy- 
sician image  is  thus  independent  of  any  ability 
or  lack  thereof  to  alter  the  biology  of  disease. 

Humanism 

This  same  century  gave  birth  to  humanism, 
which  grew  in  one  mainstream  until  the  time  of 
the  American  Revolution,  and  a few  decades 
later  the  writings  of  Karl  Marx.  At  this  time  hu- 
manism divided  into  two  mainstreams  represent- 
ed by  tlie  American  society,  which  glorifies  and 
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indeed  worships  the  priorities  of  the  individual, 
often  at  the  expense  of  society  as  a whole,  and 
the  Russian  society  which  totally  subserviates  the 
needs  of  the  individual  to  the  state. 

Smith's  book  vividly  portrays  this  Soviet  so- 
ciety whicli  is  of  such  opposite  polarity  to  ours 
that  it  is  analogous  to  looking  at  a j)hotographic 
negative.  A few  items  may  give  the  flavor. 

• Russians  have  public  apathy  and  patience  of 
unbelievable  degree  toward  the  equally  un- 
believable frustrations  of  their  daily  lives 
but  by  eontrast  have  an  emotionality  in 
their  personal  lives  and  interpersonal  re- 
lationships that  is  of  such  proportion  to 
astound  their  American  observers. 

• Russians  habitually  read  their  newspapers 
from  back  to  front  and  from  bottom  to  top 
because  the  real  news  comes  in  one  or  two 
line  fill-ins  between  the  massive  stereotype 
articles  of  j)arty  propaganda.  They  inter- 
pret the  latter  by  inference  only.  For  ex- 
ample, they  know  that  if  the  media  is  em- 
phasizing the  frequency  of  air  crashes  in 
Europe  and  America  that  a Russian  airliner 
has  crashed,  which  they  will  learn  of  speci- 
fically a few  weeks  later  by  word  of  mouth 
or  by  a one  line  announcement  on  page  18 
of  Pravda. 

• They  habitually  carry  brief  cases  or  knit 
hags  and  most  of  their  cash  on  their  person 
to  purchase  the  occasional  high  quality  mer- 
chandise which  appears  unannounced  by  ad- 
vertising in  their  stores.  Each  such  purchase 
entails  hours  of  standing  in  line  ( three  lines 
for  each  purchase  of  a single  grocery  item  ). 

Satisfied  With  Their  System 

In  this  setting  it  is  interesting  and  instructive 
that  they  are  basically  satisfied  with  their  de- 
personalized, shoddy  medical  service  ( high  rates 
of  surgical  wound  infections  with  the  use  of  ob- 
viously soiled  surgical  linens,  chronic  severe 
shortages  of  all  kinds  of  medications,  the  vast 
majority  of  all  dental  procedures  done  without 
anesthesia,  etc).  Conversations  with  Smith  re- 
peatedly stressed  that  they  were  hapjiy  that  they 
did  not  have  the  health  care  cost  problem  that 
Americans  have! ! 

Thus  we  can  reflect  on  these  two  “distant  mir- 
rors” as  relates  to  a society's  health  care  system. 
The  former  book  teaches  us  that  we  have  not 
developed  an  historical  perspective  that  allows  us 
to  have  real  satisfaction  from  our  possession  of 
scientific  medicine.  The  latter  reinforces  this 
idea.  It  is  strange  that  of  the  two  societies  ivhich 
represent  the  extremes  of  the  individual-state  di- 


chotomy of  humanism,  it  is  the  state-dominated 
society  in  which  individuals  seem  the  most  satis- 
fied with  their  medical  care  system. 

Erom  this  one  might  conclude  that  there  is  no 
possible  route  to  societal  happiness  and  satisfac- 
tion tlirough  excellence  of  medical  care  and  that 
our  government's  determined  course  to  curtail 
such  excellence  is  based  on  solid  evidence  that 
it  jcill  pay  no  political  price  in  this  effort.  Better 
to  distribute  inferior  and  restricted  care  to  all  of 
society  at  reduced  cost  than  to  strive  for  high 
quality  care  for  everyone  with  the  inevitable  cost 
entailed  and  shortfall  of  exj)ectations  in  this  ef- 
fort. 

2.  A talk  given  by  the  British  Labor  Party 
Chairman,  Sam  McChiskie,  to  the  National 
Press  Club  in  Washington.  D.C.  two  weeks 
ago  included  the  statement  that  “one  can- 
not measure  human  satisfaction  in  compari- 
son with  the  j)ast  hut  rather  by  what  is 
available  now.  ’ Hearing  this  statement 
opened  my  mind  to  another  segment  of 
truth  that  hears  on  our  current  situation. 
As  I have  stated  above.  I have  long  puzzled 
over  why  we  do  not  develop  an  historical 
perspective  of  satisfaction  over  the  gains 
we  have  made  as  a society.  1 have  tended 
to  blame  the  media  for  this  by  their  con- 
stant accentuation  of  the  negative.  But  this 
statement  has  helped  me  to  understand  that 
the  media  merely  is  reflecting  our  basic  so- 
cietal need  to  concentrate  on  the  dark  side 
of  every  issue.  We.  as  individuals,  are 
constantly  comparing  our  circumstances 
with  the  optimum  available.  We  in  this 
country  have  concocted  the  notion  that 
perfect  health  is  the  norm  available,  and 
also  there  is  a tendency  to  equate  health 
with  happiness  and  emotional  contentment. 
Thus  real  advances  are  ever  short  of  ex- 
pectations. 

• The  fact  that  more  people  are  employed  in 
our  nation  than  ever  before  has  no  political 
credence.  It  is  only  the  unemployment  rate 
that  we  dwell  on. 

• That  we  are  the  best  fed.  best  housed  and 
best  clothed  society  in  the  history  of  civiliza- 
tion has  no  political  credence,  hut  only  that 
we  still  do  have  some  pockets  of  relative  pov- 
erty. 

• In  contrast  to  the  Russian  news  media,  ours 
markets  a distillate  of  the  tragic,  the  cata- 
strophic. and  the  down  side  of  each  day. 
When  tied  to  the  TV  ratings  and  the  associ- 
ated need  to  sell  advertising,  this  constitutes 
a literal  merchandising  of  human  tragedy 
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that  is  equally  distorted  but  in  the  opposite 
polarity  from  the  Russian  news  system. 

Emphasis  on  Unsolved  Problems 

From  this,  agair},  we  can  conclude  that  we  and 
our  society  will  aluays  emphasize  the  residuum 
of  unsolved  medical  ]>roblems  and  regardless  of 
how  much  may  be  accomplished  by  future  re- 
search to  solve  medical  problems  we  will  never 
overcome  that  process  whereby  there  will  be  more 
and  more  anger  and  frustration  over  problems 
of  a smaller  and  smaller  scope.  The  better  the 
treatments  available  to  the  more  people  the  high- 
er the  degree  of  frustration  over  yet  unsolved 
problems  and  underserved  people. 

3.  A recent  trip  to  Chicago  to  attend  the  an- 
nual AMA  Leadership  Conference  provid- 
ed a chance  for  me  to  attend  a course  en- 
titled "Increasing  Patient  Satisfaction.” 
The  entire  emphasis  was  on  personalizing 
service. 

"Poll  after  poll,  and  the  associated  count- 
less interview's  with  patients  by  marketing 
surveys  have  solidly  confirmed  and  estab- 
lished that  the  only  enduring  gratification 
that  })eople  have  from  their  medical  care  is  a 
sense  of  the  personal  service  that  their  phy- 
sician gives  to  them  as  individuals.  The  con- 
cej)t  of  marketing  focuses  on  this,  and  the 
sooner  each  of  us  recognizes  this  and  acts  on 
it  the  better  we  will  salvage  our  individual 
practice  regardless  of  tbe  setting  w'e  are  in. 

"People  take  for  granted  that  a certain 
degree  of  excellence  is  available  in  their 
own  physician.  They  know'  that  when  they 
don't  feel  well  help  is  now  supposed  to  be 
available.  They  have  been  taught  that  this 
is  their  political  right.  Historical  and  so- 
cietal perspectives  have  no  relevance  to 
them.  They  cannot  judge  the  actual  quality 
of  scientific  knowledge  their  physician  has. 
They  can  only  judge  the  degree  to  which 
their  problem  is,  by  their  own  perception, 
the  concern  of  their  doctor.  Superb  scienti- 
fic judgement  and  treatment  may  be  accom- 
panied by  prolonged  waiting,  cursory  exami- 
nations, unintelligible  explanations  and 
other  manifestations  of  inconsiderate  be- 
havior hy  a doctor  or  his  staff.  They  cannot 
judge  the  former,  but  they  can.  and  do  judge 
the  latter.  Thus  if  it  is  patient  acceptance 
and  public  sup})ort  w'e  want  and  need  it  is 
at  this  level  that  it  is  attainable  and  only  at 
this  level.” 


( This  is  the  main  message  from  this  marketing 
program.  I 

Thus  we  have  as  a common  denominator  the 
same  basic  ingredient  in  patient  care  as  a four- 
teenth century  j)hysician  who  j)urged.  puked  and 
l)led  his  already  suffering  patient  (who  may  soon 
constitute  the  fourth  fatality  of  his  family  in  a 
week  I.  We  have  the  same  ingredient  as  the  Rus- 
sian or  British  physician  and  their  restricted 
therapeutic  armamentarium  and  in  the  case  of  the 
Russians,  dirty  linens.  Ours  is  a profession  of 
personal  service  and  only  by  recalling  this  can 
we  maintain  the  franchise  to  deliver  the  medical 
care  in  this  country. 

Marketing  Our  Personalities 

All  of  this  is.  of  course,  very  depressing.  At 
least  it  is  to  me.  For  three  decades  now  I have 
felt  that  the  more  I study,  the  w'ider  and  deeper 
is  my  knowledge  to  apply  to  my  patients’  needs, 
the  broader  the  spectrum  of  possible  explana- 
tions I have  for  each  individual  circumstance 
from  which  to  choose  an  action,  the  better  doctor 
I would  he  and  therefore  the  better  overall  public 
acceptance  1.  and  collectively  speaking,  my  pro- 
fession w ould  have.  Bedside  manners  w'ere  a mat- 
ter of  sim|)ly  being  a decent  human  being. 

It  is  a major  mid-career  course  change  to  learn 
that  this  is  not  only  irrelevant  hut  that  this  tradi- 
tional type  of  professional  behavior  actually  con- 
stitutes a societal  burden  which  is  no  longer  toler- 
able. hat  we  now  learn  is  that  the  key  to  being 
a good  doctor  is  to  market  our  personalities  and 
watch  the  clock  to  keej)  our  schedules.  Noiv  it  is 
our  knowledge  that  is  secondary. 

I believe  that  in  our  restricted  days  that  lie 
ahead  we  will  need  to  internationalize  our  pro- 
fessional gratification  and  strive  to  gain  more 
substance  from  meaningful  interpersonal  rela- 
tions with  our  patients. 

Those  dim  reflections  from  14th  century  Eu- 
rope and  20th  century  Russia  are  indeed  instruc- 
tive. 

Donald  C.  Bell.  M.  I). 

President 

Minnesota  Medical  Association 


^^’e  welcome  contributions  to  hi  My  Oiiinion.  Sub- 
missions should  be  addressed  to  Stephen  D.  Ward, 
M.  D.,  Editor,  The  West  Virfiinia  Medical  Journal, 
Box  1031,  Charleston,  We,st  \'irginia  25324, 
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*Jke  T^zeAcdent 

MALPRACTICE  — THE  GREAT  HOAX 


The  purpose  of  this  editorial  is  to  convey  to  our 
patients  and  to  the  Legislature  the  necessity  of 
malpractice  reform  during  the  1985  session.  We 
are  in  the  midst  of  a malpractice  crisis,  and  it  is 
our  patients  who  w’ill  most  suffer  the  conse- 
quences of  this  crisis.  Let  us  examine  briefly  re- 
cent trends  in  malpractice.  A recent  study  has 
provided  an  accurate  estimate  of  the  cost  of  mal- 
})ractice,  and  about  30  per  cent  of  the  total  cost 
of  j)hysicians'  services  are  directly  or  indirectly 
related  to  the  cost  of  malpractice. 

These  costs  are  easily  identified.  Malpractice 
premiums  for  1983  for  this  country  were  esti- 
mated at  1.75  billion  dollars.  In  1970  this  figure 
was  300  million  dollars.  Additional  premiums  or 
the  amount  of  money  invested  for  pliysicians  to 
capitalize  M.D.  companies  was  about  375  million 
dollars.  Other  direct  costs  are  hospital  costs  for 
patient  liability,  costs  of  risk  management  for 
physicians  and  hospitals,  and  in-house  legal  coun- 
sel employed  hy  hospitals. 

But  there  also  are  significant  indirect  costs  of 
mal})ractice.  Defensive  medicine  has  been  de- 
fined as  “the  alteration  of  modes  of  medical  prac- 
tice. induced  by  the  threat  of  liability,  for  the 
principal  purposes  of  forestalling  the  possibility 
of  lawsuits  by  patients  as  well  as  providing  a 
good  legal  defense  in  the  event  such  lawsuits  are 
instituted.”  It  has  been  estimated  that  defensive 
medicine  may  constitute  50  per  cent  of  the  cost 
of  treatment  or  a figure  of  L5  billion  dollars  an- 
nually. 

The  total  cost  of  malpractice  has  been  esti- 
mated at  approximately  20  billion  dollars  per 
year  or  about  30  per  cent  of  the  total  spent  on 
[)hysicians'  services.  It  is  axiomatic  that  any 
attempt  to  reduce  the  cost  of  medical  care  must 
address  this  exorbitant  cost  of  malpractice. 

The  increased  frequeney  and  severity  of  mal- 
practice litigation  are  not  due  to  increased  mal- 
practice. There  is  no  evidence  that  physicians  are 
more  careless.  To  the  contrary,  risk  management 
and  technological  advances  in  diagnoses  have 
improved  the  quality  of  patient  care  and  the 
results  achieved.  What.  then,  has  stimulated  this 


crisis?  Consider  that  there  now  are  about  3,000 
j)hysicians  who  spend  all  or  part  of  their  time 
serving  as  medical  experts  for  the  plantiffs  at  a 
rate  of  $500  per  hour  for  chart  review,  and  that 
time  in  court  sells  for  $3,000  to  $5,000  per  day 
plus  expenses.  In  essence,  there  are  numerous 
physicians  competing  for  the  opportunity  to  testi- 
fy. Thus,  the  availability  of  an  abundance  of 
medical  testimony  and  physician  assistance  in 
case  preparation,  coupled  with  a contingency  fee 
structure  which  generally  rewards  the  lawyer  with 
50  per  cent  of  the  award,  have  been  a major  cat- 
alyst that  has  opened  the  flood  gates  of  profes- 
sional liability  litigation. 

Is  society  being  served  by  this  outrageous  ex- 
penditure? Or  tbe  contingency  fee  structure? 
Are  our  patients’  interests  being  served?  Cer- 
tainly not!  Physicians  are  reducing  or  eliminat- 
ing many  of  the  “high-risk  procedures”  such  as 
delivering  babies.  Most  family  physicians  refer 
simple  orthopedic  procedures  because  of  tbe  high 
risk  of  being  sued.  Pediatricians  are  most  re- 
luctant to  care  for  the  high-risk  newborn  infant 
and  often  refer  these  infants  to  tertiary  centers  to 
reduced  their  exposure  of  liability  even  when  they 
feel  medically  competent  to  care  for  these  infants. 
Numerous  other  examples  could  he  cited.  Finally, 
what  is  the  reason  for  attorneys  receiving  50  per 
cent  of  the  malpractice  award?  Does  this  really 
protect  the  public  interest? 

The  medical  community  and  our  patients  no 
longer  can  tolerate  this  malpractice  hoax.  Is  it 
too  mueh  to  expect  the  West  Virginia  Legislature 
to  address  this  most  important  concern  this  ses- 
sion? The  State  Medical  Association  is  eager  to 
provide  input  into  this  important  task.  Let  us 
work  together  to  solve  this  problem.  To  continue 
to  ignore  this  issue  will  only  lead  to  the  further 
disruption  of  medical  services. 

Caki.  R.  Adkins,  M.  1)..  President 
West  Virginia  State  Medical  Association 
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He  was  just  what  the  doctor  ordered.  Belying 
the  old  saw  that  doctors  are  always  rotten  busi- 
nessmen, Carl  R.  Adkins  finishes  this  month  his 
term  as  President  of  the  West  Virginia  State 
.Medical  Association  and  will  turn  over  to  his 
successor,  Carl  J.  Roncaglione,  M.  D.,  an  organi- 
zation with  a good  balance  sheet  and  one  geared 
to  function  smoothly  in  the  foreseeable  future. 

Students  of  organizational  structure  have  ob- 
served in  the  past  that  business, 
A BULLISH  YEAR  fraternal,  religious  and  academ- 
ic organizations,  in  order  to 
survive,  require  the  periodic  ministrations  of  a 
hard-nosed  businessman  leader.  It  isn’t  that  Carl 
is  simply  hard-nosed,  for  belligerence  is  just  not 
one  of  his  attributes.  He’s  smart.  He’s  educated, 
too.  There  are  not  too  many  physicians  about 


Carl  R.  Adkins,  M.  D. 


sporting  an  M.B.A.  He  got  his  from  Wake  Forest 
University. 

In  addition  to  serving  as  Director  of  Emer- 
gency Services  at  Raleigh  General  Hospital,  Carl 
is  President  of  Physician  to  Physician  Associates, 
a medical  management  consulting  firm.  The 
West  Virginia  State  Medical  Association  enjoyed 
these  consulting  skills  as  a fringe  benefit  of  his 
term  as  President.  It  is  not  just  coincidence  that 
a building  program  proposed  and  endorsed  sev- 
eral administrations  back  finally  reached  fruition 
this  spring  with  the  start  of  construction  of  the 
State  Medical  Association  office  building.  Cer- 
tain organizations  with  whom  the  Association 
does  business  developed  lighter  wallets  and  re- 
newed respect  for  physicians  as  businessmen  after 
encounters  with  Carl. 

Just  pure  West  Virginia  all  the  way  through, 
Carl  is  a native  of  Holden  in  Logan  County.  He 
received  his  undergraduate  degree  from  West 
\ irginia  L niversity  in  1965  and  was  a member 
of  the  first  four-year  WVU  medical  school  class 
in  1972. 

He  has  been  active  in  numerous  medical  or- 
ganizations and  activities.  He  is  a member  of  the 
Board  of  Directors  of  the  West  Virginia  Medical 
Institute;  a member  of  the  West  Virginia  Acade- 
my of  Family  Practice  and  the  American  Medical 
.Association.  He  is  a Past  President  and  Secretary 
of  the  Fayette  County  Medical  Society  and  a 
former  Chief  of  Staff  at  Raleigh  General  Hospital 
and  a Federal  Aviation  Administration  flight 
examiner. 

W’e  suspect  that  the  WVst  Virginia  State  Medi- 
cal Association  is  today  in  better  financial  condi- 
tion than  it  has  been  for  many  years.  Prospects 
for  the  future  look  bright.  WV  owe  a debt  of 
gratitude  to  Doctor  Adkins  for  his  part  in  bring- 
ing about  this  ha})})y  condition.  WT  trust  we  w'ill 
he  getting  his  valuable  advice  and  assistance  for 
many  years  to  come. 
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The  announcement  that  the  Educational  Coun- 
cil for  Foreign  Medical  Graduates  will  require 
corroboration  of  the  educational  experience  of 
graduates  from  three  Dominican  Republic  Medi- 
cal Schools  makes  the  blood  boil  and  the  bile  rise 
in  the  throat. 

The  move  followed  the  announcement  that 
medical  degrees  had  been 
the  purchased  in  a wholesale 

FRAUDULENT  M.  D.  mail  fraud  involving  at 
least  165  persons.  The 
scheme  included  falsified  transcripts  and  medical 
school  evaluation  forms. 

Valid  diplomas  were  issued  by  officials  in  these 
schools  based  on  the  falsified  documents.  Ap- 
parently some  of  these  “graduates”  had  never  set 
foot  on  the  medical  school  campus. 

Shortly  after  the  ECFMG  action,  the  Federa- 
tion of  State  Medical  Boards  ( FSMB  I announced 
the  formation  of  a new  entity  to  better  track  the 
foreign  medical  schools  and  report  their  findings 
to  the  state  licensing  boards.  At  the  meeting  of 
the  FSMB,  the  California  Board  of  Medical 
Quality  Assurance  reported  that  it  was  currently 
investigating  2,500  individuals  with  suspicious 
credentials ! 

All  of  this  comes  down  to  one  fact.  There  are 
same  phoney  physicians  out  there  defrauding, 
endangering  and  possibly  killing  innocent  people 
who  have  no  way  of  protecting  themselves  from 
these  letlial  charlatans  other  than  through  the 
vigilance  of  their  state  boards  of  medicine. 

In  our  efforts  to  he  fair  and  objective,  we  have 
allowed  the  credentialling  process  to  he  the  patsy 
of  con  artists.  When  we  get  close  to  the  fraud, 
we  often  are  frightened  away  by  threats  of  legal 
action  or  the  ill-advised  support  of  the  fake  phy- 
sician by  pitifully  loyal  patients  who  cling  to  the 
incompetent  frauds  in  the  belief  that  a phoney 
doctor  is  better  than  no  doctor. 

It  is  time  to  get  tough.  There  is  no  place  in 
Medicine  for  frauds.  Sooner  or  later  their  in- 
competence will  surface.  It’s  difficult  enough  to 
practice  good  Medicine  with  the  endless  hours  of 
training  the  average  physician  has  had.  Think 
of  the  medical  woes  created  in  the  trail  of  the 
imposter  who  has  a minimum  of  basic  under- 
standing of  Medicine. 

This  is  too  big  a problem  for  physicians  alone. 
It's  big  enough  that  the  public  should  be  con- 
cerned. Would  you  want  your  family  to  be  treated 
liy  a physician  who  purchased  or  stole  a medical 
diploma? 


While  it’s  done  without  much  in  the  way  of 
pomp  and  ceremony,  those  involved  in  the  month- 
hy-month  production  of  something  like  The  West 
Virginia  Medical  Journal  must  keep  one  basic 
question  in  mind. 

What  are  the  goals  reflected  in  The  Journal? 
It  is,  of  course,  a part  of  overall  medical  educa- 
tion programs  and  efforts  through  publication  of 
scientific  articles  and  calendars 
THE  JOURNAL'S  of  upcoming  meetings. 

GOALS  But  to  what  degree  should 

The  Journal  also  be  a promo- 
tional organ  for  The  West  Virginia  State  Medical 
Association?  Should  space  be  devoted  primarily 
to  the  work  of  the  Association?  Should  The 
Journal  he  a tool  for  medical  politics? 

All  of  these  are  good  questions,  and  there  of 
course  are  others.  Like  the  Editorial  Boards  of 
other  state  medical  associations,  the  Publication 
Gornmittee  here  in  West  Virginia  continually 
wrestles  with  them.  They'll  be  up  for  considera- 
tion again  this  month,  at  an  annual  meeting  of 
the  Committee  during  the  Association’s  conven- 
tion. 

There  seldom  is  a month  in  which  editorial 
comments  as  voiced  through  the  President’s  Page 
and  other  means  are  not  noted  by  the  general 
news  media.  That’s  because  The  Journal  does 
not  back  off  controversial  issues.  In  comparison 
with  counterparts  in  other  states.  The  West  Vir- 
ginia Medical  Journal  in  fact  takes  a back  seat 
to  no  one  in  the  quality  of  editorial  pages  and 
dealings  with  major  topics  of  the  day. 

The  Journal  certainly  will  continue  to  undergo 
change,  and  it  won't  be  simply  in  the  form  of  a 
more  diversified  and  attractive  cover,  or  more 
readable  type  faces.  This  is  a time  of  change, 
the  greatest  in  history  as  far  as  delivery  of  qual- 
ity ])atient  care  is  concerned.  The  Journal  will 
reflect  that  kind  of  change. 

More  and  more,  social  and  economic  issues 
are  occupying  the  time  of  physicians.  That  will 
mean  more  attention  to  special  Journal  articles 
in  those  fields,  and  more  in  the  way  of  editorial 
cotnment  addressing  them. 

There  is  a greater  need  now  than  ever  before 
for  coo{)eration  and  a unified  voice  among  phy- 
sicians at  local,  state  and  national  levels.  The 
lournal  can  be  an  essential  force  in  stimulating 
that  cooperation  and  involvement. 

Physicians  can,  and  must,  address  those  issues 
vital  to  assuring  the  best  care  for  their  patients. 
That  means  becoming  involved  at  all  levels  in 
decision-making  concerning  those  patients.  This 
is  one  major  theme  The  Journal  will  continue  to 
preach. 
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GENERAL  NEWS 


Angina  Pectoris  Update 
Convention  Subject 


Dr.  Robert  C.  Toiichon,  Huntington  cardiol- 
ogist, will  speak  during  the  117th  Annual  Meet- 
ing of  the  State  Medical  Association. 


Doctor  Touchon.  Associate  Professor  of  Medi- 


cine and  Chief,  Section 


Robert  C.  Touchon,  M.  D. 


of  Cardiology,  Depart- 
ment of  Medicine  at 
Marshall  University 
School  of  Medicine, 
will  talk  during  the 
final  general  session 
on  Saturday  morning, 
August  25.  His  topic 
will  he  “Treatment  of 
Angina  Pectoris:  Up- 
date 1984.” 

The  convention  will 
be  held  August  22-25 
at  the  Greenbrier  in 
White  Sulphur  Springs. 


The  announcement 
of  Doctor  Touchon’s  paper  by  the  Program  Com- 
mittee completes  arrangements  for  the  Annual 
Meeting. 


Doctor  Touchon,  who  also  is  Chief  of  Cardiol- 
ogy at  Veterans  Administration  Medical  Center 
in  Huntington,  has  been  actively  involved  in  re- 
search on  angina  pectoris  and  acute  intervention 
in  myocardial  infarction. 

He  recently  was  elected  a member  of  the  North 
American  Society  of  Pacing  and  Electrophysiol- 
ogy- 

A native  of  California,  Doctor  Touchon  re- 
ceived his  M.  D.  degree  in  1965  from  St.  Louis 
University. 

Convention  Schedule 


Some  175  physicians,  spouses  and  others  are 
expected  to  attend  the  convention,  with  the  sched- 
ule to  include:  two  sessions  of  the  Association’s 
House  of  Delegates;  four  general  sessions;  ad- 
dresses by  the  AMA  President,  Joseph  F.  Boyle, 
M.  1)..  of  Los  Angeles,  and  Richard  Berman. 
Executive  Vice  President  of  the  New  York  Uni- 
versity Medical  Center,  New  York  City;  and  a 
Friday  afternoon  reception  honoring  Association 
and  Auxiliary  officers. 


There  will  be  some  18  scientific  exhibits  and  25 
commercial  exhibits  for  viewing  by  convention- 
eers. As  announced  previously,  the  commercial 
exhibits  are  being  included  for  the  first  time  since 
1973.  The  1984  convention  also  marks  a return 
to  a four-day  format  after  being  shortened  to 
three  days  in  1981-83. 

About  19  affiliated  societies,  sections  and  com- 
mittees of  the  Association,  and  other  medical 
groups,  also  will  have  business  and  scientific  ses- 
sions on  Friday  and  Saturday,  many  in  the  form 
of  breakfast  and  luncheon  meetings. 

Please  see  the  official  program  and  related  arti- 
cles in  this  issue  of  The  Journal  for  specific  con- 
vention activities  and  speakers. 

Doctor  Roncaglione  to  be  Installed 

Dr.  Carl  J.  Roncaglione  of  South  Charleston, 
during  the  second  House  session  on  Saturday, 
will  be  installed  as  Association  President  to  suc- 
ceed Dr.  Carl  R.  Adkins  of  Fayetteville. 


Carl  J.  Roncaglione,  M.  D. 
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Doctor  Boyle  will  address  the  first  House  ses- 
sion W ednesday  afternoon,  and  Berman  will  de- 
liver the  keynote  Thomas  L.  Harris  Address  dur- 
ing the  opening  exercises  Thursday  morning. 
“The  Impact  of  DRGs  on  the  Physician”  will  be 
his  subject. 

The  first  general  session,  a “Symposium  on 
Antibiotics  and  Antivirals,"’  follows  the  opening 
exercises  Thursday  morning.  A two-part  Loss 
Control  Seminar  is  scheduled  Thursday  afternoon 
and  Friday  morning,  followed  by  the  final  gen- 
eral session  Saturday  morning.  The  speakers, 
some  of  whom  also  will  give  talks  at  the  affiliated 
society  and  section  meetings,  have  been  announc- 
ed in  j)revious  issues  of  The  Journal.  As  noted, 
they  are  listed  in  the  official  program  appearing 
in  this  issue. 

Doctor  Adkins.  Director  of  Emergency  Serv- 
ices at  Raleigh  General  Hospital  in  Beckley,  will 
deliver  his  Presidential  Address  at  the  second 
House  session  on  Saturday  afternoon.  Doctor 
Roncaglione.  the  incoming  President,  is  an  or- 
thopedic surgeon. 

CME  Credit 

T1  le  first  general  session  on  Thursday  morning 
and  the  final  general  session  on  Saturday  morn- 
ing have  been  approved  for  a total  of  six  hours 
of  credit  in  Category  1 of  the  AMA  Physician’s 
Recognition  Award. 

The  two-|)art  Loss  Control  Seminar  on  Thurs- 
day afternoon  and  Friday  morning  also  is  ap- 
proved for  six  hours  of  credit  in  Category  1. 

The  convention  also  will  carry  10  and  one-half 
Prescribed  and  six  Elective  Credit  Hours  as  ap- 
proved by  the  American  Academy  of  Family 
Physicians.  AAFP  members  attending  only  the 
Loss  Control  Seminar  Thursday  afternoon  and 
Friday  morning  will  receive  AAFP  Credit  for 
six  Prescribed  Hours. 

Both  the  scientific  exhibits  and  commercial  ex- 
hibits will  he  housed  in  Exhibit  Hall,  and  will  be 
open  from  9 A.  M.  to  2:30  P.  M.  on  Thursday 
and  Friday,  and  from  9 A.  M.  to  Noon  on  Satur- 
day. The  exhibits  are  listed  elsewhere  in  this 
issue  of  The  Journal. 

The  Association’s  Council  will  hold  a precon- 
vention meeting  at  9:30  A.  M.  Wednesday. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Mrs.  T.  Keith 
Edwards  of  Bluefield  the  current  President,  as 
usual  will  hold  its  meeting  in  conjunction  with 
tliat  of  the  Association.  The  official  Auxiliary 
program  also  appears  in  this  issue  of  The  Journal. 


WESPAC  Board  Sets  Meeting 
For  Greenbrier  Aug.  24 

The  Board  of  the  West  Virginia  Medical 
Political  Action  Committee  ( WESPAC ) has 
scheduled  a meeting  for  4 P.  M.  on  Eriday, 
August  24.  during  the  State  Medical  Associa- 
tion’s 117th  Annual  Meeting  at  The  Green- 
brier. 

F rank  J.  Holroyd,  M.  D.,  of  Princeton  and 
Mrs.  Harry  S.  Weeks,  Jr.,  of  Wheeling, 

ESPAC’s  co-chairpersons,  will  be  in  charge 
of  the  meeting,  set  for  The  Greenbrier’s 
Eisenhower  Parlor  A. 

Doctor  Hoyroyd  and  Mrs.  Weeks  said  that 
all  physicians  and  others  interested  in  WES- 
PAC activities  may  attend. 


Marshall  Internal  Medicine 
Residency  Reaccredited 

The  internal  medicine  residency  training  prog- 
ram of  the  Marshall  University  School  of 
Medicine  has  received  continued  accreditation, 
according  to  Dr.  Robert  B.  Belshe,  Acting  Chair- 
man of  the  Department  of  Medicine. 

The  four-year  accreditation  was  granted  by  the 
Accreditation  Council  for  Graduate  Medical  Ed- 
ucation. Its  review  team  visited  the  school  in 
December  to  evaluate  the  program,  which  is  run 
through  Cabell  Huntington  Hospital.  St.  Mary’s 
Hospital  and  the  Veterans  Administration  Medi- 
cal Center. 

"This  is  an  important  endorsement  of  our 
j)rogram's  quality.  ’ Doctor  Belshe  said.  "The 
council  is  also  starting  to  look  at  subspecialty 
programs,  and  we  were  very  pleased  that  we  did 
well  with  our  six  specialty  training  areas — car- 
diology. endocrinology,  gastroenterology,  hema- 
tology infectious  diseases  and  oncology.” 


Convention  Timetable 

The  first  general  scientific  session  will  fol- 
low 9 A.  M.  opening  exercises  on  Thursday. 
August  23.  A two-part  Loss  Control  Seminar 
will  he  held  at  1:30  P.  M.  Thursday  and 
9 A.  M.  Eriday.  The  Saturday  session  will 
begin  at  9:30  A.  M. 

The  first  session  of  the  House  of  Delegates 
will  be  on  ednesday  afternoon.  August  22. 
beginning  at  2:4.5.  The  second  session  will 
he  on  Saturday  afternoon  beginning  at  2:30. 


166 


The  West  \ ihcima  Medical  Journal 


Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  ])art  of  1984,  as  compiled  by 
(Charles  W.  Jones,  Ph.U.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
kristofco.  V \ U Assistant  to  the  Dean  Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator.  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

1 he  program  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown. 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
(ienter,  .3110  MacCorkle  Avenue.  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WV  U Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education. 
Wheeling  Division,  WVU  School  of  Medicine. 
Ohio  \ alley  Medical  (ienter.  2000  Eoff  Street. 
Wheeling  26003. 

Marshall  University 

Aug.  16-18,  Elkins,  Primary  Care  in  West  Vir- 
ginia 

Sej)t.  8,  Huntington,  ENT  Update  for  the  Non- 
Otolaryngologist 

Sept.  21,  Huntington,  Infection  Control  in  the 
Tri-State  Area — V 

Sept.  29,  Huntington,  5th  Annual  Surgical  Sym- 
posium 

Oct.  20.  Huntington,  Rowland  H.  Burns  Mem- 
orial Critical  Care  Conference — Cardiology 

Nov.  3,  Huntington,  Pediatrics 

Nov.  10,  Huntington,  Geriatrics 

Dec.  15,  Huntington,  3rd  Annual  Marshall 
Memorial  Sports  Medicine  Conference  ■ — A 
Program  for  Primary  Care  Providers 


West  Virginia  University 

"Sept.  1,  Morgantown,  Cardiology  Update 

Sept.  7-8,  Morgantown,  WV  Chapter,  Am.  Col- 
lege of  Surgeons  Fall  Meeting 

"Sept.  8.  .Morgantown.  Gastroenterology  Con- 
ference 

.Sept.  1.5.  Charleston.  Hemoj)hilia  Conference 

Sept.  21-22.  Morgantown.  Ob  'Gyn  Teaching 
Days 

Sept.  28-29.  Morgantown.  Ophthalmology  Con- 
ference 

"Oct.  13.  Morgantown.  Nutrition  & Nephrology 

"Oct.  18-20,  Morgantown,  10th  Hal  Wanger 
Family  Practice  Conference 

Oct.  26-27.  V heeling.  Treatment  of  Infection  of 
Bones  & Joints 

Oct.  27.  Morgantown,  Emergency  Medicine 
CME 

Nov.  1-2.  Charleston.  Cardiac  Rehabilitation 

'"'Nov.  2-3,  Morgantown.  5th  Sports  Medicine 
Symposium 

Nov.  10.  Charleston.  Sudden  Infant  Death  Syn- 
drome 

Nov.  16-17.  Morgantown.  L Itrasound  Update  ’84 

Nov.  16.  Morgantown.  Care  & Preservation  of  the 
Diabetic  Foot 

Nov.  17,  Charleston,  ENT  for  the  Primary  Care 
Physician 

°/n  conjuncfion  with  WVU  football  games 

Regularly  Sclie<lulecl  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Ruck/iannon.  St.  Joseph’s  Hospital,  first-floor 
cafeteria.  3rd  Thursday.  7-9  P.  M.  — Aug.  16 
I vacation  I 

Sept.  20.  “Update:  Pre-  and  Postoperative 
Care.”  Ronald  A.  Savrin.  M.  D.  I rescheduled 
from  June  21  I 

Cabin  Creek,  Cabin  Creek  Medical  Center. 
Dawes.  2nd  W ednesday.  8-10  A.  M.  — Aug.  8. 
“L  pdate  on  Commonly  Acquired  Infectious 
Diseases.  ’ 4 ma  Reddy,  M.  D. 

Cassauay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday.  7-9  P.  M.  — Aug.  1 (vacation) 

I continued  on  next  page  I 
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Madison,  2nd  floor.  Lick  Creek  Social  Services 
llldg..  2nd  d'uesday,  7-9  P.  M.  — Aug.  14, 
"Cancer  of  the  Cervix  and  Endometrium,” 
Daniel  B.  Mairs,  M.  I). 

Sept.  11.  Use  of  Streptokinase  in  the  Treat- 
ment of  Acute  ML"  Stafford  arren.  M.  D. 

Oak  mu.  Oak  Hill  High  School  ( Oyler  Exit,  N 
19  I -1th  Tuesday.  7-9  P.  M.  — Aug.  28  I va- 
cation ) 

1‘rinceton,  Community  Hospital  Board  Room, 
-1th  Thursday.  6:30-8:30  P.  M.  — Aug.  23 
I vacation  ) 

U elch,  .Stevens  Clinic  Hospital.  3rd  Wednesday. 
12  Aoon-2  P.  M.  — Aug.  15  I vacation  l 

If  hitesville,  Raleigh-Boone  Medical  Center.  4th 
Wednesday.  11  A.  M.-l  P.  M.  - Aug.  22  I va- 
cation I 

IT  illianison.  Aj)palachian  Power  Auditorium.  1st 
Thursday.  6:30-8:30  P.  M.  — Aug.  2 I vaca- 
tion I 


INoniiiiatinjj  Coiiiiiiittee  To  Meet 
On  Friday,  August  24 

The  State  Medical  Association’s  Committee 
on  .Nominations  will  hold  a 5 P.  M.  meeting  on 
I ritlay.  -August  24.  in  the  W ashington  Room  of 
the  Creenhrier. 

Under  a 1980  By-Laws  amendment,  the 
Committee  will  submit  to  the  House  of  Dele- 
gates at  least  two  nominees  for  the  following 
ofhces:  V ice  President  and  Treasurer,  and 

Delegate  and  Alternate  to  the  American  Medi- 
cal Association.  Onlv  one  nominee  will  he 
necessarv  for  the  office  of  President  Elect. 

Association  By-Laws  also  provide  that  nomi- 
nations mav  he  made  from  the  floor  for  these 
offices,  to  he  filled  by  the  House  in  balloting 
at  its  final  session  on  Saturday.  August  25. 
the  final  day  of  the  Association's  117th  An- 
nual Meeting. 

Dr.  L.  VV  alt  er  Eix  of  .Martinshurg  will  serve 
as  Chairman  of  the  Committee  on  Nomina- 
tions. with  other  members  to  include:  Drs. 

Standard  L.  Swihart  of  Eairniont.  L.  Mildred 
\\  illiams  of  Charles  Town,  Robert  R.  Rector  of 
Elkins.  A.  Paul  Brooks  of  Parkersburg. 
Thomas  F.  Scott  of  Huntington.  Norman  W . 
Taylor  of  Beckley  and  Diane  E.  Shafer  of 
W illianison. 


Liiiudieoii  For  Past  President 

A luncheon  honoring  Past  Presidents  of  the 
VV  est  V irginia  State  .Medical  Association  will 
he  held  at  the  Greenbrier  on  Thursday,  August 
23.  during  the  117th  Annual  Meeting. 

Dr.  Harry  Shannon  of  Parkersburg,  Im- 
mediate Past  President,  will  preside,  and  in- 
vitations have  been  extended  to  all  the  Associa- 
tion's Past  Presidents. 


State  Employees  Get  New 
Claims  Administrator 

The  West  Virginia  Public  Employees  Insur- 
ance Board,  effective  July  1,  changed  claims  ad- 
ministrator from  Equitable  Life  Assurance  So- 
ciety to  Pilot  Life  McDonough  Caperton  Em- 
ployee Benefits.  All  State  of  W est  V irginia  em- 
[iloyees  and  certain  local  government  employees 
currently  covered  under  the  program  will  con- 
tinue to  be  covered,  and  there  will  be  no  change 
in  the  lienefit  structure. 

All  jiayments  now  are  being  received  from 
Pilot  Life  .McDonougb  Caperton  including  all 
claims  pending  as  of  June  30.  1984. 

Pilot  Life  -VIcDonough  Caperton  said  they  are 
going  to  require  no  new.  unique  claim  form  or 
billing.  The  jirovider's  current  billing  format, 
whether  AHA  approved  or  L B82.  will  be  satis- 
factory. It  is  important  to  continue  to  identify 
the  plan  name  and  number,  tbe  patient's  name, 
the  insured's  name  and  social  security  number, 
and  a detail  of  the  services  provided,  the  new 
claims  administrator  said. 

.VIcDonough  Ca))erton  Employee  Benefits  will 
implement  a new  j)rocedure  for  j)ayment  of  pro- 
viders. I nder  the  current  plan  an  individual 
check  is  issued  for  each  ]>atient  receiving  treat- 
ment. Tbe  new  procedure  will  simplify  provider 
handling  by  combining  miiltij)le  })ayments  on  one 
check  with  attached  detail  for  proper  credit  to 
patient  amounts. 

All  correspondence,  communication,  and  in- 
voices now  should  be  directed  to  Pilot  Life 
VIcDonough  Caperton  at  the  following  address 
and  phone:  Public  Enqdoyees  Insurance  Board, 
c o Pilot  Idfe  Insurance  Gonq)any  McDonough 
Ga})erton  Employee  Benefits.  P.  0.  Box  3123. 
Gbarleston.  West  V irginia  25332.  Telephone  3-16- 
0970. 

Those  with  further  questions  regarding  this 
change  should  contact  Ms.  Colleen  Briggs.  Cus- 
tomer Serv'ice  Representative  for  this  program  at 
VIcDonough  Caperton's  headquarters  in  Charles- 
ton. 
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Bone,  Joint  Infections 
October  CME  Topic 

A guest  faculty  of  10  will  be  assembled  for  a 
workshop  for  orthopedic  surgeons  and  rheumat- 
ologists October  25-27  at  Oglebay  Park  in  Wheel- 
ing. 

The  Department  of  Orthopedic  Surgery  at  West 
\ irginia  University  will  sponsor  the  program, 
"The  Treatment  of  Infections  of  Bones  and 
Joints:  How  to  Approach  the  Difficult  Prob- 

lems.” 

The  guest  faculty  will  include  Drs.  Kenneth  D. 
Brandt,  I’rofessor  of  Medicine  and  Chief  of  Rheu- 
matology, University  of  Indiana:  Sigvard  I Ted  I 
Hansen.  Jr..  Professor  and  Chairman  of  Ortho- 
pedics, I niversity  of  Washington,  Seattle; 
Gordon  Hunter.  Professor  of  Orthopedics.  Uni- 
versity of  Toronto,  Canada;  Raymond  T. 
Morrissy.  I^rofessor  of  Orthopedics,  Emory  Uni- 
versity: Louis  J.  Papineau.  Professor  of  Ortho- 
pedics. E niversity  of  Montreal  and  Chief  of 
Orthopedic  Surgery,  Notre  Dame  Hospital,  Mon- 
treal; 

Michael  J.  Patzakis,  Associate  Professor  of 
Orthopedic  Surgery,  E niversity  of  Southern  Cali- 
fornia, Los  Angeles;  David  J.  Schurman,  Pro- 
fessor of  Orthopedics.  Stanford  University;  Jos 
Stuyck,  Associate  Surgeon-in-Chief,  Orthopedic 
Service,  St.  Rafael  Hospital.  Leuven.  Belgium; 
Roderick  Turner,  Clinical  Professor  of  Ortho- 
pedic Surgery,  Tufts  University;  and  Diana 
Everett,  J.  D.,  of  Renner,  Bush  and  Powell,  Par- 


kersburg. a lawyer  who  specializes  in  malpractice 
defense. 

P acultv  members  from  W \ L will  be  Drs. 
Robert  H.  W aldman.  Professor  and  Chairman  of 
Medicine,  and  Eric  L.  Radin.  Professor  and 
Chairman.  Orthopedic  Surgery.  Doctor  Radin 
also  will  serve  as  Program  Coordinator. 

Eor  additional  information,  contact  Janet 
Lcmunyon.  Department  of  Orthopedic  Surgery. 
W A E Scliool  of  .Medicine.  Morgantown  26506. 
Telephone  I 304  ) 293-3908. 


Malpractice  Loss  Control 
Seminar  Schednlefl 

A Loss  Control  Seminar  designed  for  reduc- 
ing the  threat  of  malpractice  suits  is  scheduled 
as  part  of  the  117th  Annual  Meeting  of  the 
State  Medical  .\ssociation. 

The  two-part  seminar  will  be  held  Thursday 
afternoon  and  Eriday  morning.  August  23-24. 
and  will  he  limited  to  50  pre-registered  at- 
tendees who  are  CN,-\  Insurance  Company 
policy  holders.  The  seminar  will  carry  six 
hours  of  Category  1 CME  credit. 

CNA  is  the  malpractice  insurance  carrier 
endorsed  by  the  Association  for  its  members. 

Physicians  were  to  be  contacted  directly  by 
CN.\  concerning  the  seminar  and  registration 
procedures. 

.Association  and  (iN.A  officials  noted  that  a 
number  of  similar  programs  will  be  scheduled 
throughout  the  state  in  coming  months. 


Two  views  of  the  State  Medical  Association’s  half-milliom-dollar  new  headquarters  building  currently  un- 
der construction  in  Charleston  are  shown  in  the  photos  above.  The  building,  which  will  contain  9,300  square 
feet,  will  have  three  stories  with  the  third  story  initially  “roughed  in.’’  The  new  headquarters,  scheduled  for 
completion  in  early  1985,  is  located  on  MacCorkle  Avenue  in  the  Kanawha  City  section  of  Charleston  across 
from  Horace  Mann  Junior  High  School. 
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State  Medical  Association  Lists 
Names  of  New  Members 

The  following  is  a list  of  new  members,  by  com- 
ponent societies,  of  the  West  Virginia  State  Medical 
Association  elected  from  January  1 through  June  30, 
1984: 

Cabell 


Jeffrey  S.  Adam 

OTO  . 

Huntington 

Wynn  W.  Adam  

R 

David  A.  Denning 

GS 

“ 

Gabriel  C.  Fornari 

EM 

(( 

Geoffrey  J.  Gorse 

I 

(( 

Samuel  L.  Henson 

FP 

. . Hurricane 

Anthony  H.  Horan 

S 

Huntington 

Patricia  J.  Kelly 

GP 

Ona 

Thomas  W.  Kiernan 

Huntington 

John  J.  Kroening 

EM 

“ 

Richard  E.  McWhorter 

R 

(< 

Shirley  Neitch 

I 

U 

Richard  Perry 

EM 

( ( 

Central  West  Virginia 

German  B.  Calero 

Richwood 

Eastern  Panhandle 

Michael  W.  Burkhart 

FP 

Martinsburg 

James  M.  Carrier 

S 

John  A.  Draper,  Jr. 

“ 

Jack  A.  Nicholson 

Oph 

Fayette 

Ravindranath  Bhirub 

Montgomery 

Greenbrier  Valley 

Kyle  F.  Fort 

U 

Ronceverte 

Robert  A.  Shirey 

I 

Lewisburg 

Hancock 

Teresita  Alimario 

P 

. Weirton 

Jorge  Martinez 

Anes 

Harrison 

Michael  J.  Krco 

Clarksburg 

Dennis  R.  Perenyi 

ObG 

Mounir  A.  Shazly 

Cathy  H.  Traugh 

FP 

Bridgeport 

Jefferson 

Konrad  C.  Nau  .. 

FP 

Harpers  Ferry 

Kanawha 

Ladislawa  C.  Abayon-Castro 

P 

Saint  Albans 

Alfonso  Y.  Amores 

PlasS  . 

Charleston 

Jose  Y.  Auditor 

EM 

Dunbar 

Carl  B.  Binns 

R 

So.  Charleston 

Spencer  L.  Bivens,  Jr. 

I 

Charleston 

Linda  G.  Carr 

R 

Manuel  P.  Franco 

EM 

So.  Charleston 

Paul  Howard  Fulcher 

ObG 

Charleston 

Ramakrishnam  S.  lyre 

I-CD 

Fred  T.  Kerns 

I 

(t 

Cyrus  J.  Mali . 

U 

(t 

Ward  W.  Maxson 

ObG 

Abdolsamad  Mossahebi 

Pd 

(t 

Salvador  C.  Portugal 

OTO 

Hurricane 

Arunthathie  Rajaratnam 

Anes 

Charleston 

Swaraj  S.  Rikhy 

FP 

Edgardo  Rivera  

..Pd 

Hurricane 

Lagrimas  B.  Sadorra 

FP 

Saint  Albans 

Joseph  P.  Saldanha 

OrS 

Charleston 

Arvindkumar  B.  Shah  HElvi-v.yNO 

(t 

Beverly  Dee  Spaulding 

FP 

So.  Charleston 

Mary  Louise  Stephens  GP  Dawes 

Ganpat  G.  Thakker  CD  Charleston 

A.  Don  Wolff  R “ 


Logan 


Rajendra  Valiveti 

R 

. Logan 

Marion 

Saeed  Ahmad 

I 

Fairmont 

Gail  G.  Larkin 

R 

Mason 

Rano  S.  Bofill 

Pt.  Pleasant 

McDowell 

Miguel  Angel  Cortes 

Welch 

Nhu-Tuyet  Nguyen 

..  Algoma 

Vy  Van  Phan 

Welch 

Jon  D.  Wilmoth 

Mercer 

Isabelita  DeMesa 

Bishop,  VA 

R.  K.  DeRamos 

R 

Bluefield 

Frank  J.  Johnson,  Jr. 

FP 

Princeton 

Sergio  C.  Macatangay 

Mayberry 

Asma  Safder 

Princeton 

Lee  E.  Smith 

Mingo 

Tuan  N.  Chau 

I 

Williamson 

Jose  Salanor  Espanol 

Anes 

Gary  Ganzer 

Matewan 

Maximo  V.  Tan 

I 

Williamson 

T.  J.  Thambidurai 

Monongalia 

Keith  N.  Apelgren 

S 

Morgantown 

n 

Robert  A.  Gustafson 

S 

Richard  Haydon 

OTO 

i( 

Rodney  F.  Kovach 

I 

(( 

Robin  McKenzie 

I 

(( 

Elizabeth  Johnson  Neely 

tl 

Francis  R.  Nullet 

I 

<( 

Stephen  C.  Rector 

S 

John  M.  Shamma’a 

I 

Raymond  Smego 

I 

<< 

Phillip  Van  Swearingen 

U 

Ohio 

Evangelina  A.  Almario 

Path 

Wheeling 

Derek  H.  Andreini 

Christopher  James  Begley 

John  D.  Holloway 

<( 

Martin  J.  Lohne 

William  D.  Strauch 

Oph 

(( 

Parkersburg  Academy 

Jose  M.  Abalos 

Parkersburg 

David  W.  Avery 

FP 

Vienna 

Stephen  D.  Hanna 

FP 

Parkersburg 

Clayton  E.  Linkous,  Jr. 

Malcolm  B.  Louden,  Jr. 

N 

Stephen  R.  Mosberg 

FP 

Vienna 

Brian  G.  Whalin 

EM 

Parkersburg 

Peter  L.  Wiebe 

Anes 

<( 

Potomac  Valley 

E.  G.  Friera 

S 

Romney 

Feli  Z.  Villanueva 

Preston 

Frederick  A.  Conley 

FP 

Kingwood 
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Raleigh 


Christopher  J.  Barde 

. . Beckley 

Susan  Holliday  Barde 

Osear  F.  Munoz 

I/PHA 

Summers 

Stanley  T.  Day  _ 

FP 

Nimitz 

Brian  G.  Richards  . . 

FP 

Hinton 

Tygart’s  Valley 

Paul  Nefflen 

Elkins 

Susan  Ann  Schmitt 

EM 

Saint  George 

((  u 

John  Michael  Thompson 

Western 

Richard  A.  Yocum 

FP 

Ravenswood 

Lydia  S.  Zapanta 

GP 

Ripley 

Resident  Members 

Linda  L.  Cook 

Morgantown 

Zales  O.  Hao  . _ _ 

P 

Huntington 

Eric  M.  Humphreys  . 

..  I 

Charleston 

Student  Members 

Joseph  P.  Assaley  _ 

MU,  Huntington 

Darin  Kent  Bowers 

William  P.  Cheshire,  Jr. 

WVU,  Morgantown 

Yale  David  Conley 

MU,  Huntington 

John  Lee  Goad 

WVU,  Morgantown 

Karen  Heyd  _ 

MU,  Huntington 

Danny  M.  Phillips.  

James  Photiadis 

WVU,  Morgantown 

Daniel  Lee  Sadler 

((  U 

John  J.  Schaefer  III 
John  C.  Schulz 
John  V.  ShufTlebarger 
John  L.  Stanley 
Edward  E.  Stewart,  Jr. 
Garry  J.  Thomas 
Charles  R.  Whiteman  II 
Craig  E.  Wolff 


1984  Roster  Corrections 

The  following  corrections  have  been  called  to 
our  attention  and  should  be  made  in  the  1984 
Roster  of  Members  under  Sections,  Associations 
and  Societies;  and  Officers  of  Component 
Societies: 

Orthopedic  Surgery  — Arthur  A.  Abplanalp, 
Charleston,  Secretary-Treasurer. 

WV  Gastrointestinal  Society  — Ronald  D. 
Gaskins,  Morgantown,  President;  Eric  P.  Mantz, 
Charleston,  President  Elect;  and  Firas  H.  .-M- 
Kawas,  Morgantown,  Secretary-Treasurer. 

Marshall  County  Medical  Society  — E.  N. 
Asaad,  Glen  Dale,  Secretary. 

Mingo  County  Medical  Society  — N.  B.  Purohit, 
Williamson,  President;  and  Pastor  C.  Gomez, 
Williamson,  Secretary. 

The  following  physicians  have  notified  head- 
quarters staff  of  corrections  in  specialty  listings 


as  they  appear  in  the  1984  Roster: 

Society  Name  Specialty 

Change 

Hancock  Jorge  Martinez  .Anes 

I-HEM/ 

Kanawha  J.  Victorino  R.  Teleron,  Jr.  ONO 
Monongalia  Claudia  A.  Goodwin  R 

Patricia  W.  Williams  P 


Review  A Book 


The  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  T/]e  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Invasive  Uroradiology:  A Manual  of  Diag- 

nostic and  Thereapeutic  Techniques,  by  Morteza 
K.  Elyaderani,  M.  D.;  Stanley  J.  Kandzari, 
M.  D.;  Wilfrida  R.  Castaneda,  M.  D.;  and  Paul 
H.  Lange,  M.  D.  239  pages.  Price  $40.  D.  C. 
Heath  and  Company,  The  Collamore  Press,  125 
Spring  Street,  Lexington,  Massachusetts  02173. 
1984. 

Control  Your  High  Blood  Pressure  Without 
Drugs!,  by  Cleaves  M.  Bennett,  M.  D.  367  pages. 
Price  $15.95.  Doubleday  & Company,  Inc..  245 
Park  Avenue,  New  York,  New  York  10167.  1984. 

Mind  Bending,  by  Lowell  D.  Streiker.  212 
pages.  Price  $14.95.  Doubleday  & Company, 
Inc.,  245  Park  Avenue,  New  York,  New  York 
10167.  1984. 


The  1984  Program  Committee 

Chairman  of  the  Program  Committee  for  the 
117th  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association  is  Dr.  Maurice  A. 
Mufson  of  Huntington.  Other  Committee 
members  are  Drs.  Carl  J.  Roncaglione  of  South 
Charleston,  Joe  N.  Jarrett,  Oak  Hill;  Eric  L. 
Radin,  Morgantown;  Derrick  L.  Latos,  Wheel- 
ing, and  T.  Keith  Edwards,  Bluefield. 


No  Registratoii  Fee  for  Members 

Mend)ers  of  the  West  V irginia  State  Medical 
Association  will  not  be  assessed  a registration 
fee  for  the  117th  Annual  Meeting  at  the 
(ireenbrier  in  White  Sulphur  Springs,  August 
22-25. 

Interns,  residents  and  medical  students  also 
will  be  registered  without  charge. 

There  will  be  registration  fee  of  $100  for 
out-of-state  physicians  attending  the  meeting. 
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Auxiliary  Completes  Program 
For  60th  Annual  Meeting 

Mrs.  Wayne  C.  Brady  of  Greenville,  South 
Carolina,  will  he  among  honored  guests  when  the 
Auxiliary  to  the  West  Virginia  State  Medical 
Association  holds  its  60th  Annual  Meeting  at  the 
Greenbrier  in  White  Sulphur  Springs  August  22- 
25. 

The  meeting  again  will  be  held  concurrently 
with  the  Annual  Meeting  of  the  State  Medical 
Association.  Mrs.  Brady  was  installed  in  June  as 
the  new  President  of  the  American  Medical  As- 
sociation Auxiliary.  She  will  deliver  the  keynote 
address  during  the  opening  Auxiliary  session  be- 
ginning at  9:45  A.  M.  on  Thursday,  August  23. 

Also  addressing  the  Auxiliary  will  be  Mrs. 
William  J.  Reardon  of  McLean,  Virginia,  Presi- 
dent of  the  Southern  Medical  Association  Auxili- 
ary. 

A sj)ecial  feature  this  year  will  be  “The  Medi- 
cal Family  Faces  Malpractice,”  with  Harold  D. 
Brewster,  Jr.,  Bluefield  attorney,  as  speaker.  The 
presentation  will  include  a panel  discussion 
involving  physicians  and  Auxiliarians.  Physician 
attendance  is  welcome,  said  Mrs.  T.  Keith 
Edwards  of  Bluefield,  1983-84  President. 

More  than  200  spouses  of  physicians  are  ex- 
pected to  attend  the  Auxiliary’s  business  sessions. 


Mrs.  T.  Keith  Edwards 


Mrs.  Wayne  C.  Brady  Mrs.  William  J.  Reardon 


An  invitation  has  been  extended  to  Auxiliary 
members  to  attend  the  first  session  of  the  State 
Medical  Association’s  House  of  Delegates  on 
Wednesday,  August  22,  at  2:45  P.  M.  in  Chesa- 
peake Hall.  Dr.  Joseph  F.  Boyle  of  Los  Angeles, 
AMA  President,  will  be  the  principal  speaker. 

Auxiliary  mendjers  also  were  invited  to  attend 
formal  opening  ceremonies  of  the  Association’s 
117th  Annual  Meeting  at  9 A.  M.  on  Thursday, 
August  23,  in  Governor’s  Hall.  Richard  A. 
Berman.  Executive  Vice  President  of  New  York 
University  Medical  Center,  will  deliver  the  key- 
note Thomas  L.  Harris  Address. 

Dr.  Carl  R.  Adkins  of  Fayetteville,  President 
of  the  State  Medical  Association,  will  be  recog- 
nized for  brief  remarks  prior  to  Mrs.  Brady’s  ad- 
dress Thursday  morning. 

Mrs.  Reardon  will  speak  during  the  second  ses- 
sion Friday  morning.  During  this  session  also, 
Mrs.  Brady  will  install  Mrs.  Harry  S.  Weeks,  Jr., 
of  Wheeling  as  President,  and  other  new  officers, 
and  Mrs.  Weeks  will  deliver  her  inaugural  ad- 
dress. 

For  other  scheduled  business  and  sports  ac- 
tivities, see  the  official  Auxiliary  program  in  this 
issue  of  The  Journal. 


Sports  Events  Again  Planned 
For  Annual  Meeting 

State  doctors  and  auxiliary  members  again 
plan  to  work  annual  golf  and  tennis  competition 
into  the  business  and  scientific  program  schedule 
for  the  State  Medical  Association’s  Annual  Meet- 
ing at  the  Greenbrier  August  22-25. 

Dr.  L.  Dale  Simmons  of  Clarksburg  is  the  de- 
fending champion  in  the  Medical  Golf  tourna- 
ment. Mrs.  Marcel  G.  Lambrechts  of  Charleston 
won  the  women’s  golf  tournament  in  1983. 

Winners  of  last  year’s  men’s  doubles  tennis 
competition  were  Drs.  Logan  W.  Hovis  of  Vienna 
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and  Harry  A.  Bishop  of  Clarksburg.  The  wom- 
en’s tennis  doubles  winners  were  Mrs.  James  F. 
Williamson  of  Ashland,  Kentucky,  and  Mrs. 
Pros|)ero  B.  Gogo  of  Beckley. 


State  Meeting  On  Hospital 
Ethics  Committees 

A statewide  conference  on  hospital  ethics  com- 
mittees, consisting  of  presentations  by  distin- 
guished professors  of  medicine,  law,  and  philos- 
ophy, will  be  held  at  WVU  on  September 
14-15. 

The  Humanities  Foundation  of  West  Virginia 
has  awarded  WVU 
Hospitals,  Inc.,  a grant 
to  sponsor  the  meeting. 

Featured  speakers 
include  Raymond  S. 
Duff,  M.  D.,  Professor 
of  Pediatrics  at  the 
Yale  University  School 
of  Medicine,  and 
William  B.  Weil,  M.  D., 
Professor  of  Pediatrics 
at  the  Michigan  State 
University  School  of 
Medicine. 

Doctor  Duff  is  the 
co-author  of  “Moral  and  Ethical  Dilemmas  in  the 
Special  Nursery,”  an  article  published  in  The 
New  England  Journal  of  Medicine  in  1973  which 
sparked  an  intense  debate  over  the  role  of  the 
physician  in  treating  severely  handicapped  new- 
borns. He  will  open  the  conference  with  a dis- 
cussion of  the  history  and  current  perspectives 
of  hospital  ethics  committees. 

Doctor  Weil  is  Chairman  of  the  Infant  Bio- 
ethics Task  Force  of  the  American  Academy  of 
Pediatrics  and  will  discuss  how  to  establish  in- 
fant care  review  committees. 

The  conference  hopes  to  encourage  thoughtful 
and  serious  consideration  of  how  ethics  commit- 
tees may  improve  the  quality  of  health  care  de- 
cision making  in  West  Virginia. 

Application  for  Category  1 CME  credit  has 
been  made.  A S40  registration  fee  includes  buf- 
fet lunch  and  banquet. 

For  more  information,  contact  Bruce  Wein- 
stein, Project  Coordinator,  c/o  Hospital  Adminis- 
tration, P.O.  Box  6401,  WVU  Medical  Center, 
Morgantown  26506.  Telephone  (304)  293-7088. 


Medical  Meetings 


Aug.  11 — Am.  College  of  International  Physicians, 
WV  Chapter,  Charleston. 

Aug.  22-25  — 117th  Annual  Meeting,  WV  State 
Medical  Assoc.,  White  Sulphur  Springs. 

Aug.  31 -Sept.  5 — World  Congress  on  Pain  (Inter- 
national Assoc,  for  the  study  of  Pain),  Seattle. 

Sept.  15-20 — Am.  Academy  of  Pediatrics,  Chicago. 

Sept.  17-20 — Am.  College  of  Radiology,  Los  Angeles. 

Sept.  19-22 — Am.  Thyroid  Assoc.,  New  York  City. 

Sept.  20-22 — Am.  College  of  Nutrition,  Boston. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Sept.  29 — Diabetes  Mellitus  Update  ’84  (Bluefield 
Community  Hospital,  Charleston  Area  Medical 
Center),  Pipestem  (WV)  Resort. 

Oct.  7-10 — Am.  Neurological  Assoc.,  Baltimore. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  7-12— AAFP,  Kansas  City,  MO. 

Oct.  17-20 — Am.  College  of  Emergency  Physicians, 
Dallas. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15 — Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 


1985 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  24-27 — -Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 


William  B.  Weil,  M.  D. 
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CONVENTION  PROGRAM 


117lh  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 
THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS 
August  22-25,  1984 


WEDNESDAY  MORNING 
August  22 

(Eastern  Daylight  Time) 

9:00-5:00 — Registration,  Registration  Lobby. 

9:30 — Pre-Convention  Meeting  of  the  Council. 

Harry  Shannon,  M.D.,  Presiding  (Fill- 
more Room,  with  Luncheon  in  Eisen- 
hower Parlor  A). 

WEDNESDAY  AFTERNOON 

2:45 — First  Session  of  the  House  of  Delegates.  Carl 
R.  Adkins,  M.D.,  Presiding  (Chesapeake 
Hall). 

Invocation — L.  Walter  Fix,  M.D. 

Address:  Joseph  F.  Boyle,  M.D.,  Presi- 

dent, American  Medical  Association. 
Presentation  of  AMA-ERF  Grants  to  the 
West  Virginia  and  Marshall  University 
Schools  of  Medicine. 

Business  Meeting. 

THURSDAY  MORNING 
August  23 

9:00-4:00 — Registration,  Exhibit  Center. 

Opening  Exercise 
(Governor’s  Hall) 

9:00 — Call  to  Order — ^Carl  R.  Adkins,  M.D.,  Presi- 
dent, West  Virginia  State  Medical  As- 
sociation. 

Invocation — William  E.  Gilmore,  M.D. 
.Address  of  Welcome — Carl  R.  Adkins,  M.D. 
Introduction  of  1984  Program  Committee. 
“The  Thomas  L.  Harris  Address” 

Richard  A.  Berman,  New  York  City,  Ex- 
ecutive Vice  President,  New  York  Uni- 
versity Medical  Center;  and  Professor, 
Health  Administration,  New  York  Uni- 
versity School  of  Medicine. 

Subject:  “The  Impact  of  DRGs  on  the 
Physician.” 


First  General  Session 

“Symposium  on  Antibiotics  and  Antivirals” 

Carl  J.  Roncaglione,  M.D.,  Moderator 

9:45 — Robert  B.  Belshe,  M.D.,  Professor  of  Medi- 
cine and  Microbiology,  Marshall  Uni- 
versity School  of  Medicine,  Huntington. 
Subject:  “Cost  Control  of  Antibiotics.” 

10: 15 — Edwin  Anderson,  M.D.,  Associate  Professor 
of  Medicine  and  Pediatrics,  Marshall 
University  School  of  Medicine,  Hunting- 
ton.  Subject:  “Use  of  Antibiotics  in 

Pediatrics.” 

10:45 — Coffee  Break  to  Visit  Exhibits. 

11:15 — William  Graham,  M.D.,  Assistant  Profes- 
sor of  Medicine,  Marshall  University 
School  of  Medicine,  Huntington.  Sub- 
ject: “Aminoglycosides  Versus  Third- 

Generation  Cephalosporins.” 

11:45 — Geoffrey  Gorse,  M.D.,  Assistant  Professor  of 
Medicine,  Marshall  University  School 
of  Medicine,  Huntington.  Subject: 
“The  Coming  of  Age  of  Antiviral  Com- 
pounds.” 

12: 15 — Recess  for  Lunch. 

THURSDAY  AFTERNOON 

12:30 — Luncheon  Honoring  Past  Presidents  of  the 
West  Virginia  State  Medical  Association. 
Harry  Shannon,  M.D.,  Presiding  (Chesa- 
peake Bay) . 

1:00 — Public  Health — Local  Health  Officers  Con- 
ference (Jackson  Room). 

“Loss  Control  Seminar” 

Jack  Leckie,  M.D.,  Moderator 
1:30 — Roland  J.  Weisser,  Jr.,  M.D.,  Associate 
Professor,  Department  of  Family  Prac- 
tice, WVU  School  of  Medicine,  Morgan- 
town; and  Chairman,  Loss  Control 
Committee,  West  Virginia  State  Medical 
Association.  Pre-test.  Logisties  and  Panel 
Introductions. 
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1:45 — Don  R.  Sensabaugh,  Jr.,  JD,  Member,  Law 
Firm  of  Kay,  Casto  and  Chaney, 
Charleston.  The  Law  and  You  (Video- 
tape) “Legal  Aspects  of  West  Virginia 
Statutes,  Negligence,  Informed  Consent, 
Medical  Records,  etc.” 

3:00 — Coffee  Break  to  Visit  Exhibits. 

3: 15 — Charles  Mozingo,  Senior  Claims  Repre- 
sentative, CNA,  Charleston.  What  To 
Do  Until  the  Lawyer  Arrives  “Responsi- 
bilities and  Activities  of  Insurors,  How 
and  Why  to  Cooperate,  Potential  Injury 
Reporting,  Deciding  to  Settle  or  Go  to 
Court.” 

4: 15 — Questions  and  Answers. 

4:30 — Closing  Remarks  and  Adjournment. 

4:30 — Resolutions  Committee.  L.  Walter  Fix,  M.D., 
Presiding  (Pierce  Room). 

THURSDAY  EVENING 

6:00 — Cocktail  Party.  West  Virginia  University 
Alumni  Association.  Richard  A.  DeVaul, 
M.D.,  and  Claudia  A.  Goodwin,  M.D., 
co-hosts  (Spring  Room). 

6:30 — Cocktail  Party.  West  Virginia  Chapter, 
Medical  College  of  Virginia  Alumni 
Association.  Robert  D.  Hess,  M.D.,  in 
charge  (Old  White  Club). 

6:30 — Les  Batards  Reception.  L.  Walter  Fix,  M.D., 
in  charge  (Virginia  Room) . 

FRIDAY  MORNING 
August  24 

9:00-4:00 — Registration,  Exhibit  Center. 

Breakfast  Meetings 

7:00 — Section  on  Internal  Medicine.  Robert  B. 
Belshe,  Presiding  (Tyler  Room). 

Guest  Speaker:  William  Graham,  M.D. 

Subject:  “Cat-Scratch  Diseases:  Four 

Bacterial  Infections.” 

7:30 — Section  on  Surgery.  William  E.  Gilmore, 
M.D.,  Presiding  (Pierce  Room). 

Guest  Speaker:  Thomas  Vargish,  M.D., 

Associate  Professor  of  Surgery;  and 
Chief,  Section  of  Trauma,  West  Virginia 
University  School  of  Medicine,  Morgan- 
town. Subject:  “Hemorrhagic  Shock.” 

7:30 — Section  on  Dermatology.  William  A.  Welton. 
M.D.,  Presiding  (Wilson  Room). 

Case  Presentations. 

7:30 — Cancer  Committee.  Business  Meeting.  Alvin 

L.  Watne,  M.D.,  Presiding  (Jackson 
Room) . 

11:00 — West  Virginia  Poison  System  Quality  Assur- 
ance Committee  Meeting.  F.  M.  Cooley, 

M. D.,  Presiding  (Grant  Room). 


Second  General  Session 
(Governor’s  Hall) 

“Loss  Control  Seminar” 
(Continued) 

Videotape  Vignettes 

Roland  J.  Weisser,  Jr.,  M.D.,  Moderator 

9:00 — Office  Staff  Giving  Telephone  Advice  Con- 
trary to  Physician  Desires  (Emphasizes 
Responsibility  of  Physician  for  Actions 
of  Staff  and  Gives  Suggestions  for  In- 
suring Adequate  Physician  Control) 
Questions  and  Answers. 

10:00 — Coffee  Break  to  Visit  Exhibits. 

10:30 — Cursory  Practice  (Inadequate  History  and 
Exam  Fail  to  Detect  Potential  for  Drug 
Interaction  with  Lethal  Results) 
Questions  and  Answers. 

10:55 — Altered  Records  (Physician  “Corrections” 
in  Medical  Records  Totally  Discredit 
His  Testimony  and  Record  Keeping) 
Questions  and  Answers. 

11:20 — Lack  of  Team  Coordination  (Failure  to 
Coordinate  Physician  Treatments  and 
“Loose  Talk”  at  Nursing  Station  Pro- 
voke Suit) 

Questions  and  Answers. 

12:20 — Post-test  and  Evaluation. 

12:30 — ^Closing  Remarks  and  Adjournment. 

Notes:  Attendees  must  be  present  at  all  six  (6) 

hours  of  Loss  Control  Seminar  instruction  and  must 
complete  post-test/evaluation  to  receive  credit.  An 
appropriate  personalized  certificate  will  be  awarded. 
In  addition,  it  is  anticipated  that  those  who  com- 
plete the  course  will  receive  a five  (5)  per  cent 
reduction  in  malpractice  insurance  premiums, 
authorized  by  CNA  annually  for  each  of  three  years. 

FRIDAY  AFTERNOON 

12:30 — Publication  Committee.  Stephen  D.  Ward, 
M.D.,  Presiding  (Jackson  Room). 

12:30 — West  Virginia  Medical  Institute,  Inc.,  Board 
Meeting.  Harry  S.  Weeks,  Jr.,  M.D., 
Presiding  (Virginia  Room). 

1:00 — West  Virginia  Chapter,  American  College 
of  Emergency  Physicians.  Bruce  G. 
Walmsley,  M.D.,  Presiding  (Pierce 
Room) . 

Guest  Speakers:  Ms.  Flicka  Graves,  Presi- 
dent, Raleigh  County  Mothers  Against 
Drunk  Drivers,  Beckley.  Subject: 
“Drunk  Drivers  and  the  Emergency 
Physicians  in  West  Virginia;  and  Mr. 
Mike  Wuchner,  Executive  Director,  Re- 
gional Medical  Services,  Inc.,  Fairmont. 
Subject:  “Emergency  Physicians  and  the 
Emergency  Medical  Services  System  in 
West  Virginia.” 
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1:00 — West  Virginia  State  Neurosurgical  Society. 

Carrel  M.  Caudill,  M.D.,  Presiding 
(Buchanan  Room). 

Business  Meeting. 

2:00 — Section  on  Orthopedic  Surgery.  J.  David 
Blaha,  M.D.,  Presiding  (West  Virginia 
Room) . 

Guest  Speaker:  John  B.  King,  S.R.C.S., 

Consultant  Orthopaedic  Surgeon,  Brom- 
ley Hospital,  England.  Subject:  “Elec- 
trical Stimulation  for  Fracture  Healing.” 

2:00 — West  Virginia  Chapter,  American  Academy 
of  Pediatrics,  and  Section  on  Urology. 
Kenneth  L.  Wible,  M.D.,  and  Tara  C. 
Shamia,  M.D.,  Presiding  (Fillmore 
Room) . 

Guest  Speaker:  William  F.  Tarry,  M.D., 

Assistant  Professor  of  Urology,  West 
Virginia  University  School  of  Medi- 
cine, Morgantown.  Subject:  “A  New 

Era  in  Hypospadias  and  Cryptorchid- 
ism.” 

2:00 — West  Virginia  District  Branch,  American 
Psychiatric  Association.  Ralph  S.  Smith, 
Jr.,  M.D.,  Presiding  (Lee  Room). 

Guest  Speaker:  Johnnie  L.  Gallemore,  Jr., 
M.D.,  J.D.,  Professor  and  Chairman, 
Department  of  Psychiatry,  Marshall  Uni- 
versity School  of  Medicine,  Huntington. 
Subject:  “The  Right  to  Die:  A Little 

Law  Keeps  the  Doctor  at  Bay.” 

4:00 — WESPAC,  Board  Meeting.  Frank  J.  Holroyd, 
M.D.,  and  Mrs.  Harry  S.  Weeks,  Jr., 
Co-Chairpersons,  Presiding  (Eisenhower 
Parlor  A) . 

All  Interested  Persons  Invited  to  Attend. 

5:00 — Committee  on  Nominations.  L.  Walter  Fix, 
M.D.,  Presidmg  (Washington  Room). 

FRIDAY  EVENING 

6:30-7:30 — Cocktail  Party  and  Reception  Honoring 
Officers  of  the  West  Virginia  State 
Medical  Association.  McDonough  Ca- 
perton  Group.  Host  (Chesapeake  Ter- 
race). 

SATURDAY  MORNING 
August  25 

8:00 — West  Virginia  Gastrointestinal  Society. 

Ronald  D.  Gaskins,  M.D.,  Presiding 
(Wilson  Room) . 

Guest  Speaker:  Firas  H.  Al-Kawas,  M.D., 
Assistant  Professor  of  Medicine,  West 
Virginia  University  School  of  Medicine, 
Morgantown.  Subject:  “Nutrition  in 

Liver  Disease.” 

8:00 — West  Virginia  Radiological  Society.  Johnsey 
L.  Leef,  Jr.,  M.D.,  Presidmg  (Lee 
Room ) . 

Guest  Speaker:  Brian  Williamson,  M.D., 

Associate  Professor  of  Radiology,  Uni- 
versity of  Virginia,  Charlottesville.  Sub- 
jects: “Computerized  Tomography  of 

the  Nasopharynx”  and  “Computerized 
Tomography  of  Pancreatic  Carcinoma.” 


8:00 — Section  on  Urology.  Tara  C.  Sharma,  M.D., 
Presiding  (Jackson  Room). 

Guest  Speaker;  William  F.  Tarry,  M.D., 
Assistant  Professor  of  Urology,  West 
Virginia  University  School  of  Medicine, 
Morgantown.  Subject;  “Controversies 
in  Pediatric  Urology;  Exstrophy  and 
Cloacal  Exstrophy.” 

9:00-12:30 — Registration,  Exhibit  Center. 

Third  General  Session 
(Governor’s  Hall) 

Joe  N.  Jarrett,  M.D.,  Moderator 

9:30 — Patricia  Williams,  M.D.,  Assistant  Professor 
of  Medicine  and  Psychiatry,  West  Vir- 
ginia University  School  of  Medicine, 
Morgantown.  Subject:  “The  Impaired 

Physician.” 

10: 10 — Steven  A.  Artz,  M.D.,  Director  of  Nuclear 
Medicine  Laboratory,  General  Division, 
Charleston  Area  Medical  Center;  and 
Clinical  Professor  of  Medicine,  WVU 
Charleston  Division.  Subject;  “What’s 
New  and  Novel  in  Nuclear  Medicine.” 

10:50 — ^Coffee  Break  to  Visit  Exhibits. 

11:20 — Robert  Touchon,  M.D.,  Associate  Professor  of 
Medicine,  Marshall  University  School  of 
Medicine;  and  Chief  of  Cardiology,  VA 
Medical  Center,  Huntington.  Subject: 
“Treatment  of  Angina  Pectoris:  Update 
1984.” 

12;  15 — Recess  for  Lunch. 

SATURDAY  AFTERNOON 

12:30 — West  Virginia  State  Society  of  Anes- 
thesiologists. John  F.  I.  Zeedick,  M.D., 
Presiding  (Wilson  Room). 

Guest  Speakers:  Roland  J.  Weisser,  Jr., 

M.D.,  Associate  Professor,  Department  of 
Family  Practice;  L.  Sherilyn  Cormier, 
Ph.D.,  Professor  of  Rehabilitation  and 
Counseling  and  Adjunct  Professor;  and 
William  H.  Cormier,  Ed.D.,  Professor 
of  Rehabilitation  and  Counseling  and 
Adjunct  Professor,  WVU  School  of 
Medicine,  Morgantown.  Subject;  “Risk 
Management  in  Relation  to  Anes- 
thesiology.” 

2:30 — Second  and  Final  Session  of  the  House  of 
Delegates.  Carl  R.  Adkins,  M.D.,  Pre- 
sidmg (Chesapeake  Hall). 

Invocation — Joe  N.  Jarrett,  M.D. 

Presidential  Address:  Carl  R.  Adkins, 

M.D.,  President,  West  Virginia  State 
Medical  Association. 

Presentation  of  New  Officers  of  Auxiliary 
to  the  West  Virginia  State  Medical  As- 
sociation. 

Presentation  of  Honor  Guests. 

Business  Meeting. 

Election  of  Officers. 

Installation  of  Carl  J.  Roncaglione,  M.D., 
South  Charleston,  as  President  of  the 
West  Virginia  State  Medical  Association. 
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A WORD  OF  THANKS 


The  1984  Program  Committee,  and  the  officers  and  members  of  the  West  Virginia 
State  Medical  Association,  wish  to  acknowledge  with  sincere  thanks  grants  received 
from  the  following  firms  to  help  support  the  Scientific  Program  for  this  year’s 
117th  Anual  Meeting. 


ABBOTT  LABORATORIES 
North  Chicago,  IL 


A.  H.  ROBINS  COMPANY 
Richmond,  VA 


GEIGY  PHARMACEUTICALS 
Kingston,  PA 


SCHERING  CORPORATION 
Kenilworth,  NJ 


ELI  LILLY  AND  COMPANY 
and  DISTA  PRODUCTS  COMPANY 
Indianapolis,  IN 


E.  R.  SQUIBB  & SONS,  INC. 
Arlington  Heights,  IL 


PARKE-DAVIS 
DIVISION  OF 

WARNER-LAMBERT  COMPANY  THE  UPJOHN  COMPANY 

Morris  Plains,  NJ  Kalamazoo,  MI 


(The  firms  listed  above  are  those  which  had  allocated  funds  to  the  Scientific  Program  as  this  issue  of  The 
Journal  went  to  press.  Additional  contributors  will  be  listed  in  the  Official  Program  to  be  distributed  at  the 
Greenbrier.) 
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DELEGATES  AND  ALTERNATES 


BOONE  (2)  — Delegates,  Gary  F.  Steele  and 
Lucena  Ong,  Madison.  Alternates,  Manuel  T.  Uy  and 
Probhond  Chinuntdet,  Madison. 

BROOKE  (2)  — Delegates,  Richard  Bombach, 
Wheeling;  and  P.  P.  Cipoletti,  Jr.,  Wellsburg.  Alter- 
nates, Ralph  McGraw  and  W.  T.  Booher,  Jr.,  Wells- 
burg. 

CABELL  (15)  — Delegates,  Robert  W.  Lowe,  Jack 
Leckie,  Estelito  B.  Santos  and  Jose  I.  Ricard,  Hun- 
tington; W.  W.  Mills,  Kenova;  Joseph  B.  Touma, 
Tara  Sharma,  Larry  C.  Smith,  John  D.  Harrah, 
Seyed  H.  Hadi-Sadegh,  David  A.  Denning,  William 
N.  Cunningham,  M.  Bruce  Martin  and  William  L. 
Neal,  Huntington;  and  H.  S.  Mullens,  Kenova.  Al- 
ternates, Lewis  dayman,  Anthony  H.  Horan, 
Douglas  Glover,  Prithi  Pal  Khatter,  Dennis  S. 
O’Connor,  K.  V.  Raman,  Jack  R.  Traylor,  Jithendra 
N.  Goonewardena,  Deleno  H.  Webb  HI,  Thomas  F. 
Scott,  Charles  E.  Turner,  Winfield  C.  John,  Gary  G. 
Gilbert,  Gary  M.  Tolley  and  Robert  R.  Dennison,  Jr., 
Huntington. 

CENTRAL  WEST  VIRGINIA  (4)  — Delegates, 
Alfred  J.  Magee  and  Thomas  La  Mar  Stahley,  Sum- 
mersville;  and  John  A.  Mathias  and  Greenbrier 
Almond,  Buckhannon.  Alternate,  Araceli  Ganan, 
Buckhannon. 

EASTERN  PANHANDLE  (5)  — Delegates,  Arthur 
B.  Soule  HI,  Shepherstown;  and  Jean  P.  Lucas,  John 
S.  Palkot  and  Francisco  D.  Sabado,  Jr.,  Martinsburg. 

FAYETTE  (3)  — Delegates,  Serafino  S.  Maducdoc, 
Jr.,  and  Joe  N.  Jarrett,  Oak  Hill;  and  Adin  L. 
Timbayan,  Montgomery.  Alternates,  Rolando  C. 
Ramirez,  Montgomery;  and  Honorato  M.  Aguila  and 
Chuan  H.  Lee,  Oak  Hill. 

GREENBRIER  VALLEY  (4) —Delegates,  Stephen 
L.  Sebert,  Fairlea;  Malcolm  S.  Harris,  Union;  Harvey 
A.  Martin,  White  Sulphur  Springs;  and  Charles  E. 
Weinstein,  Ronceverte,  Alternates,  Thomas  F.  Mann, 
Ronceverte;  Ronald  R.  Scobbo  and  Thomas  O. 
Dotson,  White  Sulphur  Springs;  and  Robert  L. 
Wheeler,  Ronceverte. 

HANCOCK  (4)  — Delegates,  Pedro  R.  Montero, 
Jr.,  Chester;  and  Timothy  A.  Brown,  Antonio  S. 
Licata  and  Thomas  J.  Beynon,  Weirton. 

HARRISON  (7)  — Delegates,  John  A.  Bellotte, 
James  E.  Bland,  Erlinda  L.  de  la  Pena,  James  A. 
Genin,  James  A.  Knost  and  Robert  D.  Hess,  Clarks- 
burg; and  Mehmet  V.  Kalaycioglu,  Shinnsiton.  Al- 
ternates, T.  H.  Chang,  Chinmay  K.  Datta,  Yousef 
Momen  and  L.  Dale  Simmons,  Clarksburg;  and 
David  R.  Hess,  Bridgeport. 

JEFFERSON  (2) — Delegates,  L.  Mildred  Williams, 
Charles  Town;  and  Rene  P.  Buenvenida,  Ranson. 


KANAWHA  (22)  — Delegates,  Constantino  Y. 
Amores  and  Alberto  G.  Capinpin,  Charleston;  W. 
Alva  Deardorff,  South  Charleston;  Robert  L.  Ghiz, 
Sherman  E.  Hatfield,  Alberto  C.  Lee,  William  O. 
McMillan,  Jr.,  Kenneth  G.  MacDonald,  Sr.,  John  B. 
Markey,  Pejawar  M.  Rao,  Alfredo  C.  Velasquez,  Carl 
B.  Hall,  Echols  A.  Hansbarger,  Jr.,  James  W.  Lane, 
Tony  C.  Majestro,  Lionel  J.  Nair  and  Warren  Point, 
Charleston;  Richard  C.  Rashid,  South  Charleston; 
and  William  C.  Revercomb,  Jr.,  Joseph  T.  Skaggs, 
George  E.  Toma  and  Prakash  C.  Bangani,  Charles- 
ton. Alternates,  Clinton  A.  Briley,  Jr.,  William  H. 
Carter  and  Robert  J.  Clubb,  Charleston;  William  D. 
Crigger,  South  Charleston;  George  W.  Hogshead, 
Nitro;  Ralph  J.  Holloway,  South  Charleston;  Fred 
F.  Holt,  Thomas  J.  Janicki,  Rogelio  T.  Lim,  Jimmie 
Lee  Mangus  and  Eric  Paul  Mantz,  Charleston;  John 
W.  Merrified,  Dunbar;  William  C Morgan,  Jr.,  Roger 
P.  Nichols,  Robert  B.  Point,  William  G.  Sale  and 
Jose  M.  Serrato,  Charleston;  Joseph  A.  Smith,  Dun- 
bar; and  Samuel  A.  Strickland,  Charles  C.  Weise, 
Ronald  L.  Wilkinson  and  John  F.  Zeedick,  Charles- 
ton. 

LOGAN  (4) — Delegates,  Chanchai  Tivitmahaisoon, 
S.  N.  Subramaniam  and  Herbert  D.  Stern,  Logan; 
and  Enrico  V.  Rallos,  Gilbert.  Alternates,  Carlos  F. 
DeLara,  Leandro  P.  Galang  and  Ray  M.  Kessel, 
Logan. 

MARION  (5)  — Delegates,  Harry  G.  Kennedy, 
Jr.,  Paul  E.  Frye,  Chi  Meen  Lee,  Mark  I.  McClain 
and  Stanard  L.  Swihart,  Fairmont.  Alternates, 
Babu  R.  Devabhakthuni,  P.  Kent  Thrush,  Michael 
A.  Grant,  Mohammad  Roidad  and  David  M. 
McLellan,  Fairmont. 

MARSHALL  (3)  — Delegates,  E.  N.  Asaad,  Glen 
Dale;  Jesus  T.  Ho,  Moundsville;  and  Carlos  C. 
Jimenez,  Glen  Dale.  Alternates,  Kenneth  J.  Allen 
and  Ignacio  Luna,  Jr.,  Glen  Dale. 

MASON  (2)  — Delegates,  Richard  L.  Slack  and 
■Aarom  Boonsue,  Point  Pleasant.  Alternates,  Young 
Choi  and  Mel  P.  Simon,  Point  Pleasant. 

McDowell  (3)  — Delegates,  John  S.  Cook  and 
Louis  A.  Vega,  Welch;  and  Richard  O.  Gale,  Gary. 
Alternates,  Muthusami  Kuppusami,  Vernon  J. 
Magnus  and  Arthur  Allen  Carr,  Welch. 

MERCER  (7)  — Delegates,  David  F.  Bell,  Jr.,  and 
John  J.  Mahood,  Bluefield;  Frank  J.  Holroyd, 
Princeton;  and  Edward  M.  Spencer,  P.  R.  Higgin- 
botham, Albert  J.  Paine  and  Demosthenes  Soulis, 
Bluefield. 

MINGO  (3)  — Delegates,  Diane  E.  Shafer,  Nilk- 
hanth  Purohit  and  Pastor  C.  Gomez,  Williamson. 
Alternates,  Leo  Pajarillo  and  Tuan  N.  Chau, 
Williamson;  and  Edward  B.  Headley,  Delbarton. 
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MONONGALIA  (15)  — Delegates,  Bette  G.  Hin- 
ton, William  A.  Neal,  Donald  C.  Carter,  Ralph  W. 
Ryan,  George  A.  Curry,  Eric  T.  Jones,  J.  David 
Blaha,  Hugh  A.  Lindsay,  Herbert  E.  Warden,  Ron- 
ald J.  Weisser,  Jr.,  Martha  D.  Mullett,  Vadrevu  K. 
Raju,  Paul  J.  Jakubec,  Roger  E.  King  and  Ralph  O. 
Dunker,  Morgantown.  Alternates,  James  G.  Arbo- 
gast,  K.  Douglas  Bowers,  Jr.,  Thomas  S.  Clark, 
Thomas  W.  Crosby,  Anthony  G.  Di  Bartolomeo, 
John  L.  Fullmer,  R.  Brooks  Gainer  II,  Frank  C. 
Griswold,  Michael  T.  Hogan,  Lawrance  S.  Miller  and 
Alvin  L.  Watne,  Morgantown. 

OHIO  (10)  — Delegates  Hossein  Yassini-Fard, 
George  E.  Bontos,  Robert  S.  Robbins,  James  C. 
Durig,  Derrick  L.  Latos,  Milton  E.  Nugent,  M.  D. 
Reiter,  Stephen  D.  Ward,  Harry  S.  Weeks,  Jr.,  and 
D.  Verne  McConnell,  Wheeling. 

PARKERSBURG  ACADEMY  (9)  — Delegates, 
Billie  M.  Atkinson,  Parkersburg;  David  W.  Avery, 
Vienna;  and  Robert  F.  Gustke,  Harry  Shannon  and 
Francis  C.  Huber,  Jr.,  Parkersburg. 

POTOMAC  VALLEY  (3)  — Delegates,  Nabal  B. 
Giron,  Romney;  and  Robert  E.  Gladsden  and  James 
C.  Bosley,  Keyser.  Alternates,  Paul  T.  Healy,  Su- 
ratkal  V.  Shenoy  and  Robert  W.  McCoy,  Jr.,  Keyser. 

PRESTON  (2)  — Delegates,  Paul  A.  Getty,  King- 
wood;  and  Thomas  A.  Haymond,  Reedsville. 


RALEIGH  (7)  — Ramon  C.  Jereza,  Jose  L.  Oyco, 
Shoukry  L.  Frances,  William  D.  McLean,  Worthy 
W.  McKinney,  Prospero  B.  Gogo  and  Norman  W. 
Taylor,  Beckley.  Alternates,  Richard  D.  Richmond, 
Mario  C.  Ramas,  William  C.  Covey,  Jr.,  Richard  M. 
Thompson  and  Michael  T.  Webb,  Beckley. 

SUMMERS  (2)  — Delegates,  Jack  D.  Woodrum 
and  Eduardo  L.  Jimenez,  Hinton.  Alternates,  Chan- 
dra P.  Sharma  and  Saryu  P.  Dani,  Hinton. 

TYGART’S  VALLEY  (6)  — Delegates,  Michael  M. 
Stump,  Elkins;  Karl  J.  Myers,  Jr.,  Philippi;  Gene 
W.  Harlow,  Grafton;  and  Jerome  C.  Arnett,  Jr.,  and 
Hugh  H.  Cook,  Jr.,  Elkins.  Alternates,  Donald  R. 
Roberts,  Robert  R.  Rector  and  James  B.  Magee, 
Elkins;  Samuel  M.  Santibanez,  Grafton;  Mary  Eliza- 
beth Myers,  Philippi;  and  Melanio  D.  Acosta,  Jr., 
Parsons. 

WESTERN  (3)  — Delegates,  James  T.  Hughes, 
Ali  H.  Morad  and  Herminio  Gamponia,  Spencer. 
Alternates,  Aaron  D.  Cottle,  Richard  W.  Brown  and 
Pedro  N.  Ambrosio,  Spencer. 

WETZEL  (2)  — Delegates,  Donald  A.  Blum  and 
K.  M.  Chengappa,  New  Martinsville. 

WYOMING  (2)  — Delegates,  Ross  E.  Newman 
and  Frank  J.  Zsoldos,  Mullens.  Alternate,  George  F. 
Fordham,  Mullens. 
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Official  Program 
AUXILIARY 

to  the 

West  Virginia  State  Medical  Association 

60th  Annual  Meeting 

THE  GREENBRIER 
White  Sulphur  Springs 

August  22-25,  1984 

WEDNESDAY  AFTERNOON 
August  22 

1:00-5:00 — Registration,  Lower  Lobby. 

2:45 — First  Session  of  the  House  of  Delegaates,  West 
Virginia  State  Medical  Association 
(Chesapeake  Hall) 

Address  by  Joseph  F.  Boyle,  M.  D.,  Presi- 
dent, American  Medical  Association. 

Recognition  of  AMA-ERF  Grants  to  the 
West  Virginia  University  and  Marshall 
University  Schools  of  Medicine. 

4:00 — Pre-Convention  Board  Meeting,  Mrs.  T.  Keith 
Edwards,  President,  presiding  (Fillmore- 
Van  Buren  Rooms). 

THl  RSDAY  MORNING 
.\ugii8t  23 

9:00-4:00 — Registration,  Lower  Lobby. 

9:00 — The  Thomas  L.  Harris  Address,  Richard  A. 

Berman,  Executive  Vice  President,  New 
York  University  Medical  Center. 

Subject:  “The  Impact  of  DRGs  on  the  Phy- 
sician” (Governor’s  Hall). 

9:45 — Formal  Opening  of  the  Convention,  Mrs.  T. 

Keith  Edwards,  President,  presiding 
( Fillmore-Van  Buren  Rooms). 

Invocation,  Pledge  of  Loyalty  and  Pledge 
to  Flag. 

In  Memoriam — Mrs.  G.  A.  Shawkey. 

Introduction  of  Honored  Guests. 

Presentation  of  Carl  R.  Adkins,  M.  D.,  Pres- 
ident, West  Virginia  State  Medical  Asso- 
ciation. 

Introduction  of  Convention  Chairman — Mrs. 
Logan  W.  Hovis. 

Roll  Call  of  Delegates  — Mrs.  Herman 
Fischer,  Recording  Secretary. 


Declaration  of  a Quorum  — 

Mangus,  Parliamentarian. 

Keynote  Address — Mrs.  Wayne  C.  Brady, 
President,  American  Medical  Association 
Auxiliary. 

Credentials  and  Registration — Mrs.  Wilson 
P.  Smith. 

Convention  Rules  of  Order  — Mrs.  J.  L. 
Mangus,  Parliamentarian. 

Report  of  the  1983  Convention  Reading 
Committee. 

Treasurer’s  Report — Mrs.  Harvey  Reisen- 
weber. 

Recommendation  from  Pre  - Convention 
Board  Meeting. 

Convention  Business. 

Reports  of  Officers  and  Chairmen  of  Stand- 
ing Committees.  (Those  published  in  the 
Annual  Reports  Book  will  not  be  read.) 

Presentation  of  Regional  Directors  (and 
two-minute  reports  by  county  presi- 
dents): 

Northern  Region — Mrs.  M.  V.  Kalaycioglu. 

Eastern  Region — Mrs.  L.  Walter  Fix. 

Western  Region — Mrs.  William  J.  Echols. 

Southern  Region — Mrs.  Henry  G.  McRae 

Announcements. 

Door  Prizes — Mrs.  M.  Bruce  Martin. 

Recess. 

THURSDAY  AFTERNOON 

Bridge  (Trellis  Lobby).  Mrs.  J.  L.  Mangus, 
Chairman. 

Golf.  Mrs.  Marcel  G.  Lambrechts,  Chair- 
man. 

Tennis.  Mrs.  Prospero  B.  Gogo  and  Mrs.  A. 
G.  Capinpin,  Co-Chairmen. 

(Times  to  be  announced). 

FRIDAY  MORNING 
.4ugust  24 

8:00 — Past  Presidents’  Breakfast,  Mrs.  Richard  S. 
Kerr,  presiding  (Virginia  Room). 

9:00-4:00 — Registration,  Lower  Lobby. 

9:00  — Second  General  Session,  Mrs.  T.  Keith 
Edwards,  President,  presiding  (Fillmore- 
Van  Buren  Rooms). 

Introduction  of  Honored  Guests. 

Roll  Call  of  Delegates  — Mrs.  Herman 
Fischer. 


180 


The  West  V ircinia  Medical  Journal 


Declaration  of  a Quorum  — Mrs.  J.  L. 
Mangus,  Parliamentarian. 

Address — Mrs.  William  R.  Reardon,  Presi- 
dent, Southern  Medical  Association  Auxil- 
iary. 

Convention  Announcements  — Mrs.  Logan 
W.  Hovis. 

Credentials  and  Registration — Mrs.  Wilson 
P.  Smith. 

President  of  AMA-ERF  Awards — Mrs.  S.  A. 
Licata  and  Mrs.  Robert  S.  Strauch.  Rec- 
ognition of  AMA-ERF  Grants  to  the  West 
Virginia  University  and  Marshall  Univer- 
sity Schools  of  Medicine. 

Unfinished  Business. 

“The  Medical  Family  Faces  Malpractice” — 
Harold  D.  Brewster,  Jr.,  Attorney.  Panel 
Discussion. 

Report  of  the  1984  Nominating  Committee, 
Mrs.  Logan  W.  Hovis. 

Election  of  Officers. 

Installation  of  Officers  — Mrs.  Wayne  C. 
Brady,  President,  American  Medical  As- 
sociation Auxiliary. 

Presentation  of  President’s  Pin  and  Gavel, 
Mrs.  T.  Keith  Edwards. 

Presentation  of  Past  President’s  Pin,  Mrs. 
Richard  S.  Kerr. 

Inaugural  Address  — Mrs.  Harry  S.  Weeks, 
Jr. 


Announcements. 

Door  Prizes. 

Adjournment. 

FRIDAY  AFTERNOON 

(See  Thursday  afternoon’s  schedule.) 

FRIDAY  EVENING 

7:00 — Cocktail  Party  and  Reception  honoring  of- 
ficers of  the  West  Virginia  State  Medical 
Association  and  Auxiliary. 

SATURDAY  MORNING 
August  25 

9:00— Post-Convention  Board  Meeting,  Mrs.  Harry 
S.  Weeks,  Jr.,  President,  presiding  (Fill- 
more-Van  Buren  Rooms). 

SATURDAY  AFTERNOON 

2:30 — Second  and  Final  session  of  The  House  of 
Delegates,  West  Virginia  State  Medical 
Association  (Chesapeake  Hall). 

Presidential  Address:  Carl  R.  .\dkins,  M.  D. 

Installation  of  Carl  J.  Roncaglione,  M.  D., 
South  Charleston,  as  1984-85  President  of 
the  West  Virginia  State  Medical  Associa- 
tion. 

( Auxiliary  members  are  invited  and  urged 
to  attend). 
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SCIENTIFIC  EXHIBITS 


AMERICAN  DIABETES  ASSOCIATION, 
WEST  VIRGINIA  AFFILIATE,  INC. 

“INFORMATIONAL  DISPLAY.’’  The  American 
Diabetes  Association  will  have  a four-panel  display 
with  information  about  the  ADA,  West  Virginia 
Affiliate,  publications  and  camping  for  diabetic 
children. 

Michael  M.  Murray,  Volunteer. 

BUREAU  OF  VENEREAL  DISEASE  CONTROL, 
WEST  VIRGINIA  STATE  HEALTH  DEPARTMENT 

“GONOCOCCAL  PELVIC  INFLAMMATORY 
DISEASE.”  The  two-panel  exhibit  will  feature  sug- 
gested GRID  management  techniques.  Current  diag- 
nostic and  treatment  information  on  most  of  the 
sexually-transmitted  diseases  will  be  made  available 
at  the  display. 

Ronald  G.  Bryant,  Public  Health  Advisor,  and 
Richard  Miser,  Public  Health  Investaigator. 

FAMILY  MEDICINE  FOUNDATION 
OF  WEST  VIRGINIA 

(WEST  VIRGINIA  CHAPTER,  AMERICAN 
ACADEMY  OF  FAMILY  PHYSICIANS) 

“FUND  RAISER— HAND-MADE  QUILT.”  The 
Foundation  will  have  on  display  a hand-made  quilt 
which  will  be  used  as  a fund  raiser.  This  quilt  was 
made  by  Virginia  Schiefer  of  Sutton,  West  Virginia, 
and  will  be  given  away  at  the  meeting.  Chances  are 
$10  each,  tax  deductible.  We  will  have  other  items 
of  interest  and  information  on  the  Foundation  as 
well  as  our  short  and  long-term  goals. 

Tom  Long,  M.  D.;  Chris  Ferrell  and  Mrs.  Robert 
Hess. 

FOOD  AND  DRUG  ADMINISTRATION, 
BALTIMORE  DISTRICT 

“REFERRAL  CRITERIA  FOR  X-RAY  EXAM- 
INATIONS.” What  are  referral  criteria?  One  pos- 
sible source  of  unproductive  radiation  exposure  is 
radiological  examinations  that  are  not  likely  to  af- 
fect patient  management.  To  minimize  requests  for 
unproductive  examinations,  a referring  physician 
needs  up-to-date  information  about  when  a given 
radiological  study  is  likely  to  provide  needed  diag- 
nostic data.  This  information  can  take  the  form  of 
decision  guidelines  based  on  patient  signs,  symptoms 
or  history,  and  is  commonly  known  as  “referral 
criteria.”  These  criteria  are  formulated  by  panels  of 
physicians  convened  with  FDA  as  facilitators.  They 
are  developed  from  large-scale  studies  of  typical  pa- 
tients and  practices  and  are  based  on  patients’ 
characteristics  and  examination  yield. 

Anne  B.  Lane,  Consumer  Affairs  Officer. 

NATIONWIDE  INSURANCE— MEDICARE 

“MEDICARE  OPERATIONS.”  Nationwide  invites 
you  to  stop  by  and  discuss  your  Medicare  problems. 
A “desk  reference”  also  is  available  to  assist  your 
medical  assistant  with  Medicare  claims  filing. 

James  B.  Irwin,  Field  Service  Manager,  and  Betty 
Rickenbacker,  West  Virginia  Medicare  Manager. 

SOUTHERN  MEDICAL  ASSOCIATION 

“SOUTHERN  MEDICAL  ASSOCIATION.”  South- 
ern Medical  will  have  available  information  on  the 
advantages  of  membership  such  as  continuing  medi- 


cal education:  Dial  Access,  Video  Access,  Regional 
Postgraduate  Conferences,  Seminars  on  Malpractice 
and  Payment  Changes,  the  Annual  Scientific  Assem- 
bly, and  the  Southern  Medical  Journal.  Also  ma- 
terial will  be  available  on  financial  benefits  to  mem- 
bers such  as  the  IRA,  Keogh  Plan,  Retirement  and 
Insurance  Programs,  Universal  Life,  Research  Pro- 
ject Fund,  and  Loans  and  Scholarships. 

Robert  P.  Mosca,  Director,  Member  Services,  and 
Marc  B.  Wilson,  Membership  Fringe  Benefits  Co- 
ordinator. 

WEST  VIRGINIA  DEPARTMENT 
OF  HEALTH 

“WEST  VIRGINIA  DEPARTMENT  OF  HEALTH.” 
The  various  programs  of  the  Department  will  be  dis- 
cussed. These  include  Dental  Health,  Public  Health 
Education,  Hepatitis  B,  and  Sudden  Infant  Death 
Syndrome  ( SIDS ) . 

L.  Clark  Hansbarger,  M.  D.,  Director;  Sam  B. 
Folio,  Director  of  Health  Education,  and  David 
Myerberg,  M.  D.,  Pediatrics,  WVU. 


WEST  VIRGINIA  DEPARTMENT  OF  HEALTH, 

OFFICE  OF  EMERGENCY  MEDICAL  SERVICE 

“WEST  VIRGINIA  STATE  POLICE  AIR  MEDE- 
VAC  SYSTEM.”  Since  August  of  1982  the  West  Vir- 
ginia departments  of  Health  and  Public  Safety  (State 
Police)  have  been  jointly  engaged  in  a program  us- 
ing EMS  system  personnel,  two  Medical  Command 
Centers,  and  the  resources  of  the  State  Police  Avia- 
tion Division  to  provide  rapid  air  transfer  of  criti- 
cally ill  or  injured  patients  from  general  medical 
facilities  to  the  nearest  appropriate  specialty  care 
center.  Currently  operating  from  bases  in  Charles- 
ton and  Morgantown,  this  program  adds  an  essential 
link  in  West  Virginia’s  comprehensive  Emergency 
Medical  Service  System.  The  program  is  financially 
supported  by  funds  appropriated  by  the  Legislature 
to  both  the  departments  of  Health  and  Public  Safety. 
It  is  provided  to  patients  at  no  cost. 

Samuel  W.  Channell,  Associate  Director,  Office  of 
EMS,  and  Carla  Zando,  Air  MEDEVAC  Project  Co- 
ordinator, Office  of  EMS. 

WEST  VIRGINIA  POISON  CENTER 

“GET  TO  KNOW  ABOUT  POISONS.”  Describes 
the  Poison  Information  System  in  West  Virginia  and 
how  it  relates  to  other  health  care  providers. 

Sheila  Totten,  R.N.,  Poison  Specialist;  Lynn  Dur- 
leach,  R.N.,  Poison  Specialist,  and  Terri  DeFazio, 
R.N.,  Interim  Coordinator. 

W EST  VIRGINIA  UNIVERSITY  HOSPITALS,  INC. 

“WEST  VIRGINIA  CONFERENCE  ON  HOS- 
PITAL ETHICS  COMMITTEES.”  West  Virginia 
University  Hospitals,  Inc.,  has  received  a grant  from 
the  Humanities  Foundation  of  West  Virginia  to 
sponsor  a statewide  conference  on  hospital  ethics 
committees.  The  conference  will  explore  how  such 
multidisciplinary  committees  might  assist  in  the  res- 
olution of  difficult  ethical  dilemmas  in  health  care 
practice.  To  be  held  at  the  WVU  Medical  Center 
on  September  14-15,  the  conference  will  feature 
presentations  by  distinguished  professors  of  medi- 
cine, law  and  philosophy  from  Yale,  Georgetown. 
Michigan  State  and  West  Virginia  universities.  For 
more  information,  please  contact  Bruce  Weinstein, 
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c/o  Hospital  Administration,  P.  O.  Box  6401,  WVU 
Medical  Center,  Morgantown  26506-6401. 

Bruce  Weinstein,  Project  Coordinator,  and  David 
Z.  Myerberg,  M.  D.,  Associate  Professor  of  Pediatrics 
and  Chief  of  Staff,  WVU  School  of  Medicine. 

WEST  VIRGINIA  UNIVERSITY 
SCHOOL  OF  MEDICINE 

I.  “HOW  YOUR  HELP  HELPS  US  TO  HELP 
OTHERS.”  Major  gifts  to  the  West  Virginia  Uni- 
versity School  of  Medicine  have  provided  services, 
equipment  and  facilities  which  enhance  the  medical 
school’s  ability  to  serve  West  Virginians.  This  ex- 
hibit highlights  the  benefits  which  have  accrued 
from  some  of  the  more  significant  gifts  and  des- 
cribes how  others  can  make  like-minded  contribu- 
tions. 

Colleen  Cox-Case,  Assistant  to  the  Dean/ Develop- 
ment, and  Linda  Morningstar,  Assistant  to  the  Dean/ 
Public  Relations 

II.  “CME  ’84.”  Materials  will  be  available  des- 
cribing continuing  medical  education  offerings  of  the 
WVU  School  of  Medicine  for  the  Fall  of  1984. 

Robert  E.  Kristofco,  Assistant  to  the  Dean  and 
Director,  Continuing  Medical  Education 

HI.  “SELF-DIRECTED  LEARNING  AND  CON- 
TINUING MEDICAL  EDUCATION:  SURVEY  RE- 
SULTS.” The  WVU  School  of  Medicine  Office  of 
Continuing  Medical  Education  conducted  a survey 
of  West  Virginia  physicians  and  medical  school 
alumni  in  late  1983.  This  exhibit  will  highlight  the 
results  of  that  survey. 

Robert  E.  Kristofco,  Assistant  to  the  Dean  and 
Director,  Continuing  Medical  Education. 

JAMSHID  TEHRANZADEH,  M.  D. 

ORLANDO  F.  GABRIELE,  M.  D. 

“COMPARATIVE  ANALYSIS  OF  METRI- 
ZAMIDE  WITH  CT  OF  LUMBAR  SPINE.”  The  ex- 
hibit is  based  on  a prospective  study  of  metrizamide 
myelograms  of  the  lumbar  spine  and  comparison 
with  concurrent  CT-Metrizamide  studies.  The  re- 
sults are  compared  to  surgical  findings  and  clinical 
followup.  The  exhibit  compares  computerized  to- 


mography of  the  lumbar  spine  with  and  without 
metrizamide  in  a variety  of  diseases  including  norm- 
al, herniated  disc,  bulging  annulus,  spondylosis, 
spondylitis,  spinal  stenosis,  congenital  anomalies, 
fractures  and  metastasis. 

Jamshid  Tehranzadeh,  M.  D.,  Associate  Professor, 
Department  of  Radiology,  West  Virginia  University 
Hospital. 

WEST  VIRGINIA  DIVISION 
OF  VOCATIONAL  REHABILITATION 

“VOCATIONAL  REH.\BILITATION.”  The  ex- 
hibit will  feature  a photographic  display  of  the 
range  of  services  provided  by  vocational  rehabilita- 
tion to  enable  disabled  individuals  to  work  either  in 
competitive  employment  or  in  their  own  homes.  The 
exhibit  will  identify  appropriate  referrals  from  the 
physician’s  practice  and  how  vocational  rehabilita- 
tion and  the  medical  community  can  work  together 
to  rehabilitate  our  common  clients/ patients.  Re- 
habilitation staff  will  be  present  to  answer  ques- 
tions. 

Patty  Pearson,  Public  Information  Officer. 

WEST  VIRGINIA  WORKERS’  COMPENSATION 
FUND 

“WORK  FOR  ALL:  THOSE  WITH  LOW  BACK 
PAIN  AS  WELL.”  Low  back  pain  resulting  from 
back  injuries  is  the  single  largest  problem  for  work- 
ers and  their  employers  in  West  Virginia  as  in  all 
industrialized  countries.  Estimates  show  back  in- 
juries produce  about  one-fifth  of  all  workers’  com- 
pensation claims  nationally.  In  West  Virginia,  the 
rate  appears  slightly  higher — about  one-fourth  of 
all  claims  and  about  one-third  of  those  clamis  in- 
volving time  lost  from  work. 

New  medical  knowledge  together  with  knowledge 
of  the  natural  history  of  back  pain  support  the  fact 
that  physicians  should  more  actively  advocate  pa- 
tients’ early  return  to  activity  and  work.  The  ex- 
hibit portrays  certain  examination  and  treatment 
techniques  as  well  as  the  general  services  provided 
by  the  Fund. 

Gretchen  O.  Lewis,  Commissioner;  John  Farley, 
Director  of  Claims  Management,  and  Judith  G. 
Greenwood.  Director  of  Research  and  Development. 
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COMMERCIAL  EXHIBITS 


HOECHST-ROUSSEL  PHARMACEUTICALS  INC. 

Somerville,  New  Jersey 
Booth  1 

Hoechst-Roussel  Pharmaceuticals  cordially  invites 
you  to  v'isit  Booth  No.  1 where  we  will  feature 
Lasix®. 

CIBA  PHARMACEUTICAL  COMPANY 
King  of  Prussia,  Pennsylvania 
Booth  2 

Ciba  Pharmaceutical  Company  will  occupy  Booth 
No.  2 where  the  following  products  will  be  featured: 
Transderm-Nitro,  Ludiomil  and  Slow  FE.  Ciba  rep- 
resentatives cordially  invite  you  to  stop  by  for  a 
visit  where  they  will  be  happy  to  discuss  products 
of  interest  to  you. 

Representatives:  James  Adkins  and  Marvin 

Ballengee. 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana 
Booth  3 

Boots  Pharmaceuticals  invites  you  to  visit  Booth 
No.  3.  The  Boots  exhibit  will  feature  Rufen®,  the 
Boots  brand  of  ibuprofen,  originally  discovered  and 
developed  by  its  parent  company,  The  Boots  Com- 
pany P.L.C.,  and  now  available  in  the  U.S.A.;  Lo- 
purin®,  (allopurinol) , a well-established  treatment 
of  hyperuricemia  and  gout;  and  Zorprin®,  a newly- 
developed  aspirin  formulation  that  via  its  zero- 
order-release  properties,  offers  a new  scope  to  sa- 
licylate therapy. 

HOSPITAL  CORPORATION  OF  AMERICA 
Nashville,  Tennessee 
Booth  4 

Hospital  Corporation  of  America  cordially  invites 
you  to  visit  Booth  No.  4 where  representatives  will 
be  available  to  discuss  physician  practice  opportuni- 
ties in  Grafton,  Hinton,  Martinsburg,  Beckley  and 
Hurricane,  West  Virginia. 

Representatives:  Robert  Porter  and 

Ernie  Haw'kins. 

BOEHRINGER  INGELHEIM  LTD. 

Ridgefield,  Connecticut 
Booth  5 

CHARLESTON  DATA  SYSTEMS,  INC. 

Charleston,  West  Virginia 
Booths  6 <&  7 

Charleston  Data  Systems  cordially  invites  you  to 
visit  Booths  Nos.  6 and  7 where  representatives  will 
be  available  to  discuss  computerized  (1)  medical 
billing;  (2)  medical  records;  (3)  appointments,  and 
(4)  practice  statistical  information  for  diagnosis  and 
procedures. 

Representatives:  Bitsy  and  Harold  Preston,  Marta 
and  John  Hayne  and  Sharon  Curnutte  and  L.  Doug- 
lass Curnutte,  M.D. 

UNITED  STATES  NAVY 
Louisville,  Kentucky 
Booth  8 

You  are  cordially  invited  to  visit  Booth  No.  8 
where  the  United  States  Navy  will  present  a slide 
show  featuring  your  Navy  under  sea,  at  sea,  in  the 


air  and  ashore.  Representatives  will  have  available 
information  on  the  viable  and  challenging  alterna- 
tives to  private  practice. 

Representatives:  Ed  “Doc’  Markin  LCDR,  USN, 

and  W.  J.  “Brandy”  Brandshagen  HMC,  USN. 

STATE  MEDICAL  ASSOCIATION’S  GROUP 

INSURANCE  AND  PROFESSIONAL 
LIABILITY  PLANS 

Booth  9 

McDonough  Caperton  Shepherd  Group,  managing 
general  agent  of  the  State  Medical  Association’s 
group  insurance  and  professional  liability  plans,  will 
have  on  hand  information  describing  each  of  the 
programs  officially  endorsed  by  the  Association. 
Representatives  will  be  present  to  answer  questions 
about  the  plans  available  and  cordially  invite  you  to 
stop  by  Booth  No.  9. 

Representatives:  Mike  Costello  and  Tom  Auman. 

SANDOZ  PHARMACEUTICALS 
East  Hanover,  New  Jersey 

Booth  10 

Representatives:  Stephen  Yost  and  David  Talbott. 

MILES  PHARMACEUTICALS,  INC. 

West  Haven,  Connecticut 

Booth  11 

Miles  Pharmaceuticals  cordially  invite  you  to  visit 
Booth  No.  11  where  representatives  will  be  available 
to  discuss  products  such  as  Mezlin,  Mycelex  Troche, 
Mycelex-G,  Mycelex  and  Tridesilon. 

Representatives:  Jack  Thompson  and  Ron  Size- 

more. 

GERBER  PRODUCTS  COMPANY 
Fremont,  Michigan 

Booth  12 

Gerber  Products  Company  invites  you  to  visit 
Booth  No.  12. 

Representative:  Debra  DiBlasi,  R.N. 

McLAIN  SURGICAL  SUPPLY,  INC. 
Charleston,  West  Virginia 

Booth  13 

McLain  Surgical  Supply  cordially  invites  you  to 
visit  Booth  No.  13  where  it  will  feature  the  Cardio- 
integraph,  Cambridge  Automatic  ECG,  Puritan-Ben- 
nett  Spirometer,  with  Printer,  Mallinckrodt  Cell 
Counter  & Blood  Analyzers  and  will  have  on  display 
the  Cryo  Surgical  Unit,  Power  Exam  Table,  Exam 
Lights,  Electric  Thermometer  and  more.  Its  rep- 
resentatives will  be  happy  to  talk  with  you. 

Representatives:  Eric  Schwarz,  Gary  Schwarz  and 
Mark  Piening. 

WILLIAM  H.  RORER,  INC. 

Fort  Washington,  PA 

Booth  14 

Representatives  from  William  H.  Rorer  would  like 
to  extend  a cordial  invitation  to  you  to  visit  Booth 
No.  14.  William  H.  Rorer  will  feature  Slo-Bid, 
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Azmacort,  Lavsin  and  Maalox  and  Ascriptin  and  its 
representatives  will  welcome  the  opportunity  to  dis- 
cuss products  of  interest  to  you. 

Representatives:  Douglas  Farquharson 

SKYLAND  HOSPITAL  SUPPLY 
Bluefield,  West  Virginia 

Booth  15 

Skyland  Hospital  Supply  would  like  to  invite  you 
to  stop  by  Booth  No.  15  where  it  will  be  featuring 
the  Thermascan,  Medical  Technology  Corporation. 

Representatives:  Tom  Surratt  and  Walt  Yercheck. 

KNOLL  PHARMACEUTICAL  COMPANY 
Whippany,  New  Jersey 

Booth  16 

Knoll  Pharmaceutical  Company  will  occupy  Booth 
No.  16  and  will  be  featuring  Isoptin®  and  Vicodin® 
and  would  like  to  extend  a cordial  invitation  to  you 
to  come  by  for  a visit.  The  representatives  would 
appreciate  having  an  opportunity  to  discuss  products 
of  interest  to  you. 

Representative:  Alan  Gandee 

ROCHE  LABORATORIES 
Nutley,  New  Jersey 

Booth  17 

CONCEPTUAL  SYSTEMS  COMPANY,  INC. 
Cleveland,  Ohio 

Booth  18 

Conceptual  Systems  Company  invites  you  to  visit 
Booth  No.  18  where  it  will  be  featuring  Exclusive 
Conceptual  Systems  Company’s  Software  Program- 
ming for  Medical  Offices  and  will  pe  happy  to  meet 
and  discuss  with  you  this  and  other  products  such 
as  the  IBM  PC  Microcomputers,  Racal  Vadic 
Modems  and  Tallgrass  Technologies  Hard  Disk 
Drive. 

Representatives:  Nicholas  Rosenstein,  Bill  Par- 

sons, Ron  Ray,  Susan  Petsche,  Rick  Ray  and  Phil 
Hahn. 

SEARLE  LABORATORIES 
Chicago,  Illinois 

Booth  20 

You  are  cordially  invited  to  visit  the  Searle  Booth 
No.  20  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  products. 
Featured  will  be  information  on  ALD.\CTAZINE®, 
ALDACTONE®,  CU-7®,  / M ARK- / TA- 
TUM-T  '"”,  / DEMULEN®,  CALAN  ■■■•'' , DIULO'^-"  , 
FLAGYL®,  , FLAGYL-I.V. LOMOTIL®,  NITRO- 
DISC"',  NORPACEK',  OVULEN®,  PRO-BAN- 
THINE®,  THEO-24  and  other  drugs  of  interest. 

ROSS  LABORATORIES 
Columbus,  Ohio 

Booth  21 

Ross  Laboratories  will  be  exhibiting  the  following 
pharmaceutical  products  and  wouio  like  to  invite 
you  to  visit  Booth  No.  21:  RONDEC  T.®  RONDEC 
TR®,  PEDIAZOLE®,  VI-DAYLIN®.  We  will  be 
showing  ISOMIL®  Soy  Protein  Formula,  as  well  as 
all  our  Medical  Nutritional  Products. 

Representatives:  Dave  Noe,  Mike  Samko,  Ed 

Schulz  and  Joe  Shay. 


VITRON 
Vienna,  Virginia 
Booth  22 

Vitron  would  like  to  extend  a cordial  invitation  to 
you  to  visit  Booth  No.  22  where  it  will  be  featuring 
the  Autospiro  SD-System  Spirometer. 

Representative:  R.  J.  Lancaster  III 

charleston  area  medical  center 

(CamCare) 

(Strategic  Ventures) 

Charleston,  West  Virginia 
Booth  23 

Charleston  Area  Medical  Center  invites  you  to 
visit  Booth  No.  23. 

Representatives:  Joseph  T.  Skaggs,  M.D.,  William 
B.  Ferrell,  Jr.,  Jack  Canfield  and  Brendan  O’Leary. 

PFIZER  LABORATORIES 
New  York,  New  York 
Booth  25 

Pfizer  Laboratories  extends  a cordial  invitation  to 
you  to  visit  Booth  No.  25  where  it  will  feature 
Feldene,  Procardia,  Minipress  and  Diabinese. 

Representative:  James  Jarrett.  Jr. 

MERRELL  DOW  PHARMACEUTICALS,  INC. 
Cincinnati,  Ohio 
Booth  26 

HUMANA,  INC. 

Louisville,  Kentucky 
Booth  27 

AEGIS  MEDICAL  SYSTEMS,  INC. 

Marlton,  New  Jersey 
Booth  28 

Aegis  would  like  to  invite  you  to  visit  Booth  No. 
28  where  the  ,\egis  System  3000  and  Aegis  System 
5000 — Ambulatory  Monitoring  Systems  (Holter)  — 
will  be  featured. 

Representative:  Paul  Bergstrom. 

MERCK  SHARP  & DOHME 
West  Point,  Pennsylvania 
Booth  29 

U.S.  ARMY  MEDICAL  DEPARTMENT 
Washington,  DC 
Booth  30 

Recruitment  for  U.S.  Army  Medical  Department. 

Representatives:  LTC  Richard  Helmbold  and 

MAJ  Sheila  T.  Bowman. 

COOK  UROLOGICAL 
Spencer,  Indiana 
Booth  31 

Cook  Urological  extends  a cordial  invitation  to  you 
to  visit  Booth  No.  31  where  it  will  be  featuring 
Urological  and  Surgical  Products,  Endourology  pro- 
ducts, Stone  Baskets,  Nephostomy  Sets,  Catheters, 
Stents,  Suprapubic  Catheter  Sets,  Balloon  Baskets, 
etc. 

Representative:  Bob  Rose. 

SMITH  KLINE  & FRENCH  LABORATORIES 

Philadelphia,  Pennsylvania 
Booth  32 

Smith  Kline  & French  Laboratories  will  be  featur- 
ing Tagamet  and  Dyazide  and  would  like  to  extend 
a cordial  invitation  to  you  to  visit  Booth  No.  32 
where  the  representatives  will  welcome  an  opport- 
unity to  discuss  these  and  other  products  of  interest 
to  you. 
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Coiniiiittee  on  Insurance 

The  West  \ irginia  State  Medical  Association 
(irou|)  Insurance  Program  has  eight  excellent 
plans  of  insurance  comprising  the  total  insurance 
portfolio  available  as  a direct  benefit  of  mem- 
bersbip.  These  plans  are  designed  to  provide 
|)rotection  not  only  on  a professional  basis  but 
also  for  our  personal  lives.  Several  plans  are 
designed  to  protect  our  family  members  and  em- 
ployees. 

McDonougli  Caperton  Sbepberd  Association 
(irou})  in  Cbarleston  bas  been  our  insurance  ad- 
ministrator for  over  30  years  with  local,  person- 
alized service.  Mike  Costello,  with  over  24  years’ 
experience,  administers  and  is  responsible  for  the 
following  seven  plans  of  Life  and  Health  Insur- 
ance: 

LO^G-TERM  DISABILITY 

I p to  S500  weekly  benefits  with  various  self- 
insured  waiting  periods. 

LIFE 

Term  insurance  up  to  S250.000  for  members, 
$100,000  for  employees.  Sjiouse  and  children 
can  be  included. 

COMRREIIENSIl  L MAJOR  MEDICAL 

$1,000,000  protection  for  each  insured  person 
and  his  family.  Employees  are  eligible.  Choice 
of  annual  rleductible  amounts  of  $100,  $250, 
$500.  or  $1,000.  (Note:  Tbe  response  to  tins 
plan  has  been  excellent.  Tbe  number  of  in- 
sured persons  has  doubled  within  the  last  two 
years. ) 

ACCIDEYTIAL  DEATH  & DISMEMBERMENT 
Provides  coverage  up  to  $100,000.  Spouse  and 
children  can  be  included. 

HOSPITAL  INDEMNITY  PLAN 

Pays  a flat  amount  for  each  day  of  hospital 
confinement  up  to  $100  per  day.  Family  can 
be  included. 

OLE  ICE  OVERHEAD  EXPENSE 

Provides  benefits  up  to  $5,000  a month  to  take 
care  of  overhead  costs  such  as  employees’  sal- 
aries, rent,  utilities,  and  other  normal  office 
costs  when  a member  is  disabled  due  to  sick- 
ness or  injury. 

COORDINATED  PENSION  SERVICE 

A "total  look”  at  your  jiension  and  investments 
including  HR  10,  mutual  funds  in  addition  to 
fixed  and  variable  annuities. 


Professional  Liability 

The  Association’s  endorsed  professional  liabil- 
ity program  is  now  in  its  fourth  year  of  existence. 
The  program  has  been  well  received  and  support- 
ed by  est  \ irginia  physicians. 

All  of  tlie  various  elements  of  the  loss  control 
[irogram  have  functioned  well,  including  claim 
review  and  peer  review.  The  Association  feels 
strongly  that  effective  loss  control  activity  must 
be  fully  supi)orted  by  physicians. 

Tl  le  Association’s  Loss  Control  Committee  has 
completed  plans  for  several  day-long  seminars  to 
be  offered  over  tbe  next  two  years.  The  seminars 
will  provide  members  with  an  opportunity  to  dis- 
cuss particular  loss  control  topics  including: 

• The  Legal  Environment  in  est  Virginia 

• Informed  Consent 

• Record  Keej)ing 

• Patient  Communication 

• Doctor  Hospital  Issues 

• ays  to  Avoid  Malpractice  Claims 

• W hat  to  Do  If  Sued 

• Aiding  Your  Own  Defense 

Efforts  have  been  successful  in  obtaining  CME 
credits  as  well  as  premium  credits  for  attendees. 
Members  will  be  receiving  additional  information 
including  tbe  procedure  for  registering  for  at- 
tendance. Funds  are  available  from  the  CNA  and 
-McDonough  Caperton  that  reimburse  tbe  Asso- 
ciation for  expenses  for  administration  of  the 
program. 

During  the  past  year,  increases  in  the  severity 
of  jury  awards  have  been  observed.  Several 
awards  ai)j>ear  to  be  excessive  and  don’t  reflect 
the  true  value  of  the  case.  The  Association  in- 
tends to  carry  a message  to  the  public  so  that 
everyone  understands  the  significance  of  this  kind 
of  excess  and  its  imj)act  on  health  care  in  West 
\ irginia. 

-\s  this  important  Association-endorsed  pro- 
gram continues,  it  is  very  important  that  it  be 
responsive  to  the  needs  of  our  members.  Your 
suggestions  and  concerns  are  needed  to  assure 
that  this  happens.  You  are  encouraged  to  com- 
municate with  us. 

Respectfully  submitted 
Jack  Leckie.  M.  D.,  Chairmon 
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Committee  on  Medical  Education 
and  Hospitals 

The  West  Virginia  State  Medical  Association’s 
Committee  on  Medical  Education  and  Hospitals 
is  an  accrediting  arm  of  the  Accreditation  Coun- 
cil for  Continuing  Medical  Education,  and  is 
charged  with  the  responsibility  for  accreditation 
of  intrastate  continuing  medical  education  prog- 
rams, primarily  at  community  hospitals.  The 
Committee  has  been  busy  again  during  1983-84 
( September  to  August  I . 

This  past  year,  Committee  members  and  Asso- 
ciation staff  persons  have  resurveyed  CME  prog- 
rams at  the  Wheeling  Area  Continuing  Medical 
Education  (formerly  the  Ohio  Valley  Medical 
Center  / Wheeling  Hospital ) ; St.  Erancis  Hospital, 
Charleston;  Northern  Panhandle  Mental  Health 
Center,  Wheeling;  St.  Mary’s  Hospital,  Hunting- 
ton;  Weirton  Medical  Center;  Beckley  Appala- 
chian Regional  Hosjntal  and  the  West  Virginia 
Chapter,  American  College  of  Surgeons.  A re- 
survey of  the  CME  program  at  Broaddus  Hos- 
pital/Myers Clinic,  Philippi,  is  anticipated  before 
the  year  is  out. 

After  detailed  study  and  a great  deal  of  work, 
with  input  from  Committee  representatives  and 
staff  members,  revision  of  national  guidelines 
and  essentials  for  accreditation  of  institutions 
s{)onsoring  CME  programs  was  finalized  and 
became  effective  January  1,  1984. 

The  newly  developed  ACCME  protocol  for 
recognition  of  state  medical  associations  and/or 
societies  as  accrediting  agencies  for  intrastate 
CME  as  revised  and  strengthened  will  be  used  by 
ACCME's  seven-member  Committee  on  Review 
and  Recognition  to  determine  how  well  the  state 
associations /societies  are  adhering  to  the  new 
jjrotocol  criteria. 

At  a September,  1983,  conference  for  state 
medical  societies,  represented  by  your  Committee 
Cbairman  and  the  Association’s  Accreditation 
Coordinator,  it  was  decided  that  during  the  first 
year  tlie  CRR  would  need  to  hold  two  meetings — 
one  organizational  and  one  working.  Associa- 
tion society  dues  were  set  at  $250  for  support  of 
tlie  first  year’s  activities.  In  subsequent  years, 
CRR  will  meet  only  once,  and  the  amount  of  an- 
nual tlues  should  therefore  decrease.  The  CRR 
divided  the  country  into  five  geograjihic  re- 
gions— Pacific.  Mountain.  Mid-west,  South  and 
East,  with  an  effort  to  combine  small,  medium 
and  large  states.  The  West  Virginia  State  Medi- 
cal Association  can  expect  to  be  surv'eyed  in 
1987. 

The  survey  by  CRR  members  will  be  preceded 
by  a pre-survey  questionnaire  which  must  be 


completed  and  returned  in  time  for  full  review 
by  an  ACCME  representative  prior  to  tbe  actual 
site  visit. 

Your  Committee  met  in  January,  1984,  at  the 
Marriott  in  Charleston,  with  11  members  in  at- 
tendance, and  agreed  that  the  questionnaire  now 
being  used  in  the  accrediting  process  should  be 
revised  and  shortened.  Your  Chairman  appoint- 
ed an  Advisory  Committee  to  undertake  the  task, 
and  a revised  copy  of  the  pre-survey  question- 
naire will  be  ready  for  presentation  to  the  Asso- 
ciation’s Council  for  its  approval  at  its  pre-con- 
vention meeting  on  August  22  during  the  Annual 
Meeting  at  The  Greenbrier. 

Working  relationships  with  the  national 
ACCME  office  in  the  Chicago  area  have  been 
most  satisfactory  and  productive.  The  Associa- 
tion was  cliarged  by  its  leadership  in  the  early 
1970s  with  developing  a fair  but  demanding  prog- 
ram for  intrastate  accreditation. 

Our  intrastate  accreditation  process  has  not 
been  carried  out  without  some  problems  along  the 
way.  There  have  been  some  instances  where 
accreditation  of  institutions  initially  has  been 
denied,  or  provisional  apj^roval  removed.  But  the 
overall  results  appear  solid  and  effective. 

There  is  a dedicated  commitment  to  the  prog- 
ram which  has  led  your  Committee  to  believe  that 
tbe  physician,  staff  and  other  expenditures  are 
justified  and  provide  an  invaluable  service  to  tbe 
Association. 

Respectfully  submitted. 

William  0.  McMillan.  Jr.,  M.  D.. 

Chairman 


Cancer  Committee 

The  Cancer  Committee  met  during  the  State 
Medical  Association’s  Annual  Meeting  at  The 
Greenbrier.  August  26,  1983,  and  again  in 
Charleston,  January  29,  1984,  during  the  Associa- 
tion’s Mid-Winter  Clinical  Conference. 

The  Community  Clinical  Oncology  Program 
(CCOP)  was  funded  by  NCI.  Dr.  Steven  J. 
Jubelirer  of  Charleston  is  tbe  Principal  Investiga- 
tor. The  CCOP  protocols  will  be  set  up  for  two 
years  with  state  physicians  jjarticipating  in  the 
various  urograms. 

The  State  Department  of  Health  is  developing 
cancer  plans,  and  is  attempting  to  re-establish  a 
registry  in  the  state.  Discussions  were  held  re- 
garding computerization  of  registeries  in  various 
hospitals  in  the  state. 

A statewide  hemocult  program  in  cooperation 
with  the  American  Cancer  Society  progressed 
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well  under  the  direction  of  Dr.  Catalino  B.  Men- 
doza. Jr.,  of  Clarksburg. 

The  American  Cancer  Society  Professional  Ed- 
ucation Committee  established  a speaker  program 
for  est  \ irginia  and  made  available  the  report 
on  "Nutrition  and  Cancer.” 

Tl  le  American  College  of  Surgeons  is  still  ac- 
tively a])j)ointing  Liaison  Fellows  in  each  hos- 
pital in  the  state,  and  is  investigating  the  possi- 
bility of  an  annual  meeting  in  conjunction  with 
the  State  Medical  Association  Meeting  or  the 
College  of  Surgeons  Meeting. 

The  Status  of  the  Cancer  (ienter  at  West  Vir- 
ginia L niversity  School  of  Medicine  in  Morgan- 
town is  favorable.  It  will  be  a high-research, 
high-technology  type  of  Cancer  Center  designed 
to  reach  all  of  the  people  of  West  Virginia.  There 
also  will  he  an  outreach  program  to  all  areas  of 
the  state  with  an  emphasis  on  cancer  education 
and  cancer  prevention. 

Respectfully  submitted. 

Alvin  L.  Watne.  M.  1)., 

Chairman 


Committee  on  Physician 
Services 

A Committee  Member  Activity  Survey  was  per- 
formed in  May  of  1984.  Five  of  eight  members 
responded.  Four  speeches/ talks /informal  discus- 
sions have  been  held  regarding  impaired  physi- 
cians with  agencies  or  hospital  staffs.  Three  have 
attended  workshops  or  conferences  on  the  topic 
of  physician  impairment. 

Interventions  have  been  made  directly  with  10 
impaired  physicians,  all  of  whom  had  substance 
abuse.  Facilities  used  to  assist  impaired  phy- 
sicians were  Fellowship  Hall  in  Charlotte,  North 
Carolina;  West  Virginia  Northern  Panhandle 
Mental  Health  Center  in  Wheeling;  Drug  and 
Alcohol  Treatment  Services,  Kingwood,  West 
V irginia,  and  The  Impaired  Physicians  Program, 
Atlanta.  Georgia. 

Problems  experienced  by  our  membership  were 
the  lack  of  assurance  of  protection  from  Board  of 
Medicine  censure  or  license  revocation,  and  co- 
ordination with  the  Board  of  Medicine. 

Respectfully  submitted, 

Ralph  S.  Smith,  Jr.,  M.  D. 

Chairman 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front-wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  buQd  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Haivey  Shrewe,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
Xeivs  Service.  Morgantown,  W.  Va. 


‘Variety  Of  Opinion’  In  Russia 
On  Nuclear  War  Risk 

A physician  who  recently  spent  10  days  in  the 
Soviet  Lnion  says  he  came  away  convinced  there 
is  a variety  of  opinion  among  Russians  over 
Soviet-American  differences  and  the  possibility 
of  nuclear  war. 

Thomas  E.  Finucane,  a member  of  the  WVU 
School  of  Medicine  faculty,  spent  10  days  in 
Leningrad,  Moscow  and  Minsk  after  attending  an 
international  conference  of  physicians  in  Hel- 
sinki. Finland. 

In  Russia  he  visited  mainly  with  mid-level 
})hysicians  and  other  workers  in  the  health  sci- 
ences hut  also  got  to  speak  with  people  on  the 
street  while  jogging  each  morning  and  walking 
with  some  of  his  .American  companions  after 
dark. 

“Based  on  many  conversations,  I believe 
there's  the  same  kind  of  spectrum  of  opinion 
you'll  hnd  in  the  United  States,”  Doctor  Finucane 
said. 

No  Concept  of  Government  ‘Line’ 

“There  were  many  who  think  their  country  can 
do  no  wrong  and  some  who  seemed  to  have  no 
coneeption  that  their  government  may  be  feeding 
tliem  a line.  But  many  of  them  understand  that 
all  countries  can  make  mistakes  and  that  there  are 
a lot  of  grays  in  this  world,”  he  said.  “It’s  just 
like  the  U.S.” 

Doctor  Finucane  was  one  of  40  American  doc- 
tors representing  the  Physicians  for  Social  Re- 
sponsibility. the  .American  affiliate  of  Interna- 
tional Physicians  for  the  Prevention  of  Nuclear 

ar. 

.‘‘'ome  400  physicians  from  .57  countries  attend- 
ed the  June  convention  in  Helsinki,  which  was 
addressed  by  the  premiers  of  Finland  and  Greece 
and  which  received  messages  from  national  lead- 
ers including  President  Reagan  and  })residential 
candidates  W alter  Mondale  and  Gary  Hart. 

The  .Americans  made  a follow-up  trip  to  Len- 


ingrail  and  Moscow,  then  split  into  small  groups 
to  tour  other  Soviet  cities. 

They  visited  medical  facilities  in  each  city, 
and  Doctor  Finucane  made  a presentation  en- 
titled "Nuclear  Winter”  before  600  Soviet  phy- 
sicians at  the  Institute  of  Continuing  Medical 
Education  in  Minsk. 

"This  is  new  data  on  atmospheric  conse- 
quences of  a nuclear  war,”  he  said,  “developed 
by  a consortium  of  Soviet  and  American  scient- 
ists. Cities  would  burn  and  grasslands  would  be 
set  ahre.  and  the  smoke  would  be  so  dense  and 
rise  so  high  that  the  world  would  get  cold  and 
dark  for  a long  time.” 

Emphasis  on  World  War  II 

Doctor  Finucane  returned  from  the  Soviet 
4 nion  impressed  by  how  much  emphasis  con- 
tinues to  be  placed  on  World  War  II  and  the 
death  and  destruction  it  caused — in  monuments, 
ceremonies  and  government  propaganda. 

“The  older  people  especially  have  a very  real- 
istic basis  for  fearing  war — almost  all  of  them 
lost  relatives  or  friends,”  he  said.  “As  our  guide 
pointed  out,  at  one  second  of  silence  for  each 
Soviet  war  dead,  you’d  have  to  be  quiet  for  sev- 
en years . . .” 

Six  On  School  Of  Medicine 
Faculty  Honored 

.Six  School  of  Medicine  faculty  members  were 
among  the  47  outstanding  teachers  for  1982- 
1983. 

Following  their  selection  by  a faculty  com- 
mittee, a reception  was  held  and  W\  U President 
Gordon  Gee  presented  certificates.  Dean  Richard 
.A.  DeVaul.  M.  D.,  was  present  and  outlined  the 
achievements  of  Drs.  Edwin  F.  Anderson,  former- 
Iv  of  the  Department  of  Pediatrics.  Charleston 
Division,  now  of  Marshall  University:  James  P. 
Boland.  Department  of  Surgery.  Charleston  Di- 
vision: Joseph  A.  Fontana.  Department  of  Medi- 
cine. Section  of  Hematology /Oncology:  Rolf  F. 
Kletzien.  Department  of  Biochemistry:  Warren 
Point.  Dej)artment  of  Medicine.  Charleston  Di- 
vision. and  Herbert  .A.  Thonq)son,  Department  of 
Microbiology. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  POR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications;  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings;  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K"*"  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Ad^uate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions;  Do  penodic  serum  electrolyte  determinations  [par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides.  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported.  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anli- 
hypertenslve  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide'  should  be  used  with 
caution  in  patients  with  histones  of  stone  formation  A tew  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'  The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  [diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemial  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia, Serum  FBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs. 


Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 


Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  [may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide'.  although  a causal  relationship  has  not 
been  established 


Supplied:  Dyazide'  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  [unit-dose)  of  100  [intended  for  institu- 
tional use  only);  in  Patient-Pak”  unit-of-use  bottles  of  100. 
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Potassium-  Sparing 

DIAZIDF 

Each  capsule  contains  50  mg.  of  Dvrenium*  (brand 
of  triamterene ) and  25  mg.  of  hydrochlorothiazide. 
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PHYSICIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It's  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 


Southern  West  Virginia 

MAJ  SHEILA  BOWMAN,  ANC 
(301)  427-5101/5131 
USAR  AMEDD  PROCUREMENT 
FOREST  GLEN  SECTION 
WALTER  REED  ARMY  HOSPITAL 
WASHINGTON,  DC  20307 


Northern  West  Virginia 

MAJ  JAMES  KUZA,  MSC 
(412)  644-4432 
FEDERAL  BLD.,  RM  304 
1000  LIBERTY  AVE. 
PITTSBURG,  PA  15222 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Third-Party  News,  Views 
and  Program  Concerns 


Medicare  Fee  Freeze  Okayed 
For  Participating  M.  D.s 

A Medicare  fee  freeze  has  been  approved  by 
l)Otli  bouses  of  Congress.  The  measure  will  re- 
quire participating  physicians — that  is,  those 
who  accept  assignment  100  per  cent  of  the  time — 
to  accept  the  frozen  Medicare  fee  allowance  as 
|)ayment  in  full,  although  they  may  increase  hill- 
ing charges.  hen  the  15-month  freeze  is  lifted, 
only  participating  physicians  will  he  allowed  in- 
creases in  their  customary  fee  profiles.  Non-par- 
ticipating physicians — that  is,  those  who  elect  to 
make  fee  decisions  on  a case-hy-case  basis — could 
he  fined  or  suspended  from  the  program  if  they 
increase  fees  to  beneficiaries  during  the  freeze 
period. 

.American  Medical  Association  Executive  Vice 
President  James  H.  Sammons,  M.  D.,  said  the 
Association  was  pleased  that  Congress  had  not 
adopted  an  across-the-board  mandatory  assign- 
ment |)rocess,  hut  was  disappointed  that  the  leg- 
islators chose  to  continue  trying  to  coerce  phy- 
sicians into  accepting  assignment.  The  AMA 
already  had  asked  physicians  to  freeze  all  of  their 
fees — not  just  Medicare  fees.  In  light  of  the 
AMA's  voluntary  fee  freeze,  the  Board  of  Trus- 
tees asked  })hysicians  to  resist  the  temptation  to 
raise  their  fees. 

The  trustees  also  urged  physicians  to  continue 
acting  as  advocates  for  their  j)atients.  Nothing  in 
the  proposed  law  requires  physicians  to  change 
the  way  they  treat  their  Medicare  patients,  the 
trustees  said. 


AMA  To  Notify  Medical  Boards 
Of  License  Revocations 

.Medical  licensure  boards  will  be  notified  by  the 
.AMA  when  a physician  loses  his  license  for  in- 
competence, AMA  Trustee  John  J.  Ring,  M.  D.. 
told  the  U.  S.  Senate’s  Special  Committee  on 
Aging.  The  AMA  is  concerned  that  health  care 


practitioners  who  have  been  found  unfit  to  prac- 
tice in  one  jurisdiction  are  able  to  relocate  and 
practice  in  another  jurisdiction  where  they  hold 
a license. 

I sing  the  AMA  Physician  Masterfile,  the  Asso- 
ciation will  send  information  on  a disciplinary 
action  in  one  state  to  all  other  states  where  the 
physician  has  held  a license.  The  Physician  Mas- 
terfile appears  to  he  the  only  multistate  data  base 
on  physician  licensure.  Doctor  Ring,  a physician 
in  general  jiractice  in  Mundelein.  Illinois,  said 
the  AMA  traditionally  has  cooperated  with  state 
licensing  hoards,  hut  few  routinely  take  advan- 
tage of  the  Association's  resources. 

The  A.MA  has  a ))olicy  of  terminating  a physi- 
cian's memhership  if  his  license  is  revoked  for 
cause.  Doctor  Ring  said.  If  the  physician  joined 
through  the  state  society,  the  AMA  encourages 
the  society  to  take  action. 


Physicians  Not  Responsible 
For  Coding  Of  Case 

The  DRG  penalty  statement  that  physicians  are 
required  to  sign  under  Medicare’s  new  j>rospec- 
tive  payment  system  is  not  meant  to  imply  that 
they  will  he  held  responsible  for  the  medical  rec- 
ord de})artment’s  coding  of  a case.  In  a letter 
to  the  AMA.  the  L .S.  Department  of  Health  and 
Human  Services  said  that,  despite  the  wording 
of  the  DRG  validation  statement,  physicians  are 
not  expected  to  know  the  ICD-9-GM  coding  sys- 
tem or  how  to  assign  diagnosis-related  groups. 

■’Basically,  the  requirement  for  physician  at- 
testation simply  extends  to  Medicare  the  long- 
established  practice  of  requiring  the  physician 
to  sign  the  face  sheet  of  the  medical  record.”  an 
HHS  official  told  the  Association.  HHS  is  pre- 
paring a new  draft  regulation  to  clarify  that  the 
physician  is  only  attesting  to  primary  and  sec- 
ondary diagnoses  and  major  procedures,  and  is 
not  responsible  for  the  coding. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 
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Obituaries 


JOHN  H.  OILE,  M.  D, 

Dr.  John  H.  Gile  of  Parkersburg,  an  internist, 
(lied  on  May  16  in  a hospital  there.  He  was  67. 

Doctor  Gile  was  j)iecedecl  in  death  hy  his  wife, 
Elizabeth  E.  Gile.  less  than  one  week  earlier,  on 
.May  10. 

Born  in  Puerto  Rico,  he  was  graduated  from 
the  University  of  Maryland,  and  received  his 
M.  D.  degree  in  1943  from  the  University  of 
Pennsylvania. 

He  interned  at  the  Protestant  Episcopal  Hos- 
pital in  Philadelphia,  and  completed  his  resi- 
dency at  Charleston  General  Hospital. 

A Navy  veteran  of  World  M ar  11,  Doctor  Gile 
was  a member  of  the  American  Board  of  Internal 
Medicine,  American  College  of  Physicians,  Par- 
kersburg Academy  of  Medicine,  West  Virginia 
State  Medical  Association  and  American  Medical 
As  sociation. 

Survivors  include  two  sons,  William  Gile  of 
\\  a{)pingers  Falls,  New  York,  and  John  R.  Gile 
of  St.  Louis;  three  daughters,  Margaret  Bell  of 
Wilmington,  Delaware;  Anita  Klink  of  Acworth, 
New  Hampshire,  and  Nancy  Gile  of  Marblehead, 
.Massachusetts,  and  a brother,  Phillip  L.  Gile,  Jr., 
of  Silver  Spring.  Maryland. 

# 

DONALD  G.  HASSIG,  M.  D. 

Dr.  Donald  G.  Hassig,  Charleston  ophthalmol- 
ogist, died  on  July  7 at  his  home  in  Sissonville. 
He  was  73. 

Born  in  Smithfield,  West  \ irginia.  Doctor 
Hassig  was  graduated  from  Bethany  College,  and 
received  his  M.  D.  degree  in  1943  from  the  Medi- 
cal College  of  South  Carolina. 

He  was  an  honorary  and  retired  member  of 
the  Kanawha  Medical  Society,  West  Virginia 
State  Medical  Association  and  American  Medi- 
cal Association. 

Survivors  include  three  sons,  Howard  Hassig 
of  Sissonville.  Mark  Hassig  of  San  Francisco  and 
Don  Hassig  of  Santa  Barbara.  California;  a 
daughter.  Ellen  Ressmeyer  of  Boston,  Massa- 
chusetts, and  a brother,  Ronald  Hassig  of  New 
Martinsville. 


CESAR  J .LESACA,  M.  D. 

Dr.  Cesar  J.  Lesaca  of  Man,  a family  physician, 
died  on  May  19  in  a hos})ital  there.  He  was  65. 

Doctor  Lesaca  was  on  the  staff  of  the  Buffalo 
Creek  Healtli  Center  at  Crites  (Logan  County  I . 

Born  in  Manila,  the  Philippines,  he  received 
his  M.  I).  degree  in  1945  from  the  EMiversity  of 
Santo  Tomas  there.  In  this  country,  he  also  earn- 
ed an  M.P.H.  degree  in  1948  from  Johns  Hopkins 
and  took  a residency  at  Kanawha  Valley  Hos- 
j)ital  in  Charleston. 

Dctor  Lesaca  was  a member  of  the  West  Vir- 
ginia Cliapter,  American  Academy  of  Family 
Physicians,  the  Logan  County  Medical  Society, 
West  Virginia  State  Medical  Association  and 
■American  Medical  Association. 

Survivors  include  the  widow;  a son.  Dr.  Tim 
Lesaca  of  Morgantown;  three  sisters,  Trinidad 
Gutierrez.  Carazon  Cuenco  and  Aida  Santiago, 
all  of  the  Philippines,  and  two  brothers,  Poten- 
ciana  Lesaca  and  Luis  Lesaca,  both  of  the  Philip- 
j)ines. 

« # « 

DUDLEY  H.  LONGREN,  M.  D. 

Dr.  Dudley  H.  Longren  of  Philippi,  a radiol- 
ogist. died  on  May  4.  He  was  63. 

Born  in  Brooklyn.  New  \ork.  Doctor  Longren 
was  graduated  from  Hofstra  University  in  Hemp- 
stead. New  York,  and  received  his  M.  D.  degree 
in  1945  from  State  LTniversity  of  New  York 
Downstate  Medical  Center. 

He  completed  residencies  at  Methodist  Hos- 
pital in  Brooklyn  and  Herman  Krefer  Hospital 
in  Detroit,  and  postgraduate  work  at  Indiana 
University. 

Doctor  Longren  was  a member  of  the  Tygart’s 
Valley  Medical  Society  and  the  West  Virginia 
State  Medical  Association. 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

Office  Overhead  Disability  Plan 
,L  Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package^"  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J i.  1 

IrUataLieneral 


EICSDUF"  Soslans,  hs. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


County  Societies 


PARKERSBURG  ACADEMY 

The  Parkersburg  Academy  of  Medicine  met 
on  May  8 at  the  Parkersburg  Country  Club. 

Mr.  Donald  Denny  and  Dr.  Bernard  Shaw 
from  the  University  of  Pittsburgh  spoke  on  organ 
procurement  and  transplant. — M.  David  Aving- 
ton,  M.  D.,  Secretary. 

* * * 

MONONGAUA 

Dr.  Vadrevu  K.  Raju  from  the  West  Virginia 
University  Department  of  Ophthalmology  was  the 
principal  speaker  for  the  meeting  of  the  Monon- 
galia County  Society  on  June  5.  His  subject  was 
herpes  infections  of  the  eye. — Robert  L.  Murphy, 
Executive  Secretary. 


CHAPMAN  PRINTING  CO. 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


Physician  Recruitment  Fair 
September  8,  Charleston 

West  Virginia’s  second  annual  Physician 
Recruitment  Fair  will  be  held  Saturday, 
Septeml)er  8,  at  the  State  Capitol  in  Charleston. 

Once  again,  events  are  planned  to  provide 
physicians  who  are  deciding  where  to  practice 
an  opportunity  to  meet  with  representatives  of 
hospitals,  community  health  centers,  and  private 
practices  which  are  recruiting  physicians  for  their 
immediate  and  long-range  openings. 

Beginning  with  a luncheon  at  noon  in  the 
Capitol  Dining  Room,  the  fair  is  designed  to  offer 
many  occasions  for  community  representatives  to 
visit  with  physicians  and  their  families  invited 
for  the  day’s  activities.  Exhibits  providing  infor- 
mation on  })ractice  sites  will  line  the  legislative 
halls  and  rotunda.  The  fair  will  conclude  with 
a late  afternoon  reception  at  the  Governor’s 
Mansion. 

The  State  Health  Department’s  Division  of 
Primary  Care  and  Recruitment  is  organizing  this 
event  in  cooperation  with  the  state’s  medical 
schools,  the  West  Virginia  Osteopathic  Society, 
the  West  Virginia  State  Medical  Association, 
West  Virginia  Hospital  Association,  and  the 
F’rimary  Care  Study  Group. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-5115 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D, 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R  T 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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C A PT  MAJOR  TAX  REFORM  MANDATES  THAT  EVERY  PENSION 
I nU  I ! PLAN  IN  THE  COUNTRY  MUST  BE  REVIEWED  IN  1984. 


! ANYONE  CAN  PERFORM  THE  REVIEWS. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  handle  rollover  IRA’s  and  self- 
directed  accounts  for  IRA’s,  as  well  as  service  SEP’s  and  ESOP’s.  In 
addition,  they  can  make  available  to  you; 

* 401  (K)  PLANS 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 

The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 

The  National 

Bank  of  Connmerce  Setting  the  pace 

One  Commerce  Square  Charleston.  VW  25322  tOF  yOllF  Setter  tOniOFFOWS. 

Member  FDIC 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt.  M.  D. 

P.  R.  Hedges,  M.  D. 

T G.  Kenamond,  M D. 

J-  Holloway,  M-  D. 

M.  J.  Lohne,  M.  D.  {St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M-  D (St.  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 
T.  E.  Chvasia,  M.  D 
L R.  Cain,  M.  D. 

Hematology/ Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H Drews,  M.  D. 

Pulmonary 
C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss.  M.  D. 

J.  H.  Mahan.  M,  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford,  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M D, 

R.  S.  Glass.  M.  D. 

UROLOGY 

0.  C.  Trapp.  M.  D. 


GYNECOLOGY/OBSTETRICS 

R W Leibold,  M,  D. 

R.  T.  Brandfass,  M.  D. 

T-  A.  Athari,  M.  D. 

J.  W Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R,  A.  Porterfield,  M.  D. 

(St.  Clairsville) 
OPHTHALMOLOGY 
W,  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R V.  Pangillnan,  M.  D. 

DERMATOLOGY 

K.  W.  Waterson,  M,  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D, 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L,  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne.  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher.  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers.  M.  D. 

Neuropathology 
S.  Govindan,  M.  D. 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D H.  Smith,  M,  D, 

D,  P,  Hill,  M.  D. 

J G Tellers.  M D 
Pediatric  Psychiatry 
V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 
Speech  Therapy/Audiology 
J P.  Frum,  M.  S,,  SPA. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R E. 
Allergy/Cyloloxic  Food  Testing 

K.  Gorney,  M,  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N 
8.  Muklewicz.  R N, 
Electroencephalography 
J.  Stone,  R,  N,,  CMET 
J Green,  R.  N. 
Roentgenology 
E Forester,  R T 
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PSYCHIATRIC  ASSOCIATES 

600  18th  Street  — Suite  201 
Parkersburg,  West  Virginia  26101 


For  Inpatient  or  Outpatient  Information,  call 

1-304-428-1023 

A multidisciplinary  approach  to  the  treatment  of  the  emotionally  disturbed.  Both  in- 
patient and  outpatient  services  provided  for  adults  and  adolescents. 

Outpatient  Services:  individual  therapy 

group  therapy 
family  therapy 
marital  therapy 
stress  management 
psychological  evaluations 
learning  disability  evaluations 

Inpatient  Treatment:  inpatient  treatment  is  available  on  a 39-bed  Adult 

Unit  and  an  18-bed  Adolescent  Unit 


Adult  Treatment  Staff 

Robert  E.  Sams,  M.D. 

Joseph  P.  Norris,  M.D. 
Gloria  Calderon,  M.D. 

Fred  T.  Lee,  Ph.D. 

Michael  E.  Frampton,  M.Ed. 
J.  David  Sutton,  M.A. 


Adolescent  Treatment  Staff 

Gloria  Calderon,  M.D. 

Fred  Jay  Krieg,  Ph.D. 


PHYSICIAN  DIRECTOR 
OF 

EMERGENCY  SERVICES 
★ 

St.  Margaret  Memorial  Hospital,  a new 
267  bed  teaching  hospital,  is  seeking 
a Board  certified  or  Board  eligible 
Physician  Director  of  Emergency 
Services.  Past  emergency  services 
director  experience  desired.  Chal- 
lenging position  offers  excellent  bene- 
fits and  salary.  Please  send  curri- 
culum vitae  to  Executive  Director,  St. 
Margaret  Memorial  Hospital,  815 
Freeport  Road,  Pittsburgh,  PA  15215. 


WANTED 

EMERGENCY  MEDICINE  PHYSICIANS 

Wanted — two  full-time,  career  oriented  Emergency 
Physicians  to  join  an  established  and  expanding 
Emergency  Department  and  Urgent  Care  Centers. 
Must  have  West  Virginia  License.  Must  be  board 
certified/board  eligible  in  Emergency  Medicine, 
Family  Practice,  Internal  Medicine,  Surgery,  or  Pe- 
diatrics. Must  have  a minimum  of  one  year  full-time 
experience  in  E.D.  Excellent  income,  flexible  sched- 
uling & fringe  benefits.  Send  CV  to  Administration, 
Sacred  Heart  Hospital,  Riverside  Addition,  Rich- 
wood,  WV  26261  or  telephone  (304)  846-2573,  Ext. 
112. 


FAMILY  PRACTITIONER 

127  bed  JCAH  accredited  hospital  nestled  in  the 
hills  of  a scenic  area  of  West  Virginia,  seeks  a board 
certified/eligible  family  practitioner  to  join  existing 
group  or  establish  solo  practice.  Hospital  located 
within  30  minutes  of  both  a major  teaching  hospital 
and  a beautiful  lake.  Twenty-four  hour  emergency 
room  coverage  already  set-up.  Interest  in  OB 
strongly  desired.  Excellent  outdoor  recreational  fa- 
cilities (hiking,  camping,  kayaking,  canoeing,  rafting, 
fishing,  hunting,  boating).  Good  school  system — 
excellent  place  to  raise  a family.  For  additional  in- 
formation, contact  Dan  Olphie,  HCA,  PO  Box  1575, 
Nashville,  TN  37202  or  call  toll  free  1-800-251-1537 
(in  TN  1-800-322-1501). 
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Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 


Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 


For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call  collect: 

412/741-3310 

jjU  CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


WANTED 


Physician  for  established  family  practice. 


Reply  to: 

P.  O.  Box  7252 
Charleston,  WV  25313 


FOR  SALE 

ESTABLISHED-PRESTIGIOUS-20  YEAR 

GENERAL  MEDICINE  PRACTICE 

• LARGE  SOLO  PRACTICE  (2,000  Pts.) 

• $200,000  PLUS  ANNUAL  GROSS 

• INCLUDES  LAB  & X-RAY  EQUIPMENT 
AND  OFFICE  FURNISHINGS 

• CONVENIENT  TO  2 LARGE  HOSPITALS 
FINANCING  AVAILABLE  • BUILDING  MAY 

BE  PURCHASED  OR  LEASED 
INQUIRIES  TO: 

Bruce  Wynn 
101  John  Maddox  Dr. 
Rome,  Georgia  30161 
(404)  235-3334 


HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

925-4756 

MEDICAL  STAFF 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 

ADULT  PSYCHIATRY 

able  in  new  children’s  pavilion.  Separation 

Miroslav  Kovacevich,  M.  D. 

925-0693 

maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  offers: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

• Staffed  by  Oualified  Psychiatrists  and 

CHILD  PSYCHIATRY 

Medical  Consultants 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Cver  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company, 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowficld  Road  / P.O.  Box  53  / Camp  Hill,  PA  17011  / (717)  763-142: 


© 1984  Pennsylvania  Casualty  Company,  Camp  Hill.  PA  ■ ALL  RIGHTS  RESERVED 


A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead?  .■  j 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

Complete  medical  and  dental  care. 

Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 


Call  Collect 
Master  Sergeant  Barry 
Floyd  (703)  982-4612 


DAVID  C WILSON  HOSPITAL 


A therapeutic  setting  for  the  achievement  of 
self-realization  and  growth. 


• A 60-bed  short-term  private  psychiatric  hos- 
pital providing  comprehensive  in-patient 
evaluation  and  treatment. 

• Specialized  treatment  programs  for  adoles- 
cents, young  adults,  adults,  and  individuals 
suffering  from  eating  disorders,  alcoholism 
and/or  other  chemical  dependencies. 

• 24  hour  admissions. 

• Outpatient  psychiatric  diagnostic  laboratory 
services. 

For  further  information,  contact  Thomas  O. 

Bennett,  Ph.D.,  Director  of  Admissions,  David 

C.  Wilson  Hospital,  2101  Arlington  Boulevard, 

Charlottesville,  Virginia  • 22903  • (804)  977-1120 


Alejandro  E.  Posada,  M.D. 

Medical  Director 

D.  Wilfred  Abse,  M.D. 

Senior  Psychiatric  Consultant 


DCW 


DAVID  C.  WILSON 
HOSPITAL 


Fully  accredited  by  JCAH  • Accepts 
Blue  Cross,  CHAMPUS,  Medicare  and 
most  commercial  medical  insurance. 

An  Affiliate  of  Health  Group,  Inc. 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


FAMILY  PRACTITIONER  NEEDED — Excellent  Practice 
opportunity  for  qualified  Family  Practitioner  who  is  in- 
terested in  doing  OB  and  possibly  cardiology  to  serve 
the  community  with  other  hospital  based  specialists  in- 
cluding Pediatrician,  Internist,  OB/GYN,  General  Sur- 
geon, and  E.N.T.  Jackson  General  Hospital  is  located 
conveniently  in  a small  community  35  miles  from  the 
state  capital.  Join  the  active  medical  staff  at  a 95  bed, 
non-profit,  acute  care,  J.C.A.H.  accredited  hospital.  Set 
up  your  practice  in  a private  medical  office  building  ad- 
jacent to  hospital.  Competitive  salary  guarantee  first 
year,  relocation  expenses  paid  and  professional  help  in 
setting  up  practice.  Reply:  Executive  Director,  Jackson 
General  Hospital,  Ripley,  WV  25271. 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year” 

★ 

Stop  & See  Us  for  Our  Convention  Special 
at  The  Greenbrier  (Booth  #13). 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


OUTSTANDING  PRACTICE 
OPPORTUNITIES 

Modern,  well-equipped  hospital  in  Western  Penn- 
sylvania will  assist  setting  up  private  practices  in 
ORTHOPEDIC  SURGERY,  FAMILY  PRACTICE, 
OPHTHALMOLOGY,  and  MEDICAL  ONCOLOGY.  Re- 
quires Board  Eligible  or  Certified  physicians  in  each 
specialty. 

Attractive  suburban,  semi-rural  location,  excellent 
income  guarantee.  Strong  demand  for  new  doctors 
assures  large  client  base.  For  more  information  con- 
tact: 

Carol  Kennedy,  1-800-441-0996 
C/o  Garofolo,  Curtiss  & Co. 

Physician  Recruitment  Division 
326  W.  Lancaster  Ave. 

Ardmore,  PA  19003. 


Phychiatrists 

Board  Certified  or  currently  eligible.  Hunting- 
ton  State  Hospital  serves  acute  and  chronic 
in  patients  and  is  a Civil  Service,  EEC  em- 
ployer. Respects  experience  and  training. 
Salary  negotiable.  Qualified  applicants  eligible 
for  a clinical  appointment  with  Marshall  Uni- 
versity School  of  Medicine. 

Dr.  R.  R.  Watson 
Clinical  Director 
P.  O.  Drawer  448 
Huntington,  West  Virginia  25709 
(304)  525-7801 
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THE 

HELPING 

PEOPLE 


Hardlnq  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding,  Jr.  MD.  Medical  Director 
irxxi^  ftonan,  M P H , Administrator 
A Bice  Cross  Member  Hospital 

Aiaedited  By  The  Joint  Commission  On  Atcreditaton  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services — from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 
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'Fhe  West  Virginia  Medical  Journal 


The  weight  of 
objective  evidence 
supports  the  cHnical 
efficacy  of 

Dalmane® 

flurazepam  HCl/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


References:  I.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213.  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ,  3.  Zimmerman  AM:  Curr  Ther  Res 
«:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriatr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  11.  Karacan  1,  Williams  RL.  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ. 

Dalmane®  (£ 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  lor  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.^ 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.’ 


15-mg/30-mg  capsules 


/ Bnrup>  Roche  Products  Inc. 

\ Manati,  Puerto  Rico  00701 

Gapynght  © 1984  by  Roche  Products  Inc.  All  nshts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Serials  Dept-Library 

College  of  Physicians  of  Philadelphia 

19  So.  22nd  Street 

Philadelphia,  PA  19103 


Sizing  Up  the  Challenge 
Page  204 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


IDISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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CUSTCMERSWHO  COULD  AFFCKD 
HIGHER  TOCED  LUXURY  CARS 
ARE  RC4,UNG  IN  IT 


Many  people  who  find  high-priced  European 
sedans  well  within  their  means,  find  the  Volvo 
760  GLE  more  to  their  liking. 

And  for  good  reason. 

Inside,  a climate  amtrol  system  completeh’ 
changes  the  air  five  times  a minute — even 
when  the  cars  standing  still.  And  for  even 
more  comfort,  electrically  heated,  orthopedi- 
cally  designed  front  seats  put  \'our  back 
at  ease. 

On  the  underside,  a unicjue  rear  suspen- 
sion system  keeps  the  drive  wheels  in  con- 
stant alignment.  Which  helps  keep  the  car  on 


the  road  in  wet  or  slipper}'  conditions. 

And  on  the  topside,  there’s  an  electric 
sunroof 

In  all,  the  760  GLE  is  the  finest,  most  com- 
fortable Volvo  ever  built. 

So  before  you  spend  a small  fortune  on  a 
prestigious  European  sedan,  come  in  and  test 
drive  a gtus  engine  or  Turbo  Diesel*  Volvo 
760  GLE.  In  addition  to  superior  comfort  and 
handling  on  die  road,  vou'll  find  it  a lot  easier  to 

TheVxvoTTOGLE 

jT  . WE  NEVER  SOLD  AVOLVO  THAT  WAS 

t rice.  WORTH  so  much. 


O 196)  VOLVO  OF  AMERICA  CORPORATION 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1 776 


Mii 


CHARLESTON  DATA  SYSTEMS 


"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  follou’ing  benefits:" 

■ INCREASED  PRODUCTIVITY  • HIGH  RELIABILITY  AND  SERVICE 
« IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

« SIMPLICITY  OF  OPERATION  ■ TAX  SAVINGS 

For  additional  information  call  (304)  344-5803  (1-800-344-5026  toll  free) 
or  contact  us  directly  at:  CAMC  Medical  Staff  Building,  3100  Mac- 
Corkle  Avenue,  S.  E.,  Charleston,  WV  25304. 
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Effectiveness  Of  Biofeedback  In  A Private 
Psychiatry  Practice 


JUDITH  B.  SOKOL,  L.P.X. 

Biofeedback  Therapist,  Morgantown,  West  Virginia 

DAVID  J.  WITHERSTY,  M.  D. 

Psychiatrist,  Morgantown,  West  Virginia 


This  article  describes  a study  which  was  con- 
ducted in  order  to  assess  the  effectiveness  of  bio- 
feedback in  a private  psychiatric  practice.  The 
study  consisted  of  chart  revieiv  and  telephone 
survey  conducted  at  least  one  year  after  the  term- 
ination of  biofeedback  therapy. 

The  results  of  the  study  indicated  that  patients 
were  able  to  decrease  significantly  the  dosages  of 
their  medications,  maintain  a reduction  in  the 
severity  of  their  symptoms,  and  continue  to  have 
a favorable  impression  of  the  biofeedback  pro- 
cess. 

■Diofeedback  therapy  has  applicability  in  the 
treatment  of  a diverse  group  of  medical  and 
psychiatric  problems.  The  Task  Force  of  the 
Biofeedback  Society  of  America  has  suggested 
that  biofeedback  is  effective  in  the  treatment  of 
vascular  headaches,  muscle  contraction  head- 
aches, vasoconstrictive  disorders  ( primary  Ray- 
naud’s ) , psychophysiological  disorders,  gastro- 
intestinal disorders  and  physical  medicine  and 
rehabilitation.' 

A recent  review  of  the  use  of  biofeedback  in  a 
private  psychiatric  practice  ( DJW ) revealed  that 
biofeedback  was  used  most  frequently  to  treat 
anxiety  and  less  often  for  the  treatment  of  psy- 
chophysiological disorders.  Although  the  impres- 
sion was  that  biofeedback  was  therapeutic  for  in- 
dividual patients,  an  attempt  was  made  to  verify 
this  clinical  impression.  A systematic  evaluation 
was  conducted.  The  remainder  of  this  article 


addresses  this  evaluative  study  and  the  issue  of 
biofeedback  effectiveness. 

Study  Design 

The  medical  records  of  25  biofeedback  patients 
seen  in  a private  psychiatric  practice  over  a two- 
year  period  ( August,  1981,  through  August, 
1983  ) were  reviewed  in  order  to  obtain  data 
concerning  clinical  improvement  or  lack  of  im- 
provement. Four  patients  had  dropped  out  of 
treatment,  and  thus  the  remaining  21  patients 
comprised  the  data  base.  The  study  consisted  of 
13  women  and  eight  men  who  ranged  in  age 
from  16  to  62  with  a median  age  of  38.  The  21 
patients  fell  into  five  diagnostic  categories:  ten- 
sion headaches  I two  patients  ) , chronic  pain  f two 
patients  I,  tinnitus  (three  patients),  migraine 
headaches  ( one  patient ) and  generalized  anxiety 
disorders  ( 13  patients  ) . 

The  average  number  of  biofeedback  sessions 
was  7.0.  The  average  time  in  biofeedback  ther- 
apy was  5.8  hours.  While  in  biofeedback  therapy, 
16  patients  w'ere  taking  antidepressants,  13  were 
on  tranquilizers,  one  was  taking  lithium,  and 
three  were  taking  analgesics.  The  subject  of 
medication  as  it  relates  to  biofeedback  will  be 
addressed  later  in  this  article. 

The  purpose  of  reviewing  each  patient’s  chart 
was  to  find  if  the  patient  who  had  EMG  biofeed- 
back was  able  to  reduce  the  actual  muscle  tension 
of  the  frontalis  muscle  as  measured  in  microvolts 
and.  if  so,  what  amount  of  muscle  tension  reduc- 
tion occurred. 

If  the  patient  had  received  Thermal  Biofeed- 
back therapy,  the  charts  were  scanned  to  deter- 
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mine  if  the  patient  had  been  able  to  increase 
fingertip  temperature. 

In  addition  to  reviewing  individual  medical 
records,  71  per  cent  of  the  patients  were  contact- 
ed by  telephone  and  asked  the  questions  listed  in 
Table  1.  While  chart  review  provides  objective 
data  as  to  improvement,  patient  self-reports  furn- 
ish another  avenue  of  evaluation,  i.e.,  subjective 
data.  Evidence  in  the  biofeedback  literature 
strongly  suggests  that  this  “subjective’"  response 
to  biofeedback  is  equally  as  important  as  “ob- 
jective” improvement  as  indicated  by  a biofeed- 
back recording  device.  More  about  this  follows 
under  “Discussion.” 

Results 

OBJECTIVE  EINDINGS  (EMG); 

Electromyographic  biofeedback  therapy 
( EMG  ) was  utilized  with  20  of  21  patients.  The 
amount  of  muscle  tension  reduction  that  would 
qualify  as  “improvement”  in  therapy  was  kept 
flexible,  as  suggested  by  Huffer,  1979,^  and  no 
specific  EMG  level  was  required  for  individual 
patient  “success.”  Patients  were  asked  only  to 
do  the  best  they  could  in  attempting  to  “relax 
and  keep  the  tone  ( audio  feedback  I from  oc- 
curnng. 

Eor  the  purpose  of  this  study,  however,  “im- 
provement” was  arbitrarily  established  as:  0 to 
20-per  cent  reduction  in  muscle  tension,  no  im- 
{irovement;  20-  to  40-per  cent  reduction,  slight 
improvement;  40-  to  60- per  cent  reduction,  mod- 
erate improvement,  and  above  60-per  cent  reduc- 
tion, maximum  improvement.  Using  these  cri- 

“The  interested  reader  might  wish  to  review  the  basic 
principles  of  EMG  and  Tliermal  Biofeedback  as  pre- 
sented in  “Biofeedback  Therapv  — Is  It  For  Your 
Patient?”  W Va  Med  J 1980;  78:137-139. 


teria,  four  patients ' showed  no  improvement, 
seven  had  slight  improvement,  four  had  moderate 
improvement,  and  five  had  maximum  improve- 
ment. A summary  of  the  EMG  findings  for  each 
diagnostic  category  is  listed  in  Table  2. 

OBJECTIVE  EINDINGS  (THERMAL): 

Thermal  hiofeedback  was  used  to  treat  13  of 
the  21  patients.  One  patient  was  treated  with 
thermal  hiofeedback  alone  while  12  received 
simultaneous  thermal  and  EMG  treatments.  Cri- 
teria for  successful  treatment  were  indicated  by 
the  patients’  ability  to  raise  their  fingertip  tem- 
peratures. Neither  the  extent  of  the  temperature 
increase  nor  the  session  in  which  it  occurred  was 
considered  to  he  an  important  factor  for  the 
purj)ose  of  this  study. 

Ten  patients  were  able  to  increase  their  finger- 
tip temperatures,  and  three  were  not  able  to  effect 
a temperature  increase,  although  one  of  the  three 
patients  had  only  one  thermal  hiofeedback  ses- 
sion. 

SUBJECTIVE  EINDINGS: 

Seventy-one  per  cent  of  the  hiofeedback  pa- 
tients were  contacted  by  telephone  and  asked  the 
questions  listed  in  Table  1.  Ninety-three  per  cent 
of  the  respondents  felt  that  hiofeedback  had  been 
lielpful  (question  #3)  and  indicated  they  would 
he  willing  to  return  for  hiofeedback  if  advised  to 
do  so  (question  4^,5).  One  hundred  per  cent 
would  recommend  hiofeedback  to  others  with 
similar  problems  (question  #6i. 

V hen  asked  whether  symptoms  had  reoccurred 
within  one  year  after  hiofeedback  therapy  f ques- 
tion #1  ).  12  of  15  patients  (80  per  cent)  said 
that  symptoms  were  still  present.  It  is  important 
to  note,  however,  that  when  patients  were  asked 


TABLE  1 

Results  of  Telephone  Survey 


Questions 

Anxiety 

Tensioti 

Headache 

Tin  nitns 

C.hronic 

Pain 

Migraine 

Headache 

Yes 

-Vo 

Yes 

.Vo 

Yes 

Vo 

Yes 

So 

Yes 

Vo 

1. 

Did  s>TOptoms  reoccur  within  one 
year  of  biofeedback? 

8 

3 

1 

0 

1 

0 

1 

0 

1 

0 

2. 

Did  you  return  to  your  doctor 
within  one  year  of  biofeedback? 

8 

3 

1 

0 

0 

1 

1 

0 

1 

0 

3. 

Do  you  think  biofeedback  was 
helpful? 

10 

1 

1 

0 

1 

0 

1 

0 

1 

0 

4. 

■\re  you  taking  medications  now 
or  have  you  within  the  last  12 
months  for  this  problem?  If  so. 
present  dosage? 

8 

3 

1 

0 

0 

1 

0 

1 

1 

0 

5. 

Would  you  return  for  biofeedback 
if  your  symptoms  got  bad  enough? 

10 

1 

1 

0 

1 

0 

1 

0 

1 

0 

6. 

Would  you  recMammend  biofeedback 
to  a family  member  or  a friend? 

11 

0 

1 

0 

1 

0 

1 

0 

1 

0 
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TABLE  2 

Results  of  Chart  Review 


EMG 

(Muscle  Tension  Reduction) 

Thermal 

Diagnosis 

Total  Number 
of  Patients 

0-20% 

20-40% 

40-60% 

>60% 

Total  Number 
of  Patients 

Temperature 

Increased 

Generalized 

Anxiety 

Disorder 

13 

1 

3 

4 

5 

10 

7 

Tension 

Headache 

2 

2 

0 

0 

0 

0 

0 

Tinnitus 

3 

1 

2 

0 

0 

1 

1 

Chronic 

Pain 

2 

0 

2 

0 

0 

1 

1 

Migraine 

Headache 

0 

0 

0 

0 

0 

1 

1 

to  rate  their  present  symptoms,  significant  reduc- 
tion in  severity  was  noted.  Of  the  12  patients 
whose  symptoms  had  reoccurred,  only  three  (25 
per  cent  I rated  their  symptoms  above  three  on 
a scale  of  one  ( mild  I to  five  ( very  severe ) . 

It  also  was  noteworthy  to  find  that  in  response 
to  question  #4,  five  of  fifteen  patients  (33  per 
cent ) had  been  able  to  discontinue  their  medi- 
cations completely.  Of  the  remaining  10  patients 
contacted,  five  had  been  able  to  reduce  the  dos- 
age of  their  medications.  Thus,  one  year  after 
biofeedback  treatment,  67  per  cent  of  patients 
were  able  to  discontinue  or  decrease  the  medi- 
cations they  were  taking  when  therapy  was  initi- 
ated. 

The  results  of  the  survey  are  summarized  in 
Table  1. 

Discussion 

This  article  reports  a study  which  attempts  to 
look  at  the  effectiveness  of  biofeedback  in  a priv- 
ate practice  setting.  Based  upon  objective  and 
subjective  criteria,  biofeedback  was  found  to  be 
a useful  treatment  modality,  especially  for  those 
patients  with  a diagnosis  of  anxiety. 

Objectively,  45  per  cent  I nine  of  twenty  ) pa- 
tients treated  with  EMG  biofeedback  were  found 
to  exhibit  moderate-to-maximum  improvement  in 
their  EMG  readings.  Improvement  with  thermal 
biofeedback  occurred  for  77  per  cent  ( 10  of  13  ) 
of  patients  who  were  able  to  effect  an  increase  in 
their  fingertip  temperatures. 

In  the  telephone  survey  67  per  cent  were  able 
to  discontinue  their  medications  or  decrease  the 
dosage.  Although  79  per  cent  of  the  patients  said 
that  they  still  had  symptoms,  75  per  cent  rated 
their  symptoms  as  improved,  i.e.,  three  or  less  on 
a scale  of  one  to  five.  Most  patients  were  satis- 
fied with  biofeedback  therapy,  and  all  would  rec- 
ommend it. 


One  factor  tliat  might  account  for  the  success 
noted  above  is  the  fact  that  all  patients  were  treat- 
ed by  one  therapist  I DJW  I who  could  offer  con- 
tinuity of  care.  It  was  Wepman  (1980)^  who 
suggested  that  “the  best  results  seem  to  be  achiev- 
ed when  the  same  therapist  is  involved  from 
intake  through  termination.” 

Weinman,  Mathew  and  Claghorn  I 1982  ) ^ also 
report  that  biofeedback  is  best  utilized  as  an  ad- 
junct  therapy  to  the  overall  treatment  of  the  pa- 
tient. That  is  how  we  conceptualize  the  use  of 
biofeedback.  The  patients  in  this  study  frequent- 
ly were  on  medications  during  their  biofeedback 
sessions.  These  patients  also  used  relaxation 
audio  tapes  at  home,  and  frequently  continued 
to  see  their  family  physician  or  referring  physi- 
cians. 

Concept  Illustrated: 

The  following  might  serve  to  illustrate  the  con- 
cept of  biofeedback  as  an  adjunct  to  therapy:  A 
12-year-old  woman  with  migraine  headaches  was 
using  maprotiline,  hydroxyzine  and  Eiorinal  in  an 
unsuccessful  attempt  to  control  her  headaches 
when  she  was  first  seen  for  biofeedback  therapy. 
After  six  thermal  biofeedback  sessions  she  was 
able  to  raise  her  hand  temperature  an  average  of 
4.5  degrees  Eahrenheit,  and  her  headaches  had 
decreased  in  severity  and  frequency.  One  year 
later  she  reported  fewer  migraine  headaches,  rare- 
ly used  medications,  continued  to  use  her  home 
relaxation  tape,  and  was  being  followed  by  her 
referring  physician. 

When  one  considers  biofeedback  as  an  adjunct 
to  other  therapeutic  measures  ( particularly  for 
anxiety  disorders),  one  might  question  the  re- 
lationship between  biofeedback  therapy  and  psy- 
chotherapy. In  an  excellent  article  in  Biofeed- 
back and  Self  Regulation,  Rickies,  Onoda  and 
Doyle  I 1982  I addressed  this  issue.  They  see 
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biofeedback  as  “a  treatment  procedure  that  in- 
voh  es  allowing  a patient  client  to  interact  direct- 
ly with  the  device  that  informs  the  patient,  client 
of  the  moment-by-moment  state  of  some  bodily 
function.  The  patient  client  uses  this  information 
to  bring  about  a change  in  the  bodily  function  by 
some  mental  means  for  the  purpose  of  relieving 
suffering  or  averting  pathophysiological  dysfunc- 
tion.”"* 

They  then  compare  biofeedback  to  psychother- 
apy as  defined  by  Wolberg,  i.e.,  ‘‘the  treatment  by 
a psychological  means  of  problems  of  an  emotion- 
al nature  in  which  a trained  person  deliberately 
establishes  a professional  relationship  with  a pa- 
tient with  the  objective  of  removing,  modifying  or 
retarding  existing  symptoms,  of  mediating  dis- 
turbed patterns  of  behavior,  and  of  promoting 
positive  personality  growth  and  development.  '' 
Pointing  out  the  similarities  between  the  two  def- 
initions, they  conclude  that  one  can  argue  “that 
biofeedback  therapy  is  a psychotherapy.”"* 

While  we  would  not  agree  that  biofeedback  and 
psychotherapy  are  one  and  the  same,  we  do  agree 
that  a relationship  does  develop  between  the  pa- 
tient and  biofeedback  therapist  that  might  be 
called  psychotherapeutic  by  some,  and  that  fre- 
quently “psychotherapy”  takes  place  concomit- 
antly along  with  the  biofeedback  process.  One 
would  be  hard  pressed  to  determine  with  any 
degree  of  accuracy  which  factor  accounts  for 
symptom  improvement.  Rickies  et  o/."*  suggest 
a need  for  more  empirical  research  in  this  area, 
and  we  would  agree. 

Positive  Rapport: 

Huffer  even  suggests  that  biofeedback  might 
‘‘open  the  patient  to  the  process  of  psychother- 
apy. After  several  sessions,  through  both  the 


educational  use  of  the  instruments  and  the  sup- 
portive attitude  of  the  therapist,  the  patient  grad- 
ually realized  that  when  certain  problems,  con- 
flicts, or  emotions  are  discussed,  his  muscle  ten- 
sion increases,  or  he  shuts  off  the  flow  of  blood 
to  his  hands,  or  his  blood  pressure  rises.  In  many 
cases,  this  correlation  stimulates  him  to  become 
more  curious  about  his  psychophysiological  re- 
sponses. Because  he  has  developed  a positive  rap- 
port with  the  therapist  rather  than  with  the  im- 
personal machine,  he  may  readily  become  involv- 
ed in  what  may  be  considered  a more  traditional 
psychotherapeutic  process.”^ 

Conclusion 

Biofeedback  therapy  may  decrease  the  need  for 
medications  in  certain  patient  populations  and 
decrease  the  severity  of  the  symptomatology.  It 
is  tolerated  by  many  patients  and  accepted  by 
most. 

It  would  appear  from  the  results  of  this  study 
that  biofeedback  has  a place  in  the  therapeutic 
repertoire  of  a private  psychiatric  practice,  espe- 
cially in  the  treatment  of  anxiety  and  anxiety- 
related  disorders. 

References 

1.  Weinman  ML,  Mathew  RF,  Claghorn  JL:  A .study 
of  physician  attitude  on  hiofeedback.  Biofeedhack  and 
Self-Regulation  1982;  7 : 89-98. 

2.  Huffer  "V:  Biofeedback:  The  need  for  a flexible 
approach.  Pst/chosomatics  1979;  20:  413-415. 

3.  \\’epman  B:  Biofeedback  in  tlie  treatment  of 

chronic  myofascial  pain  dysfunction.  Paychosomatic.'i 
1980;  21:  1.57-162. 

4.  Bickles  WH,  Onoda  L,  Doyle  CC:  Task  force  study- 
section  report  biofeedback  as  an  adjunct  to  psycho- 
therapy. Biofeedback  and  Self-Regulation  1982;  7: 
1-34. 


192 


The  West  \'ihcim.x  MEOic.-tr.  ,Ioiihn.\t. 


Special  Article 


The  Death  Certificate:  A Mirror  Of  Life 


FRED  M.  COOLEY,  M.  D. 

L.  CLARK  HAXSBARGER,  M.  D. 
SAM  B.  FOLIO,  M.  A. 

ARTHUR  BARTHELMESS,  B.  S. 


It  is  the  purpose  of  this  article  to  provide  infor- 
mation on  the  appropriate  entries  on  the  West 
Virginia  Physician  s Certificate  of  Death.  The 
reliability  and  validity  of  the  document  and  its 
importance  as  it  pertains  to  data  collection  is 
discussed. 

“Life  is  only  error  and 
death  is  knowledge.” 
CASSANDRA,  1802 

death  certificate  is  one  document  that  we 
cannot  complete  for  ourselves.  This  special 
form  gives  an  operational  meaning  to  death. 
According  to  Shneidman,*  “the  impact  of  the 
death  certificate  is  considerable.  It  holds  a mir- 
ror to  our  mores:  it  reflects  some  of  our  deepest 
tahoos;  it  can  directly  affect  the  fate  and  fortune 
of  a family,  touching  both  its  affluence  and  its 
mental  health;  . . . But  if  the  impact  of  the  death 
certificate  is  great,  its  limitations  are  of  equal 
magnitude.” 

The  limitations  are  compounded  by  incorrect 
or  inap])ropriate  entries.  The  certificate  is  only 
as  good  as  the  attention  to  detail. 

A reliable  death  certificate  is  an  important 
document  which  may  settle  questions  relating 
to  insurance,  property  rights,  pensions  and 
genealogy.  The  certificate  is  equally  as  important 
in  the  detection  of  crime,  and  as  a scientific 
contribution.  The  documentation  of  death  pro- 
vides valuable  information  relating  to  disease 
causes,  prevalence,  geographical  distribution  and 
trends  among  s]>ecial  populations. 

Reproduced  on  Page  194  is  the  West  V irginia 
Physician's  Certificate  of  Death.  It  is  divided 
into  five  sections:  decedent,  parents,  disposi- 

tion, certifier,  and  cause  of  death.  The  decedent 
section  establishes  items  which  denote  who  the 
person  was:  name,  sex,  date  of  death,  race,  birth 
date,  occupation,  social  security  number,  etc. 
This  provides  base  line  information  when  cate- 
gorizing people  and  their  infirmities.  The 
parents,  disposition,  and  certifier  sections,  while 


fairly  straightforward,  provide  critical  informa- 
tion, and  due  care  should  be  taken  when  com- 
pleting this  section. 

There  appears  to  be  some  confusion  in  the 
cause  of  death  section.  The  cause  of  death  may 
or  may  not  imply  the  mode  of  death.  For  exam- 
ple, asphyxiation  due  to  drowning  may  not  indi- 
cate that  the  person  was  in  an  auto  but  had  a 
blackout  due  to  intoxicants,  or  that  he  intention- 
ally committed  suicide.  In  the  following  pages 
the  authors  will  provide  an  instructional  format 
to  assist  the  physician  in  recording  the  cause  of 
death  and  those  circumstances  leading  to  the 
cause  of  death. 

Cause  of  Death 

The  physician’s  primary  responsibility  in 
death  registration  is  to  complete  the  medical  part 
of  the  death  certificate.  In  addition  to  entering 
information  on  the  causes  of  death,  care  should 
be  taken  to  see  that  the  hour,  date,  and  place  of 
death  are  correctly  entered. 

The  cause  of  death  section  follows  guidelines 
recommended  by  the  World  Health  Organiza- 
tion.- An  important  feature  is  the  underlying 
cause  of  death  determined  by  the  certifying 
physician.  This  section  relates  to  the  sequence  of 
events  leading  to  death  and  other  significant 
conditions  that  contributed  to  the  death. 

In  addition,  there  are  questions  relating  to 
autopsy,  accident  and  injury.  In  certifying 
causes  of  death,  the  disease  or  condition  should 
be  reported  in  specific  terms. 

A cause  of  death  is  a disease,  abnormality, 
injury,  or  poisoning  that  contributed  directly  or 
indirectly  to  death.  A death  often  results  from 
the  combined  effect  of  two  or  more  conditions. 
These  conditions  may  he  completely  unrelated, 
arising  independently  of  each  other;  or  they  may 
be  causallv  related  to  each  other,  that  is,  one 
condition  may  lead  to  another  which  in  turn 
leads  to  a third  condition,  etc.  The  cause  of 
death  section  of  the  Certificate  of  Death  is  de- 
signed to  elicit  the  opinion  of  the  medical  certi- 
fier as  to  the  immediate  cause  of  death  and  the 
antecedent  causes,  as  well  as  the  contributing 
causes  of  death. 
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PART  I OF  THE  CAUSE  OF  DEATH 
STATEMENT 

Only  one  cause  is  to  be  entered  on  each  line 
of  Part  /.  The  underlying  cause  of  death  should 
be  entered  on  the  loivest  line  used  in  Part  I.  The 
underlying  cause  of  death  is  the  condition  that 
started  the  sequence  of  events  between  normal 
health  and  the  immediate  cause  of  death. 

The  mode  of  dying  ( e.g.,  heart  failure, 
respiratory  failure  I should  not  be  stated  at  all 
since  it  is  no  more  than  a symptom  of  the  fact 
that  death  occurred  and  provides  no  useful  infor- 
mation. 

Line  (a)  Immediate  Cause 

The  direct  or  immediate  cause  of  death  is 
reported  on  line  (a).  This  is  the  disease,  injury, 
or  complication  that  directly  preceded  death.  It 
can  be  the  sole  entry  in  the  cause  of  death  state- 
ment if  only  one  condition  was  present  at  death. 


There  must  always  be  an  entry  on  line  fa).  In 
the  case  of  a violent  death,  enter  the  result  of  the 
external  cause  ( e.g.,  fracture  of  vault  of  skull, 
crushed  chest  I . 

Line  ( b ) Due  to,  or  as  a Consequence  of 

The  disease,  injury,  or  complication,  if  any, 
which  gave  rise  to  the  direct  or  immediate  cause 
of  death  is  reported  on  line  (b(.  This  condition 
must  be  considered  to  have  been  antecedent  to 
the  immediate  cause,  both  with  respect  to  time 
and  etiological  or  pathological  relationship.  If 
it  is  believed  to  have  prepared  the  way  for  the 
immediate  cause,  a condition  can  be  considered 
as  antecedent  to  the  immediate  cause  even  though 
a long  interval  of  time  has  elapsed  since  its  onset. 
In  case  of  injury,  the  form  of  external  violence 
or  accident  is  antecedent  to  an  injury  entered 
on  line  (a)  and  should  be  entered  on  line  (b) 
although  the  two  events  are  almost  simultaneous 
( e.g.,  automobile  accident,  fallen  on  by  tree ) . 
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Line  ( c ) Due  to,  or  as  a Consequence  of 

The  condition,  if  any,  which  gave  rise  to  the 
antecedent  condition  on  line  ( b ) is  reported  on 
line  (c).  This  condition  must  be  considered  to 
have  been  antecedent  to  the  cause  entered  on 
line  (b),  both  with  respect  to  time  and  etiology 
or  pathological  relationship.  This  condition  can 
be  antecedent  to  the  cause  entered  on  line  (b) 
even  though  a long  interval  of  time  has  elapsed 
since  its  onset.  In  case  of  injury,  the  form  of 
external  violence  or  accident  is  antecedent  to  an 
injury  entered  on  line  (b)  although  the  two 
events  are  almost  simultaneous. 

If  the  decedent  had  more  than  three  causally 
related  conditions  leading  to  death,  lines  (d), 
(e),  etc.  should  be  added  by  tbe  certifier  so  all 
conditions  related  to  the  immediate  cause  of 
death  are  entered  in  Part  I with  only  one  con- 
dition to  a line  (see  Page  194). 

Interval  Between  Onset  and  Death 

Space  is  provided  at  the  end  of  lines  (a  ),  (b), 
and  ( c ) for  recording  tbe  interval  between  onset 
and  death  for  the  immediate  cause,  antecedent 
condition,  if  any,  and  underlying  cause.  These 
intervals  usually  are  established  by  the  physician 
on  the  basis  of  information  available.  The  time 
of  onset  may  be  obscure  or  entirely  unknown, 
in  which  case  the  physician  can  state  that  the 
interval  is  “unknown.”  Do  not  leave  it  blank. 

PART  II  OF  THE  CAUSE  OF  DEATH 
STATEMENT  (OTHER  SIGNIFICANT 
CONDITIONS) 

Any  other  important  disease  or  condition  that 
was  present  at  the  time  of  death  which  may  have 
contributed  to  death  but  which  was  not  related 
to  the  immediate  cause  of  death  listed  on  line  ( a ) 
should  he  recorded  on  this  line.  For  example, 
a patient  who  died  of  metastasis  from  carcinoma 


of  the  breast  also  may  have  had  a hypertensive 
heart  disease  that  contributed  to  tbe  death.  In 
this  case,  the  hypertensive  heart  disease  would 
be  entered  in  Part  II  as  a contributory  cause  of 
death. 

OTHER  ITEMS  FOR  MEDICAL 
CERTIFICATION 

The  remaining  items  which  require  the  physi- 
cian’s certification  relate  to  autopsy,  accident  and 
injury,  and  to  whether  the  case  was  referred  to 
the  medical  examiner. 

The  physician  should  indicate  whether  an 
autopsy  was  performed.  In  those  cases  when  an 
accident,  suicide,  or  homicide  has  occurred,  the 
medical  examiner  must  be  notified.  If  the  medi- 
cal examiner  does  not  assume  jurisdiction,  the 
physician  should  describe  injuries  and  accidents. 
A clear,  brief  statement  as  to  how  the  injury 
occurred  is  made,  indicating  the  circumstances 
or  cause  of  the  accident  such  as  “Slipped  and  fell 
while  shoveling  snow,”  or  “Burned  using  gasoline 
to  light  stove.”  The  physician  must  indicate  in 
all  cases  whether  or  not  the  medical  examiner  was 
notified. 

Conclusion 

Last  year  the  world  saw  50  million  people 
dead.  United  States  death  records  indicate  that 
communicable  diseases,  as  death  causes,  have 
been  replaced  by  chronic  diseases,  accidents, 
suicides,  and  homicides.  It  is  increasingly  im- 
portant to  record  death  accurately  in  order  to 
provide  a true  “mirror  of  our  life.” 
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Carcinoid  tumors  are  an  uncommon  and  inter- 
esting entity  which  may  present  in  a number  of 
different  ivays.  Tissue  diagnosis  is  essential,  hut 
a variety  of  supportive  studies  also  are  available. 
Survival  is  unusually  long  when  compared  to 
other  malignant  neoplasms.  Chemotherapy  is  in 
its  infancy  with  regard  to  these  tumors.  Until 
such  time  when  cure  is  possible,  these  tumors  ivill 
continue  to  challenge  the  clinician  s diagnostic 
and  management  skills. 

Case  Presentation 

Today’s  case  is  that  of  a 69-year-old  white 
male.  He  presented  to  the  West  Virginia  Uni- 
versity Hospital  for  a “second  opinion”  regard- 
ing “cancer  in  his  liver.”  He  had  been  evaluated 
at  an  outside  hospital  11  years  prior  to  his 
presentation  here.  At  that  time  he  was  told  that 
his  liver  was  riddled  with  multiple  metastatic 
lesions.  These  lesions  were  biopsied  and  the 
patient  was  told  that  he  had  “metastatic 
anaplastic  adenocarcinoma  of  the  liver.”  His 
physician  told  him  and  his  family  that  he  would 
probably  not  live  another  year. 

Vow  11  years  later,  the  patient  presents  to  the 

VU  Hospital  seeking  a second  opinion  regard- 
ing the  status  of  his  liver  disease.  At  the  time 
of  presentation  here  the  patient  appeared 
relatively  healthy  and  in  no  acute  distress.  No 


cachexia  was  noted.  Physical  examination  was 
remarkable  only  for  a somewhat  enlarged  liver 
which  was  approximately  13  cm.  in  span  in  the 
mid-clavicular  line.  The  liver  was  non-tender  to 
palpation.  The  patient  stated  that  overall  he  was 
feeling  relatively  well. 

While  in  our  hospital,  CT  scan  of  the  abdomen 
showed  multiple,  large  filling  defects  in  the  liver. 
Percutaneous  liver  biopsy  was  achieved,  revealing 
the  presence  of  carcinoid  tumor  metastatic  to  the 
liver. 

Pathology  and  Histology 

Carcinoid  tumors  are  a fascinating  entity. 
The  name  is  derived  from  the  Greek  word 
karkinos  which  means  “of  or  pertaining  to 
cancer.”  The  suffix  “oid”  means  “like  or  similar 
to.”  Hence  the  name  carcinoid  meaning  “cancer- 
like.” It  was  recognized  early  on  that  carcinoid 
tumors  do  not  manifest  what  we  would  consider 
typical  characteristics  of  most  malignant  tumors, 
hence  the  name  cancer-like.  Indeed,  these  tumors 
are  most  unusual  with  regard  to  both  their 
potential  for  survival  and  in  terms  of  the  almost 
bizarre  accompanying  manifestations  which  we 
know  as  the  carcinoid  syndrome. 

Carcinoid  tumors  are  found  in  fewer  than  one 
per  cent  of  all  cancer  autopsies.  It  is  estimated 
that  the  incidence  in  the  general  population  is 
approximately  1-2  per  100,000.  Of  all  the  carci- 
noid tumors,  approximately  90  per  cent  arise 
from  the  gastrointestinal  tract. ^ If  we  look  col- 
lectively at  all  G1  neoplasms,  we  find  that  carci- 
noid tumors  constitute  approximately  1.5  per 
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cent  of  these  neoplasms.  Carcinoid  tumors  may 
arise  from  multiple  locations  throughout  the  GI 
tract  including  the  appendix,  ileum,  rectum, 
colon,  stomach,  duodenum,  Meckel’s  diverti- 
culum, biliary  tree,  and  pancreatic  duct.  Non- 
gastrointestinal  locations  of  carcinoid  tumors 
include  the  lungs,  gonads,  and  thymus. 

The  appendix  is  by  far  the  most  common 
location  of  carcinoid  tumors,  with  approximately 
45  to  60  per  cent  of  all  of  these  tumors  arising 
there.  The  second  most  common  location  is  the 
small  intestine.  Approximately  25  per  cent  of  all 
carcinoid  tumors  originate  in  this  location.  The 
third  most  common  location  of  carcinoid  tumors 
is  the  rectum,  accounting  for  5 to  10  per  cent. 
Bronchial  and  gastric  carcinoids  are  the  next  two 
most  common  locations.  The  frequency  of 
tumors  arising  in  these  locations  is  approximately 
equal  at  five  per  cent. 

Approximately  30  per  cent  of  extra-appendi- 
ceal carcinoids  will  metastasize.  If  all  carcinoid 
tumors  including  carcinoids  of  the  appendix  are 
examined,  only  five  per  cent  of  all  carcinoid 
tumors  will  metastasize  at  some  point.  The  time 
sequence  regarding  metastases  after  development 
of  the  primary  tumor  is  not  well  delineated.  The 
majority  of  primary  carcinoid  tumors  are  quite 
small  and  indeed  may  not  be  located  in  patients 
who  present  with  metastatic  disease.  By  the  time 
patients  present  with  metastatic  carcinoid  tumors, 
their  primary  tumor  usually  constitutes  less  than 
five  per  cent  of  the  total  tumor  burden.  At  the 
time  of  autopsy  many  patients  with  diffuse 
metastatic  disease  to  the  liver  and  elsewhere  are 
found  to  have  a primary  tumor  of  only  1-2  cm. 
This  is  particularly  true  when  the  primary  tumor 
is  located  within  the  small  bowel. 

Histologically,  carcinoid  tumors  appear  as 
small  nests  of  regular  polygonal-to-cuboidal  cells 
which  are  separated  by  a fibrous  stroma.  They 
only  rarely  form  gland-like  patterns.  The 
characteristic  which  is  unique  to  carcinoid 
tumors  is  the  monotony  of  the  nuclear  size  and 
shape.  Even  brief  inspection  of  the  histological 
specimens  reveals  that  these  cells  are  all  very 
uniform  in  size  and  shape. 

Special  silver  stains  are  available  which  help 
ascertain  the  location  from  which  carcinoid 
tumors  of  the  GI  tract  arise.  The  silver  stain 
most  commonly  employed  is  the  Argentaffin 
stain.  The  second  stain  which  is  used  and  which 
complements  the  information  given  by  the 
Argentaffin  stain  is  the  Argyrophil  stain.  The 
presence  or  absence  of  staining  with  these 
particular  stains  has  been  used  to  establish  origin 
of  the  tumor  within  the  GI  tract.  Tumors  which 


arise  from  the  foregut  are  commonly  negative  for 
Argentaffin  stain  but  will  stain  with  the 
Argyrophil  stain.  Tumors  which  arise  from  the 
mid-gut  structures  ( e.g.,  small  bowel)  will  take 
up  both  Argentaffin  and  Argyrophil  stain. 
Carcinoids  which  arise  from  hindgut  structures 
such  as  rectal  carcinoids  will  be  negative  for  both 
Argentaffin  and  Argyrophil  stains.  Carcinoid 
tumors  are  classified  presently  according  to  sub- 
stances they  secrete  rather  than  site  of  origin. 

Electron  microscopic  preparations  of  tissue 
obtained  from  carcinoid  tumors  are  very  helpful 
in  diagnosis.  E.M.  preparations  will  reveal  the 
presence  of  multiple  black  granules  within  the 
cytoplasm  of  the  cells  which  contain  various 
amine  compounds. 

Physiology  and  Hormone  Production 

Carcinoid  tumors  have  the  capacity  to  secrete 
a wide  variety  of  amine  compounds.  The  most 
well  known  of  these  compounds  are  5- 
hydroxytryptamine  (serotonin),  kinin  peptides, 
histamine,  catecholamines,  and  prostaglandins. 
In  addition  to  these  compounds,  however,  there 
are  numerous  other  substances  which  are 
secreted.  These  include  insulin,  ACTH,  MSH, 
glucagon,  gastrin,  parathormone,  substance-P, 
motilin,  methionine  enkephalin,  beta-endorphin, 
and  growth  hormone.  There  are  actually  a few 
reported  cases  of  acromegaly  in  the  literature 
caused  by  secretion  of  growth  hormone  produced 
from  carcinoid  tumors. 

Approximately  99  per  cent  of  L-tryptophan  is 
shunted  towards  niacin  and  protein  synthesis  in 
the  normal  human  subject.  In  patients  with 
carcinoid  tumors,  however,  only  40  per  cent  or 
less  of  dietary  tryptophan  is  available  for  niacin 
and  protein  synthesis.  It  is  for  this  reason  that 
patients  with  carcinoid  tumors  may  present  with 
pellagra  due  to  niacin  deficiency.  Pellagra  is 
manifested  by  the  classic  triad  of  dermatitis, 
diarrhea  and  dementia. 

Dietary  tryptophan  is  converted  to  5-hy- 
droxytryptophan  ( 5HTP  ).  Serotonin  is  produced 
from  this  compound  via  decarboxylation.  Sero- 
tonin ( 5HT ) is  then  broken  down  by  MAO 
I monoamine  oxidase),  resulting  in  5HIAA 
( 5-hydroxy-indole-acetic-acid ) which  is  then 
excreted  in  the  urine.  The  primary  sites  of 
degradation  of  serotonin  are  the  lungs,  liver  and 
vasculature. 

Until  recently  it  was  thought  that  serotonin 
was  responsible  for  the  characteristic  flush  of  the 
carcinoid  syndrome.  Numerous  clinical  obser- 
vations, however,  tend  to  suggest  that  a substance 
other  than  serotonin  is  responsible  for  the  carci- 
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noifl  flush.  Lack  of  reproducibility  is  one  such 
piece  of  evidence.  When  sul)jects  ( both  normal 
and  patients  with  carcinoid  tumors  ) receive  an 
intravenous  injection  of  serotonin,  flushing  does 
not  appear  to  be  reproducible.  Further  evidence 
is  derived  from  the  fact  that  many  subjects  with 
carcinoid  tumors  have  normal  5H1AA  levels  at 
the  time  of  flushing.  Plasma-free  serotonin  levels 
at  the  time  of  flushing  in  various  patients  with 
carcinoid  syndrome  usually  are  normal.  Perhaps 
one  of  the  most  strongly  suggestive  pieces  of 
evidence  that  serotonin  is  not  responsible  for  the 
carcinoid  flush  is  the  fact  that  it  is  unlikely 
simply  on  a theoretical  basis.  Serotonin  is  a 
physiologic  vasoconstrictor  and  would  be  more 
likely  to  cause  pallor  rather  than  flushing.  Most 
ex])erimental  evidence  at  the  present  time  sug- 
gests that  bradykinins  are  responsible  for  the 
flushing.  Flushing  is  an  easily  reproducible 
physiologic  effect  of  these  bradykinin  substances. 
Other  physiologic  effects  of  the  bradykinins  in- 
clude vasodilation,  tachycardia,  edema,  saliva- 
tion, and  lacrimation. 

Serotonin  is  responsible  for  many  of  the  hyper- 
motility symptoms  which  patients  with  the  carci- 
noid syndrome  experience.  These  include 
cram|)s,  borborygmi  and  diarrhea.  Serotonin 
probably  also  is  responsible  for  the  fibrosis  seen 
in  some  patients.  This  most  commonly  involves 
the  right-sided  cardiac  valves;  however,  it  also 
may  involve  other  sites  such  as  the  gastrointesti- 
nal tract,  particularly  after  surgieal  procedures. 
Experimental  evidence  which  would  tend  to  indi- 
cate that  serotonin  is  responsible  for  the  pro- 
liferative fibrosis  seen  in  these  patients  is  two- 
fold. First,  serotonin,  when  injected  into  fibro- 
blast cultures,  is  capable  of  growth  stimulation. 
The  second  piece  of  evidence  revolves  around 
the  fact  that  methysergide,  which  is  a structural 
analogue  of  serotonin,  also  is  capable  of  produc- 
ing fibrous  proliferation. 

Presenting  Manifestations 

The  presenting  manifestations  of  carcinoid 
tumors  are  many  and  varied.  They  usually 
are  related  to  one  of  four  things:  ( 1 I the  tumor 
mass  ( 2 ) the  carcinoid  syndrome  ( 3 I incidental 
finding  at  appendectomy  or  ( 4 I pellagra.  When 
the  presenting  manifestations  are  related  to  the 
tumor  mass  itself,  this  usually  takes  the  form 
of  either  intestinal  obstruction  or  intestinal  bleed- 
ing. Most  commonly,  however,  hepatic  metastases 
are  the  first  evidence  of  the  tumor  mass  as  in 
the  patient  presented  here.  The  single  most  com- 
mon presentation  of  carcinoid  tumors  is  that  of 
an  incidental  finding  at  the  time  of  ap- 
pendectomy. The  appendix  is  the  single  most 


common  location  of  all  carcinoid  tumors,  and 
even  a very  small  tumor  within  the  wall  of  the 
appendix  may  obstruct  the  tiny  lumen  of  the 
ap{)endix,  thus  causing  acute  appendicitis. 

Carcinoid  Syndrome 

The  carcinoid  syndrome  is  a constellation  of 
various  signs  and  symptoms.  These  include:  (1 ) 
vasomotor  disturbances  ( cutaneous  flushes  and 
“cyanosis”  I ( 2 ) hepatomegaly  ( 3 ) intestinal 
hypermotility  ( borborygmi,  cramps,  diarrhea, 
vomiting  and  nausea  I (4)  bronchoconstriction 
(cough,  dyspnea,  and  wheezing)  (5)  cardiac 
involvement  ( endocardial  fibrosis  with  valvular 
deformity  I and  ( 6 I prolonged  clinical  course. 

With  regard  to  the  carcinoid  flush,  it  should 
be  noted  that  there  is  no  singular  characteristic 
flush.  Rather,  there  are  a few  different  flushes 
which  depend  upon  the  location  of  the  primary 
tumor  and  the  substances  which  they  secrete. 
The  three  ]>rototype  flushes  are  the  ileal  flush, 
the  bronchial  flush  and  the  gastric  flush.  The 
ileal  flush  or  the  “classic”  flush  manifests  as  a 
relatively  acute  purplish  hue  which  involves  pri- 
marily the  cheeks.  The  neck  and  trunk  also  may 
be  involved.  This  flush  is  usually  short-lived. 

The  bronchial  flush,  on  the  other  hand,  is  the 
most  dramatic  of  all  the  carcinoid  flushes.  This 
flush  is  usually  a livid  red  color  and  may  be  pro- 
longed, occasionally  lasting  for  days.  This  often 
is  accompanied  by  anxiety,  tremors,  salivation, 
lacrimation,  and  pulmonary  edema.  Patients  who 
manifest  bronchial  flushes  over  a long  period  of 
time  may  develop  facial  telangiectasias,  rhin- 
ophyma  and  lionine  facies.  It  therefore  is 
important  to  look  for  evidence  of  this  even 
though  the  patient  is  examined  at  a time  other 
than  during  a flush. 

The  gastric  flush  also  is  somewhat  unique  in 
its  eharacteristics.  The  substance  which  is 
implicated  in  the  gastric  flush  is  histamine  which 
is  produced  in  greater  quantity  in  carcinoid 
tumors  of  the  stomach.  As  expected,  the 

histamine  flush  manifests  itself  as  a diffuse 
“wheal  and  flare”  type  of  reaction.  This  usually 
occurs  over  the  trunk  of  the  patient.  Serpiginous 
borders  of  tiie  flush  are  very  characieristic. 
Cardiac  fibrosis  is  rare  in  patients  with  gastric 
carcinoids  presumably  because  they  rarely  secrete 
serotonin. 

“All  that  flushes  is  not  carcinoid.”  Whenever 
a patient  presents  to  you  with  a description  of 
flushing,  other  entities  must  be  considered  in 
tbe  differential  diagnosis.  These  include  meno- 
pause, mastocytosis,  medullary  carcinoma  of  the 
thyroid  and,  of  course,  idopathic  flushing.  Some- 
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times  the  differentiation  of  these  other  flushing 
syndromes  is  relatively  easy.  Flushing  in  the 
menopausal  female  is  usually  not  too  difficult  to 
distinguish  from  carcinoid  flushing,  in  view  of 
the  clinical  situation.  The  flushing  of  systemic 
mastocytosis  usually  will  be  accompanied  by  the 
characteristic  rash  of  urticaria  pigmentosa. 
Flushing  also  may  be  a manifestation  of  medul- 
lary carcinoma  of  the  thyroid.  Thyroid  palpation 
therefore  is  extremely  important  in  any  patient 
who  presents  with  a flushing  syndrome.  When 
doubts  exists,  serum  calcitonin  levels  should  be 
checked. 

It  is  known  that  ingestion  of  alcohol  or  in- 
jection of  exogenous  catecholamines  is  capable 
of  reproducing  tbe  carcinoid  flush  in  patients 
who  are  predisposed.  This  has  served  as  the 
basis  of  a provocative  test  for  tbe  presence  of 
carcinoid  tumors.  Subcutaneous  or  intravenous 
injections  of  epinephrine  have  been  used  in 
hopes  of  reproducing  the  flush.  It  is  recom- 
mended that  this  no  longer  be  done  due  to  the 
fact  that  some  patients  have  experienced  sudden 
death  as  a result  of  severe  flushing  and  hypo- 
tension which  resulted  in  arrhythmias. 

Fibrosis  is  another  manifestation  of  the  carci- 
noid syndrome.  The  substance  which  is  impli- 
cated in  the  fibrogenesis  is  serotonin.  Most 
characteristic  fibrosis  occurs  on  the  cardiac 
valves.  This  is  particularly  on  the  right-sided 
heart  valves,  presumably  because  passage  of 
serotonin  into  the  lungs  inactivates  the  serotonin 
compounds  before  they  reach  the  left  side  of  the 
heart.  Fibrosis  of  the  left  side  does  occur  in 
specific  settings  which  include  atrial  septal  de- 
fect and  bronchial  tumors.  Fibrosis  of  tbe  heart 
valves  sometimes  leads  to  significant  stenosis  of 
these  valves  and  subsequent  cardiac  problems. 

Fibrosis  also  may  occur  in  extracardiac 
locations.  The  most  striking  example  of  this  is 
seen  after  surgical  resection  of  a portion  of  the 
howel  in  patients  with  carcinoid  tumors.  A very 
proliferative  fibrotic  response  is  noted  in  these 
patients,  sometimes  leading  to  cicatrization  and 
kinking  of  tbe  bowel  and  subsequent  obstruction. 

Diarrhea,  another  manifestation  of  the  carci- 
noid tumors,  probably  is  multifactorial.  It  is 
thought  that  intestinal  hypermotility  is  an 
important  contributing  factor  to  the  diarrhea. 
In  addition,  increased  intestinal  secretion  and 
decreased  intestinal  absorption  also  probably 
play  a role  in  the  genesis  of  the  diarrhea.  The 
hypermotility  which  is  noted  in  these  patients 
probably  is  a result  of  the  various  substances 
which  are  secreted  by  carcinoid  tumors  including 
bradykinins,  serotonin,  motilin,  and  substance-P. 


Differential  Diagnosis 

The  differential  diagnosis  of  patients  with 
carcinoid  tumors  and 'or  carcinoid  syndrome 
includes  the  differential  of  all  flushing  syndromes 
which  has  already  been  discussed.  The  differ- 
ential diagnosis  also  includes  Crohn’s  Disease, 
primarily  because  these  patients  often  will  pre- 
sent with  lesions  in  the  distal  ileum  accompanied 
by  diarrhea.  The  differential  also  includes  acute 
appendicitis.  When  a patient  with  carcinoid 
tumors  presents  with  hepatomegaly  and  filling 
defects  in  the  liver  such  as  the  patient  we  have 
discussed  today,  the  differential  diagnosis  then 
includes  all  other  tumors  which  are  potentially 
metastatic  to  the  liver.  As  with  our  patient  today, 
however,  it  can  be  stated  that  patients  with  large 
amounts  of  metastatic  carcinoid  tumor  often 
look  quite  well  compared  to  patients  with  other 
types  of  metastatic  tumors.  A patient  with 
carcinoid  tumor  may  present  with  a coin  lesion 
of  the  lung.  The  usual  differential  of  all 
pulmonary  coin  lesions  then  would  apply. 

Diagnostic  Modalities 

This  diagnosis  is  first  and  foremost  a tissue 
diagnosis.  Biopsy  is  necessary  to  declare  the 
presence  of  carcinoid  tumors.  As  already  dis- 
cussed, there  are  special  stains  which  can  be 
utilized  to  aid  in  the  histologic  diagnosis.  In 
addition,  electron  microscopic  preparations  of 
the  biopsy  tissue  can  be  quite  helpful  in  estab- 
lishing the  diagnosis.  There  also  are  a num- 
ber of  experimental  stains  which  are  available 
at  tbe  present  time.  These  stains  are  capable 
of  detecting  the  presence  of  various  amine  com- 
pounds within  the  cells  of  the  carcinoid  tumor. 

In  addition  to  the  histologic  preparations,  sug- 
gestive evidence  may  be  obtained  by  various 
special  studies.  These  include  urine  5HIAA 
levels,  serum  bradykinin  levels,  urine  histamine 
levels,  and  serum  levels  of  various  hormones 
which  may  be  produced  by  carcinoid  tumors. 
The  most  commonly  employed  of  these  special 
studies  is  the  urine  analysis  of  5HIAA  levels. 
This  analysis  may  be  done  as  either  a qualitative 
or  quantitative  assay.  The  qualitative  screening 
test  is  quite  simple  and  requires  only  0.2  ml  of 
urine.  Indole,  which  is  present  in  the  urine  in 
patients  with  elevated  levels  of  serotonin,  is 
capable  of  producing  colored  derivatives  in  the 
presence  of  the  reagent  nitrosonaphthol.  This 
color  change  allows  us  to  detect  the  presence  of 
elevated  amounts  of  serotonin  at  a glance.  The 
color  change  will  not  occur  unless  the  urine  con- 
tains at  least  30-50  mg  of  5HIAA  within  a 
24-hour  specimen,  and  therefore  qualitative 
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screening  is  not  usually  done.  A quantitative 
urine  test  should  be  done  instead.  Normal  hu- 
man subjects  excrete  less  than  10  mg  of  5HIAA 
in  a 24-hour  period.  The  presence  of  greater  than 
25  mg  in  a 24-hour  period  is  virtually  diagnostic 
of  carcinoid  tumors;  however,  the  majority  of 
patients  with  elevated  serotonin  levels  will  pro- 
duce greater  than  60  mg  of  5H1AA  in  their  urine 
in  a 24-hour  period. 

A few  pitfalls  must  be  avoided  during  the  pre- 
collection and  collection  period.  Patients  should 
be  careful  to  avoid  foods  which  are  rich 
in  serotonin.  These  foods  include  eggplant, 
tomatoes,  red  plums,  avocados,  walnuts,  pine- 
apples, and  bananas,  and  will  elevate  falsely  the 
24-hour  urine  levels  of  5HIAA.  In  addition, 
various  medications  also  must  be  avoided 
during  the  testing  period.  Glyceryl  guaiacolate,- 
acetanilid,  mephenesin,  and  methocarbamol  are 
all  compounds  which  will  cause  false-positive 
increases  in  urinary  5HIAA.  Mandelamine  and 
certain  phenothiazines  must  be  avoided  as  they 
will  produce  false-negative  tests  for  5HIAA. 

Treatment 

Treatment  of  patients  with  carcinoid  tumor 
and  carcinoid  syndrome  essentially  is  divided 
into  two  modalities,  surgical  and  medical.  Medi- 
cal therapy  is  further  subdivided  into  the  fol- 
lowing: (1)  anti-serotonin  agents  (2)  adjunctive 
medications  and  ( 3 I chemotherapy. 

Surgical  therapy  should  be  avoided  whenever 
possible  in  patients  with  carcinoid  tumors.  Un- 
less there  is  a chance  for  cure  or  unless  a patient 
suffers  a complication  of  a carcinoid  tumor  such 
as  small  bowel  obstruction,  it  is  recommended 
that  surgery  not  be  undertaken.  Part  of  the 
reason  for  this  relates  to  the  proliferative  fibrotic 
reactions  which  occur  postoperatively,  thus 
resulting  in  multiple  complications.  Problems 
may  arise  during  both  induction  of  anesthesia 
and  during  surgical  manipulation  of  the  tumor, 
leading  to  release  of  various  amine  substances. 
Significant  flushing  and  hypotension  have  been 
recorded  at  these  times  during  surgery.^ 

There  are  two  anti-serotonin  agents  that  are 
commonly  employed  in  treatment.  Parachloro- 
phenyalanine  is  an  inhibitor  of  serotonin  syn- 
thesis'^ and  may  be  quite  effective  in  patients 
with  serotonin-secreting  carcinoid  tumors.  This 
medication  may  greatly  reduce  the  intestinal 
hypermotility  symptoms  as  well  as  prevent  some 
of  the  cardiac  fibrosis.  In  addition  to  this  enzyme 
inhibitor,  the  other  option  is  the  serotonin 
antagonist  methysergide.  This  structural  analogue 
of  serotonin  is  a competitive  inhibitor.  Methy- 


sergide has  signific'ant  side  effects  including 
retroperitoneal  fibrosis,  and  is  rarely  used.^ 

In  addition  to  the  antiserotonin  agents,  there 
are  several  other  drugs  which  may  be  used  as 
adjunctive  treatment.^  A combination  of 
liistamine-l  and  H2  receptor  antagonists  may  be 
used  in  patients  with  gastric  carcinoid  who 
secrete  excessive  amounts  of  histamine.  Various 
corticosteroids  also  may  be  used  in  patients  to 
prevent  flushing  and  wheezing.  These  seem  to 
be  of  particular  value  in  patients  with  bronchial 
carcinoid  tumors.  The  alpha  blocker  phenoxy- 
benzamine  also  has  been  employed  successfully 
in  some  patients  with  carcinoid  syndrome.  The 
alpha  adrenergic  system  is  responsible  for 
mediating  the  release  of  some  of  these  substances 
found  within  carcinoid  tumors.  Methyldopa  also 
may  be  used  as  adjunctive  therapy  in  some 
patients  with  carcinoid  tumors  for  prevention  of 
diarrhea.  The  exact  mechanism  of  its  action 
remains  uncertain;  however,  dramatic  relief  is 
achieved  in  some  patients.  Cholestyramine  also 
is  utilized  in  the  treatment  of  patients  with 
carcinoid  tumors  in  the  setting  of  bile 
acid-induced  diarrhea  in  those  patients  who  have 
undergone  extensive  small  bowel  resection  be- 
cause of  their  tumor. 

Chemotherapy  of  carcinoid  tumors  still  is  in 
the  early  stages  of  development  at  this  point. 
Combination  chemotherapy  regimens  have  been 
significantly  more  effective  than  single-agent 
chemotherapy.  The  combination  of  5-FU  and 
streptozotocin  is  capable  of  producing  a 38-per 
cent  partial  response  rate.  The  combination  of 
cyclophosphamide  and  methotrexate  has  achieved 
a 58-per  cent  partial  response  rate  in  a small 
series  of  patients.^  The  efficacy  of  various 
regimens  is  difficult  to  assess  because  of  the 
naturally  prolonged  survival  rate  without  any 
form  of  therapy.  It  is  difficult  to  know  when  to 
step  in  and  administer  chemotherapy  in  a patient 
with  carcinoid  tumor  because,  despite  extensive 
inetastases,  these  patients  may  live  for  many 
years.  Chemotherapy  is  primarily  reserved  for 
patients  w'ho  begin  to  decompensate. 

Natural  History 

The  natural  history  is  very  variable  and 
depends  to  a great  extent  upon  the  location  of 
the  primary  tumor.  We  will  discuss  briefly  here 
the  natural  history  with  regard  to  the  five  most 
common  carcinoid  tumors:  appendiceal,  ileal, 

rectal,  bronchial,  and  gastric. 

Appendiceal  carcinoids  are  the  most  common 
of  the  carcinoid  tumors.  These  tumors  virtually 
never  metastasize.  The  carcinoid  syndrome  is 
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either  extremely  rare  or  non-existent  in  patients 
with  carcinoid  tumors  of  the  appendix.  There 
are  probably  a number  of  people  who  harbor 
small  carcinoid  tumors  of  the  appendix  and 
remain  asymptomatic  for  their  lifetime.  Others 
with  appendiceal  carcinoids  may  present  as  acute 
appendicitis  due  to  obstruction  of  the  lumen  of 
the  appendix.  Overall,  carcinoid  tumors  of  the 
appendix  have  the  very  best  prognosis  and  are, 
for  all  intents  and  purposes,  benign. 

Carcinoid  tumors  of  the  ileum  exhibit  the 
highest  incidence  of  the  carcinoid  syndrome.  The 
syndrome  appears  only  after  extensive  metastases 
to  the  liver  have  occurred.  The  primary  lesion 
is  usually  quite  small  and  rarely  causes  a problem 
with  regard  to  bowel  obstruction  or  bleeding. 
Interestingly,  metastatic  disease  from  ileal  carci- 
noids rarely  extends  beyond  the  abdominal 
cavity.  The  overall  prognosis  with  ileal  carcinoids 
is  fair  to  good.  Patients  may  live  for  extended 
amounts  of  time  even  following  metastasis  of  the 
tumor.  Survival  of  between  10-18  years  after 
development  of  metastases  is  not  uncommon. 
The  longest  documented  survival  after  metastases 
in  a patient  with  carcinoid  tumor  is  23  years. 

Rectal  carcinoids  seem  to  depend  upon  their 
size  for  their  behavior.  When  the  tumor  is  less 
than  two  cm,  metastases  are  very  rare.  When  the 
tumor  is  greater  than  two  cm,  metastases  are 
much  more  common.  Overall,  the  metastatic  rate 
of  rectal  carcinoids  probably  is  close  to  20  per 
cent.  Rectal  carcinoids  almost  never  produce  the 
carcinoid  syndrome.  Bone  metastases  seem  to  be 
fairly  common  when  metastases  do  occur  in  these 
tumors. 

Bronchial  carcinoids  carry  the  worst  prognosis 
of  all  the  carcinoid  tumors  due  to  their  high 
malignant  potential.  These  tumors  usually  be- 
come widely  metastatic  despite  the  fact  that  the 


primary  tumor  is  usually  less  than  three  cm  in 
diameter.  The  majority  of  these  tumors  are 
nonsecreting.  When  secretion  of  amine  com- 
pounds does  occur,  the  most  common  is 
5-hydroxytryptophan.  This  is  the  immediate 
precursor  to  serotonin.  It  seems  that  the  lung 
does  not  contain  a high  enough  concentration  of 
the  decarboxylase  enzyme  necessary  to  convert 
this  precursor  to  serotonin.  Even  though 
bronchial  carcinoids  in  comparison  to  other 
carcinoids  have  a bad  prognosis,  survival  of  5-10 
years  is  not  uncommon. 
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In  My  Opinion 


ON  ‘PAC-ing’  TOGETHER  . . . 


To  say  that  physicians  are  facing  a crisis  in 
the  field  of  professional  liability  (malpractice) 
insurance  is  an  understatement  of  the  first  order. 
Everyone  in  the  medical  profession  is  well  aware 
of  the  situation  in  some  manner  even  if  they 
don’t  view  the  “hig  picture”.  The  question  is,  of 
course,  what  can  be  done  about  the  matter,  by 
whom  and  when? 

Part  of  the  answer  lies  at  Medicine’s  doorstep. 
Efforts  to  minimize  errors  and  eliminate  the  clear- 
ly incompetent  practitioner  must  continue.  Exist- 
ing insurance  mechanisms  and  WVSMA’s  own 
Loss  Control  Seminars  offered  in  the  coming 
years  in  conjunction  with  our  sponsored  profes- 
sional liability  insurance  carrier,  CNA,  clearly 
address  this  aspect  of  the  problem. 

But  much  of  the  solution  lies  beyond  Medi- 
cine’s direct  power  to  correct.  We  are,  in  large 
part,  at  the  mercy  of  outside  parties.  To  be  sure, 
we  must  take  steps  to  educate  the  public  about 
the  issues  of  malpractice  and  cost  shifting  and  a 
host  of  others.  But  we  must  also  anticipate  work- 
ing with  a host  of  legislators  of  both  political 
parties  if  we  are  going  to  obtain  beneficial  reform 
of  the  present  climate  in  West  Virginia. 

Undoubtedly  there  are  members  of  the 
House  of  Delegates  and  Senate  who  are  adamant- 
ly opposed  to  any  reform  of  the  present  tort 
system  whether  for  personal,  selfish  reasons  of 
protecting  their  own  interests  or  for  broad-rang- 
ing philosophical  ones.  There  are,  on  the  other 
hand,  many  dedicated,  thoughtful  members  or 
would-be  members  of  these  two  bodies  who  can 
be  approached,  who  can  be  reasoned  with  and 
who  can  be  educated  to  the  seriousness  of  this 
issue  and  its  impact  on  the  public  and  the  health 
care  they  receive  or  may  receive  in  the  future. 

Regardless  of  one’s  personal  opinion  of  politics 
or  politicians,  the  fact  remains  that  much  of 
Medicine’s  future  destiny  lies  in  the  hands  of  our 
elected  officials  and  the  bureaucracy  which  they 
have  created  or  will  create  to  carry  out  the  poli- 
cies that  are  established. 

The  question  then  is,  “How  do  I,  as  an  individ- 
ual physician  with  a busy  practice  and  limited 
time  and  resources,  effectively  work  to  elect  those 
representatives  who  are  sympathetic  to  Med- 
icine’s concerns?”  The  answer:  Support 


WESPAC  by  becoming  a regular  or  sustaining 
member. 

WESPAC  is  the  West  Virginia  Political  Action 
Committee.  It  is  the  officially  recognized  political 
action  program  of  the  West  Virginia  State  Medi- 
cal Association  ( WVSMA  ) and  is  comprised  of 
individual  members  of  WVSMA  and  of  the 
WVSMA  Auxiliary.  It  is  nonpartisan,  supporting 
legislators  of  both  major  parties,  and  provides 
an  effective  way  for  members  to  become  involved 
in  both  state  and  federal  elections. 

WESPAC  does  NOT  LOBBY  for  legislation. 
Lobbying  is  a function  of  WVSMA;  WESPAC 
provides  direct  and  or  indirect  financial  or  in- 
kind  support  to  political  candidates.  Membership 
in  WVSMA  and  WESPAC  is  entirely  separate. 

ESPAC  membership  requires  a minimum  $50 
contribution  for  regular  membership  or  $100  or 
more  for  a sustaining  membership,  and  the  check 
must  be  a personal  contribution,  not  a corporate 
one,  since  corporations  are  prohibited  by  law 
from  contributing  to  political  candidates. 

WESPAC  supports  political  candidates  who 
best  represent  the  professional  needs  and  con- 
cerns of  physicians  and  their  patients.  Regardless 
if  the  public  policy  issue  is  the  scope  of  practice 
for  allied  health  practitioners,  grants  for  medical 
research,  or  changes  in  medical  professional 
liability  legislation,  WESPAC  represents  YOU. 

To  he  effective,  however,  WESPAC  needs  the 
support  of  membership.  Currently,  less  than 
seven  per  cent  of  our  membership  contributes  to 

ESPAC,  and  only  12  are  sustaining  members 
who  contribute  $100  or  more.  That’s  an  embar- 
rassing statistic  when  you  consider  that  the  PAC 
representing  physicians  has  less  than  $10,000 
to  use  for  candidate  support  in  an  election.  The 
teachers  of  this  state  had  more  than  $30,000  to 
contribute  to  legislators  in  the  primary  election 
this  year. 

Political  contributions  do  not  buy  votes,  but 
they  do  help  assure  an  ear  willing  to  at  least  hear 
a viewpoint.  Any  politician  whose  vote  can  be 
purchased  for  a $100  or  $500  or  even  $1,000 
campaign  contribution  is  not  worth  the  purchase 
price  since  someone  else  with  more  money  could 
buy  more  votes.  PAC  contributions  seek  access, 
not  votes.  And  since  the  law'  limits  maximum 
contributions  on  the  state  level  to  $1,000  per 
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election,  it  is  highly  doubtful  that  any  one  politi- 
cal action  committee  can  ever  control  a candi- 
date’s vote.  If  a campaign  costs  a mere  $30,000, 
the  maximum  contribution  would  finance  no 
more  than  1 / 30th  or  .03  per  cent  of  the  expense. 
And  a $100,000  or  $1,000,000  campaign  would 
regard  a maximum  PAC  contribution  as  truly 
“small  potatoes”  in  political  finance  even  on  the 
federal  level  where  a $5,000  limit  per  election 
is  in  effect. 

Politicians  keep  keen  note  of  who  their  sup- 
porters and  contributors  are.  And  that’s  where 
the  importance  of  a contribution  comes  in.  The 
fact  that  an  individual  contributed  and/or  sup- 
ported a candidate  in  an  election  effort  is  far 
more  important  than  the  amount  of  the  contribu- 
tion. All  contributions  are  welcomed  in  today’s 
expensive  election  process;  maximum  contribu- 
tions are  appreciated,  of  course,  but  even  a $50 
or  $100  contribution  says,  ‘T/We  believe  in  you 
and  want  to  support  your  candidacy.”  And  it  is 
that  kind  of  support  that  a successful  candidate 
remembers  when  you  come  knocking  on  his  door 
or  calling  on  the  phone  to  express  an  opinion,  an 
idea  or  a view. 

All  political  officeholders  need  to  be  responsive 
to  the  needs  of  their  respective  constituencies 
whether  that  constituent  contributed  to  a cam- 
paign or  not,  and  most  politicians  are.  But  we 
all  realize  that  it  is  human  nature  to  respond 
more  quickly  and  favorably  to  those  persons  or 


groups  with  whom  we  are  acquainted  and/or 
look  upon  as  friends  and  supporters. 

If  physicians  are  to  look  to  the  Legislature  to 
help  provide  relief  from  the  onerous  professional 
liability  problem,  it  behooves  us  to  elect  those 
candidates  who  are  accessible  to  Medicine’s  view- 
point. Campaign  contributions  help  assure  that 
access  and  your  $100  or  $50  contribution  to 
WESPAC  will  help  your  physician  colleagues 
serving  on  the  PAC  Board  support  those  candi- 
dates. 

Send  your  personal  check  today!  Make  your 
check  payable  to  WESPAC  and  send  it  to 
WESPAC,  Box  1031,  Charleston  25324. 

WESPAC  is  a separate  segregated  fund  established  by 
the  WVSMA 

Voluntary  political  contributions  by  individuals  to 
WESPAC  must  be  written  on  personal  checks.  Contri- 
butions are  not  limited  to  the  suggested  amount.  WVSMA 
will  neither  favor  nor  disadvantage  anyone  based  upon 
the  amounts  of  or  failure  to  make  PAC  contributions. 
Voluntary  political  contributions  are  subject  to  the 
prohibitions  and  limitations  of  the  Eederal  Election 
Campaign  Act  and  State  law. 

Merwyn  Scholten 
Executive  Director 
West  Virginia 
State  Medical  Association 


We  welcome  contributions  to  In  My  Opinion.  Sub- 
missions should  be  addressed  to  Stephen  D.  Ward, 
M.  D.,  Editor,  The  West  Virginia  Medical  Journal, 
Box  1031,  Charleston,  West  Virginia  25324. 
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*Jke  T^zcAident 


SIZING  UP  THE  CHALLENGE 


VYTith  some  feeling  of  unworthiness  and  a 
heart  full  of  love,  gratitude  and  humility, 
I thank  you  for  the  signal  honor  to  serve  as  your 
President,  spokesman,  and  representative  for  the 
next  year. 

For  almost  30  years  1 have  been  privileged  to 
practice  Medicine  in  our  great  state.  The  experi- 
ence has  been  both  fulfilling  and  depressing, 
never  dull,  but  also  lonely.  Fulfilling,  because  of 
the  personal  satisfaction  with  successes  in  caring 
for  severely  injured  and  suffering  fellow  human 
beings.  Depressing,  because  of  failure  despite 
one’s  greatest  efforts.  Never  dull,  because  the 
challenge  to  improve  spiritually,  morally,  ethi- 
cally, technically  and  professionally  never  ceases. 
Lonely,  because  many,  if  not  most,  of  these  de- 
cisions have  been  made  because  of  the  emergency 
and  gravity  of  the  situation,  in  a dark  corner 
of  the  hospital  late  at  night,  or  in  the  solitude 
of  my  office  examining  room,  or  because  1 hap- 
pen to  be  on  call  or  because  someone  thought  1 
was  capable,  able  and  willing. 

1 always  have  drawn  upon  medical  knowledge 
as  1 know  it,  have  been  taught,  and  have  learned, 
and  in  consultation  with  colleagues — a lifelong 
process.  In  every  decision  1 confide  to  you  that 
1 have  wished  for,  and  many  times  prayed 
mightily  for,  divine  guidance.  All  practicing  phy- 
sicians know  whereof  1 speak.  In  this  spirit,  I 
accept  the  responsibilities  of  the  office  I have 
assumed  and  pledge  to  carry  the  banner  of  the 
West  Virginia  State  Medical  Association  with  all 
the  pride  and  dignity  of  that  long  list  of  distin- 
guished names  of  splendid  physicians  who  have 
preceded  me. 

I shall  rely  heavily  upon  the  continued  con- 
fidence and  support  of  the  officers,  the  councilors. 


the  House  of  Delegates,  the  general  membership, 
and  the  staff.  Without  your  help,  I cannot  suc- 
ceed. With  your  help,  I cannot  fail. 

Let  me  assure  you  that  I am  well  aware  of  the 
many  pressing  problems  facing  physicians  of  our 
times.  Important  among  these  are  the  Deficit 
Reduction  Act  of  1984,  care  of  the  indigent,  the 
DRG  debacle,  ethical  conflict  of  interest  in  con- 
tract medicine,  the  malpractice  dilemma,  frag- 
mentation of  the  medical  profession,  non-M.  D. 
practitioners,  assault  upon  free  choice  and  clini- 
cal freedom,  AMA  and  state  association  mem- 
bership, the  Health  Policy  Agenda,  the  trium- 
virate of  service,  education  and  research,  foreign 
medical  graduate  problems,  and  others.  By 
way  of  The  West  Virginia  Medical  Journal  and 
county  society  visitations,  in  the  12  months  that 
follow  I will  address  these  issues  as  time  and 
space  allow,  and  will  report  to  you  the  quarterly 
actions  of  the  Council  and  the  current  status  of 
various  projects  and  interests  of  the  West  Vir- 
ginia State  Medical  Association. 

I anticipate  an  enlightening  and  challenging 
year.  The  upheaval  of  changes  just  beginning  to 
impact  the  medical  care  West  Virginians  receive 
will  afford  us  many  opportunities  to  rededicate 
ourselves  to  our  long-honored  code  of  profession- 
al ethics  embracing  the  Hippocratic  principle  that 
sanctifies  all  human  life.  I intend  to  pursue  these 
junctures  with  my  very  best  effort. 


Carl  J.  Roncaglione,  M.  D.,  President 
West  Virginia  State  Medical  Association 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic®  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia.  Pa  19101 


Lii 


See  important  information  on  next  page. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic ' 

(meprobamate  with  aspirin)  e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  m patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  m long-term  use.  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  penodi- 
cally  reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 
ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compour>ds 
MEPROBAMATE  Acute  intermittent  porphyria 
allergic  or  idiosyr>cratic  reactions  to  meproba- 
mate or  related  compour>ds.  e g cansoprodoi 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirm  m persons  allergic  to 
salicylates  may  result  m life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ir>gestion  of.  usually,  greater  than 
recommer>ded  doses  is  manifested  by  ataxia, 
slurred  speech  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics and  others  with  kr>own  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrerKe  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ar^us  tasks  e g . dnvmg  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION; 
An  Increased  risk  of  congenital  malforme- 
tlone  eeeoclated  with  minor  tranquilizers 
(meprobamate,  chlordlezepoxide.  end 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  auggeated  in  sevarai  stud- 
laa.  Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  thet  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physl- 
dene  about  deairability  of  discontinuing 
the  drug 

Meprobamate  passes  the  placental  barrier. 
It  It  present  both  in  umblllcai-cord  blood  at 
or  near  maternal  plasma  levels  and  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  Whan  use  of  meprobamate  le  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug’s  higher  concentratlona  In 


breast  milk  as  compared  to  maternal 

plasma  levels 

USAGE  IN  children  Keep  preparations  with 
aspirin  out  of  reach  ol  cnildren  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhar^ce  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  m elderly  and  or  debilitated,  to  pre- 
clude over- sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  m 
Its  use  m patients  with  compromised  liver  or 
k»dr>ey  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  bo  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsir>ess.  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  last  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes.  $yrxx>pe,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
irKlude  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
nophiiia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodoi. ar>d  cross-sensitivity  between  mepro- 
bamate mebutamate  arrd  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema.  brorx:fwspasm.  oliguna.  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctrtis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC*)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  rx) 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION; 

Usual  dose  is  or>e  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  urxter 

OVERDOSAGE; 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  m the  stomach 
should  be  removed  Induction  of  vom<tir>g  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspmn 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  ot  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration.  watchir>g  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
Ihrombir^emia  which,  if  it  occurs,  usually 
requires  whole-biood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  m 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  m the  literature  and 
from  other  sources,  are  r>ot  expected  to  corre- 
late with  each  case  (considenrrg  factors  such 
as  individual  susceptibility  and  ler>gth  of  time 
from  ingestion  to  treatment),  but  represent 
usual  rar>ges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ir>gestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  Of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresporKts  to  find- 
ings of  mild-lo-moderaie  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma.  requirir>g  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  wrth 
other  psychotropic  drugs  or  alcohol)  Sir^ce 
effects  can  be  addrtive.  history  of  mgestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse.  ar>d  respiratory 
rales  are  reduced  to  basal  levels  Any  drug 
remainir>g  m stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
hon  or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  m 
removing  both  aspmn  and  meprobamate 
Alkalinization  of  the  unne  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  IS  necessary,  ar>d  caution  should  be  taken 
10  avoid  overhydration  Relapse  ar>d  death, 
after  initial  recovery  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED; 

Scored  tablets,  bottles  of  100.  Redipak®  stop 
pack  25  s.  Redipak®unit  dose  100  s.  individ- 
ually wrapped 
Cl  3343-1  9/6  63 
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The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


We’re  beyond  the  point  of  arguing  whether  an 
accident  victim  deserves  compensation.  It’s  an 
accepted  practice.  The  injury  need  not  be  willful 
or  deliberate,  or  even  negligent.  Someone  suffers 
a hurt;  someone  pays. 

We  need  to  discuss  the  way  we  fund  the  source 
of  and  award  that  compensation.  God  knows,  the 
method  we  presently  employ  in 
INFLATION  Medicine  is  the  least  efficient,  most 
DYNAMO  onerous  to  the  most  people  and 
ultimately  pleasing  only  to  that  tiny 
fraction  of  our  population  represented  by  plaintiff 
attorneys. 

There  are  difficulties  associated  with  the  way 
we  do  this  now.  One  is  that  American  judges  and 
juries  are  very  sympathetic.  They  want  to  be 
helpful — to  make  someone  who  has  suffered  feel 
better.  How  can  one  criticize  the  act  of  a good 
Samaritan?  In  that  same  vein  victims  of  any 
kind  look  so  naturally  pathetic,  and  without  even 
trying!  It  is  very  easy  to  empathize  with  misery. 
Also  in  that  vein  is  the  fact  that  plaintiff  attorneys 
are  very  persuasive,  very  good  at  their  jobs. 
They  rarely  miss  an  opportunity  to  capitalize  on 
the  pathos  of  the  victims  and  the  charitable  in- 
clinations of  judges  and  juries. 

These  factors  result  in  insurance  companies 
levying  very  high  malpractice  insurance  rates. 
Insurance  premiums,  of  course,  are  recognized 
as  a cost  of  doing  business  in  almost  any  enter- 
prise. It  is  simply  a big  cost  in  the  business  of 
Medicine.  But,  like  other  costs,  this  too  is  passed 
along  to  the  ultimate  purchaser  of  the  product 
or  service. 

The  biggest  difficulty  of  all  in  the  system  we 
use,  however,  is  that  doctors  don’t  like  to  get 
sued.  It  embarrasses  them.  They  feel  ashamed. 
They  can’t  sleep  well  at  nights  after  they  are 
sued.  They  become  irritable.  It  affects  their 
marriages  and  their  children.  They  lose  con- 
fidence in  themselves.  They  get  angry  at  being 
forced  to  spend  time  in  the  alien  environs  of  the 
legal  system. 

Doctors  will  do  almost  anything  to  protect 
against  this  woeful  list  of  vexations  even  after 


they  have  bought  the  most  complete  and  all- 
encompassing  insurance  protection  available. 
Some  retire  early.  Some  limit  their  practice- 
stop  doing  things  like  delivering  babies  or  setting 
bones.  Most  spend  time  and  money  in  order  to 
be  current  in  their  knowledge  and  techniques  by 
subscribing  to  journals  and  attending  CME 
courses. 

What  they  all  do  is  get  very  careful,  and  this 
is  where  it  gets  really  expensive.  They  hospitalize 
more  frequently.  They  x-ray  simply  to  document 
normality,  or  just  to  make  sure.  They  order  the 
CT,  the  EEG,  the  EMG  or  the  exotic  lab  tests 
just  to  cover  the  remote  possibility  that  some- 
thing they  once  read  about  but  never  saw  might 
actually  he  present.  They  fortify  their  position 
with  consultations.  If  the  patient  continues  symp- 
tomatic, it’s  off  to  the  medical  center  to  start 
the  whole  process  from  square  number  one. 

Estimates  of  the  cost  of  defensive  Medicine 
range  upward  to  50  per  cent  of  the  total  national 
cost  of  medical  care.  Those  national  costs  are 
roughly  300  billion  dollars.  Malpractice  insur- 
ance costs  are  a mere  15  billion  dollars. 

Our  system  of  creating  an  insurance  fund  via 
premiums  paid  by  a physician,  with  costs  passed 
on  to  patients,  in  order  that  they  may  then  face 
one  another  as  adversaries  in  court  coached  by 
attorneys  with  the  dispute  to  be  decided  by  12 
laymen  picked  very  specifically  because  they  lack 
education,  technical  skills  or  experience  in  Medi- 
cine sufficient  to  prejudice  them,  is  one  that  sure- 
ly can  be  improved  upon. 

Wlien  the  compensation  system  itself  moves 
physicians  to  a self-preserving  posture  which, 
although  rich  in  benefits  for  the  patient,  is  too 
costly  for  the  nation  to  sustain,  it  is  time  for  a 
serious  reevaluation  of  that  compensation  system. 
It  has  some  fatal  flaws. 

If  our  entire  system  of  medical  care  is,  indeed, 
in  serious  trouble  because  of  its  costs,  why 
scratch  around  the  periphery  of  the  problem  with 
DRG  complexities  and  utilization  review  concerns 
about  an  unnecessary  lab  test  of  an  extra  day  of 
stay?  If  we  are  serious  about  controlling  medical 
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care  cost  inflation,  why  not  go  to  the  core  of  the 
problem? 

Malpractice  reform  is  urgently  needed.  Flaws 
in  our  system  of  funding  and  awarding  compensa- 
tion act  as  the  dynamo  wdiich  powders  medical 
care  cost  inflation. 


Imagine  . . . unity  . . . versatility  . . . continuity 
. . . These  words  are  receiving  more  and  more  em- 
phasis in  Organized  Medicine’s  circles.  They 
relate  to  today’s  practice  and  community  en- 
vironments— and  to  challenges  physicians  are 
attempting  to  better  identify  and  meet. 

John  A.  Whitesel,  M.  D.,  President  of  the 
Colorado  Medical  Society,  recently 
EMPHASIS  told  that  organization’s  member- 
ON  WORDS  ship  that  solidarity,  and  unity,  of 
purpose  stand  as  Medicine’s  great- 
est weapon  in  promoting  ethics,  standards  and 
quality  of  care  as  physicians  have  understood 
and  supported  them. 

■‘These  ethics,  standards  and  quality  of  medi- 
cal care  have  been  developed  by  our  predecessors 
over  time  after  trial  and  error,  tbrough  personal 
experience  and  sacrifice,”  Doctor  Whitesel  noted. 
The  Denver  physician  added: 

“Now  our  medical  system  is  experiencing 
many  changes.  The  forces  of  business,  labor, 
government  and  consumers  are  effecting  these 
changes  based  on  the  impetus  of  cost.  We  must 
maintain  unity  to  repel  changes  which  are  de- 
structive; and  accept  and  promote  those  which 
will  add  positively  to  our  present  system.” 

Medicine  is  experiencing  forces  of  change 
from  within  while  being  battered  by  those  from 
w'ithout.  with  the  internal  forces  coming  from 
doctors’  own  ranks.  Doctor  Whitesel  found. 

“In  this  volatile  atmosphere  in  which  wt  find 
ourselves,  we  must  develop  a philosophy  which 
promotes  versatility  from  our  medical  societies, 
but  maintains  continuity  and  unity,”  he  observed. 

“This  philosophy,”  he  continued,  “must  not 
dismiss  new  ideas,  but  allow  them  to  be  carefully 
evaluated,  debated  and  then  selected  or  rejected. 
\^Jien  such  decisions  are  made  together,  we  must 
support  them  together.  This  is  the  democratic 
process  and  is  the  cement  for  the  bricks  of 
unity.” 

Thomas  K.  Ballard,  M.  D.,  the  Tennessee  Med- 
ical Association  President,  found  the  area  of 
communications  a distinct  problem  today,  even 
among  j)hysicians.  The  Jackson,  Tennessee, 
physician,  concerned  that  the  doctor’s  image  has 
become  “somewhat  tarnished,”  recently  wrote 
that  “our  footprints  follow  us  wdierever  we  go, 
whether  it  be  in  our  office,  on  hospital  rounds. 


in  the  emergency  room,  in  our  church  life,  or 
in  our  community  activities.” 

“Those  footprints  are  alw'ays  there,”  he  stress- 
ed in  the  journal  of  the  Tennessee  Medical  Asso- 
ciation. ‘‘What  type  of  footprint  do  you  leave?” 
he  asked  Volunteer  State  physicians. 

■‘Communication  with  patients  in  regard  to 
their  personal  health  problems  is  most  important, 
and  communication  with  patients  in  recommend- 
ing lifestyles  suited  to  individual  patients  is 
equally  important,”  Doctor  Ballard  said.  “Patient 
education  is  a part  of  our  practice  in  which  we 
all  probably  fall  short.” 

Whether  it  be  in  Colorado,  Tennessee  or  West 
\ irginia,  Medicine’s  leaders  are  expressing  more 
and  more  the  critical  need  for  concern  about 
patients’  problems  and  the  care  they  are  provid- 
ed. Establishing  effective  communications,  and 
rapport,  can  be  time-consuming.  But  nothing  is 
more  important  than  an  effective  doctor-patient 
relationship.  And  time  must  be  spent  to  establish 
it. 


Many  physicians  who  become  defendants  in 
malpractice  suits  are  aware  of  the  “shotgun 
theory”  whereby  everyone  whose  name  appears 
on  a patient's  chart  can  become  a named  defen- 
dant. 

With  new  groups  of  limited,  licensed  practi- 
tioners ( nurses,  physical  therapists, 
REFERRAL  etc. ) being  granted  tbe  legal  right  to 
PITFALL  practice  without  physician  supervi- 
sion, it  behooves  the  prudent  physi- 
cian to  be  ever  more  careful  when  accepting  re- 
ferrals. 

Practically  speaking,  if  problems  arise  and 
litigation  ensues,  the  limited  practitioner  will  be 
underinsured  compared  to  the  physician.  The 
plaintiff  will  look  for  the  deepest  pocket  from 
which  liability  arguably  might  be  found. 

It  seems  axiomatic  that  the  limited  practitioner 
wdll  not  seek  a referral  until  he  or  she  realizes 
he  or  she  is  out  of  his  or  her  area  of  expertise — 
or  the  patient  is  having  problems — or  both.  A 
delay  in  seeking  medical  expertise  might  already 
have  compounded  a patient’s  problem. 

Common  sense  and  good  practice,  while  keep- 
ing the  patient’s  well-being  uppermost,  would 
seem  to  dictate  several  precautions  for  a physi- 
cian. Perhaps  the  most  important  are  these: 

• Knowledge  of  the  limited  practitioner  mak- 
ing a referral  is  essential. 

• A physician  needs  to  demand  and  receive 
a complete  record,  including  the  patient’s 
medical  history,  for  review  before  accepting 
a referral. 
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Diabetes  Among  Mid-Winter 
Conference  Topics 

Diabetes  will  be  the  subject  of  the  opening 
session  of  the  18th  Mid-Winter  Clinical  Con- 
ference next  January  25-27  in  Charleston. 

Dr.  Margaret  J.  Albrink  of  Morgantown  will 
speak  on  “The  Dietary 
Approach  to  Diabetes” 
during  that  session,  be- 
ginning at  2 P.  M.  on 
Friday,  January  25,  at 
the  Marriott  Hotel. 
Doctor  Albrink  is  Pro- 
fessor of  Medicine,  Sec- 
tion of  Endocrinology  /' 
Metabolism,  at  West 
Virginia  University 
School  of  Medicine. 

The  Program  Com- 
mittee also  announced 
that  there  would  be  two 
other  opening  session  speakers  on  the  manage- 
ment of  the  Type  11  diabetic  and  on  the  insulin 
pump,  and  brief  remarks  to  be  made  on  Type  1 
diabetes  by  the  moderator. 

To  continue  through  noon  on  Sunday,  the 
annual  continuing  education  event  again  is  being 
sponsored  by  the  State  Medical  Association  and 
the  Marshall  University  and  WVU  Schools  of 
Medicine. 

Mock  Trial  in  Malpractice 

Among  other  offerings  being  planned  for  the 
three-day  affair  by  the  Program  Committee  will 
be  a mock  trial  in  a simulated  malpractice  case 
presented  as  the  physicians’  session  Friday  eve- 
ning. Incorporating  courtroom  “props,”  there 
will  he  the  “defendant  doctor,”  a “plaintiff’s  law- 
yer,” a “defense  lawyer”  and  the  “judge.” 

Other  conference  CME  subjects  will  be  new 
technology  I laser  therapy  on  coronary  artery,  las- 
ers in  ophthalmology,  and  magnetic  reasonance 
imaging  I MRI ) ) ; preventive  medicine  (DPT  im- 
munization situation,  how  doctors  can  get  pa- 
tients to  stop  smoking,  and  how  doctors  can  con- 
vince patients  of  the  importance  of  exercise) ; and 
psychiatry  for  the  non-psychiatrist  ( management 
of  depression,  drugs  to  use  for  depression,  and 
anxiety  and  psychosomatic  diseases  ) . 


William  McMillan,  Jr.,  M.  D. 


“Learning  Disabilities:  Defining  and  Treating 
a Growing  Population”  will  be  the  title  of  the 
public  session  to  be  held  concurrently  with  the 
physicians’  session  on  Friday  evening.  Education 
professors  from  ML^  and  WVl,^  are  planning  the 
program  for  a joint  presentation. 

Member  of  Faculty  Since  1961 

Doctor  Albrink  has  been  at  W\  since  1961, 
being  named  Professor  of  Medicine  in  1966. 

She  has  conducted  considerable  research  in 
the  field  of  metabolic  disease  and  lipid  meta- 
bolism, and  was  the  1978  recipient  of  the  Mc- 
Collum Award  from  the  American  Society  for 
Clinical  Nutrition. 

Certified  by  the  American  Board  of  Nutrition 
I Clinical  Nutrition),  Doctor  Albrink  has  served 
on  the  editorial  boards  of  the  “American  Journal 
of  Clinical  Nutrition,”  “Diabetes,”  and,  on  two 
occasions,  was  Guest  Editor  for  the  “American 
Journal  of  Clinical  Nutrition.” 

A native  of  Bisbee,  Arizona,  she  was  graduated 
from  Radcliffe  College,  and  received  M.  S., 
M.  D.,  and  M.  P.  H.  degrees  from  Yale  Univer- 
sity. She  took  postgraduate  training  at  Yale  and 
held  several  teaching  positions  there  before  going 
to  WVU. 

In  1977-78,  Doctor  Albrink  was  Visiting 
Scholar.  Donner  Laboratory,  L^niversity  of  Cali- 
fornia. Berkeley.  She  was  a Councilor  of  the 
Amercan  Society  for  Clinical  Nutrition  from 
1973  to  1976. 

Heart  Association  Posts 

For  the  American  Heart  Association,  Doctor 
Albrink  has  been  a Fellow  of  the  Arteriosclerosis 


Margaret  J.  Albrink,  M.  D. 
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Doctor  McMillan  Chairs 
Program  Committee 

Dr.  William  0.  McMillan,  Jr.,  of  Charleston, 
has  been  named  Chairman  of  the  Program 
Committee  for  the  Mid-Winter  Clinical  Con- 
ference. 

Doctor  McMillan,  who  has  been  a member 
of  the  Committee  for  a number  of  years,  be- 
came Chairman  after  Dr.  Joseph  T.  Skaggs, 
also  of  Charleston,  resigned  as  Chairman  last 
spring  because  of  illness. 

Doctor  McMillan,  Director  of  Medical  Ed- 
ucation for  Charleston  Area  Medical  Center, 
was  appointed  to  the  Committee  post  by  Dr. 
Carl  R.  Adkins  of  Fayetteville,  1983-84  Presi- 
dent of  the  State  Medical  Association. 

Doctor  Skaggs,  Director  of  Medical  Affairs 
for  CAMC,  will  remain  a member  of  the  Com- 
mittee. He  had  serv'ed  as  Co-Chairman  of  the 
Committee  for  some  16  years  with  Dr.  Ralph 
H.  Nestmann  of  Charleston,  who  resigned  in 
1982.  Doctor  Skaggs  then  was  appointed 
Chairman. 

It  also  was  announced  that  Dr.  Robert  H. 

aldman  of  Morgantown  bas  been  named  a 
member  of  the  Committee  to  replace  Dr. 
Robert  L.  Smith,  also  of  Morgantown,  who 
resigned  upon  his  recent  retirement.  Doctor 

aldman  is  Chairman  of  the  Department  of 
Medicine  at  W VU. 

Other  members  of  the  Committee  are  Drs. 
Maurice  A.  Mufson  of  Huntington,  Richard 
G.  Starr  of  Beckley,  and  C.  Carl  Tully  of 
Charleston. 

The  Committee  also  receives  continuing 
assistance  from  J.  Zeb  Wright,  Ph.D.,  Coordi- 
nator, Continuing  Education,  Department  of 
Community  Medicine,  WVU  Charleston  Divi- 
sion, and  Sharon  A.  Hall,  Director  of  Continu- 
ing Education,  Charleston  Area  Medical 
Center. 


Council  and  a member  of  the  Council’s  Executive 
Committee;  a Fellow  of  the  Council  on  Epi- 
demiology; a member  of  tbe  Nutrition  Commit- 
tee, and  a member  of  the  Committee’s  Ad  Hoc 
Committee  on  Recommendations  for  Treatment 
of  Hyperlipidemia. 

She  is  a Fellow  of  the  American  College  of 
Physicians  and  the  American  College  of  Nutri- 
tion, and  is  a member  of  the  Epidemiology  Coun- 
cil of  the  American  Diabetes  Association. 

More  information  concerning  other  speakers 
and  subjects  will  be  provided  by  tbe  program 
Committee  in  upcoming  issues  of  The  Journal. 


NIH  Schedules  Conference 
On  Blood  Cholesterol 

A Consensus  Development  Conference  on  the 
"Lowering  of  Blood  Cholesterol  to  Prevent  Heart 
Disease”  will  be  held  at  the  National  Institutes 
of  Health  in  Bethesda,  Maryland,  December 
10-12.  1984. 

Elevated  blood  cholesterol  is  one  of  the  major 
risk  factors  for  the  development  of  coronary 
heart  diseases,  NIH  officials  have  noted.  The 
recently  concluded  Lipid  Research  Clinics 
Coronary  Primary  Prevention  Trial  demonstrated 
that  reducing  blood  cholesterol  levels  reduced 
the  risk  of  developing  coronary  heart  disease. 

This  consensus  conference  will  bring  together 
researchers,  medical  specialists,  clinicians,  and 
representatives  of  other  interested  groups.  Fol- 
lowing two  days  of  presentations  by  medical 
experts  and  discussion  by  the  audience,  a 
Consensus  Panel  will  weigh  the  scientific  evidence 
and  formulate  a draft  statement  in  response  to 
these  key  questions: 

Is  the  relationship  between  blood  cholesterol 
levels  and  coronary  heart  disease  causal?  Will 
reduction  of  cholesterol  levels  prevent  coronary 
heart  disease?  At  what  level  of  blood  cholesterol 
should  treatment  be  started  and  what  is  appropri- 
ate treatment?  Should  the  population  at  large 
attempt  to  reduce  their  cholesterol  levels?  What 
are  appropriate  directions  for  research  to 
explore? 

On  the  final  day  of  the  meeting,  the  Consensus 
Panel  Chairman  will  read  the  draft  statement 
before  the  conference  audience  and  invite  com- 
ments and  questions.  To  register  to  attend  this 
conference,  j)hysicians  should  contact  Ms.  Peggy 
Connolly,  Prospect  Associates,  Suite  401,  2115 
East  Jefferson  Street,  Rockville,  Maryland  20852, 
telephone  ( 301 ) 468-6555. 


Convention  Chairman 

Dr.  Albert  C.  Esposito  of  Huntington  was 
elected  Permanent  Chairman  of  the  quadrennial 
state  convention  of  the  West  Virginia  Republi- 
can Party  held  recently  in  Charleston. 

Doctor  Esposito  is  a Past  President  of  the 
State  Medical  Association  (1964-65),  Cabell 
County  Medical  Society,  Southern  Medical  Asso- 
ciation. American  Association  of  Ophthalmology, 
and  the  West  Virginia  Academy  of  Ophthalmol- 
ogy. He  served  four  years  in  the  West  Virginia 
House  of  Delegates. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
Kristofco,  WVU  Assistant  to  the  Dean /Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  be  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

Sept.  8,  Huntington,  ENT  Update  for  the  Non- 
Otolaryngologist 

Sept.  21,  Huntington,  Infection  Control  in  the 
Tri-State  Area — V 

Sept.  29,  Huntington,  5th  Annual  Surgical  Sym- 
posium 

Oct.  20,  Huntington,  Rowland  H.  Bums  Mem- 
orial Critical  Care  Conference — Cardiology 

Nov.  3,  Huntington,  Pediatrics 

Nov.  10,  Huntington,  Geriatrics 

Dec.  15,  Huntington,  3rd  Annual  Marshall 
Memorial  Sports  Medicine  Conference  — A 
Program  for  Primary  Care  Providers 


West  Virginia  University 

’’Sept.  1,  Morgantown,  Cardiology  Update 

Sept.  7-8,  Morgantown,  WV  Chapter,  Am.  Col- 
lege of  Surgeons  Fall  Meeting 

*Sept.  8,  Morgantown,  Gastroenterology  Con- 
ference 

Sept.  15,  Charleston,  Hemophilia  Conference 

Sept.  21-22,  Morgantown,  Ob/Gyn  Teaching 
Days 

Sept.  28-29,  Morgantown,  Ophthalmology  Con- 
ference 

' Get.  13,  Morgantown,  Nutrition  & Nephrology 

■■'Oct.  18-20,  Morgantown,  10th  Hal  Wanger 
Family  Practice  Conference 

Oct.  26-27,  Wheeling,  Treatment  of  Infection  of 
Bones  & Joints 

’ Oct.  27,  Morgantown,  Emergency  Medicine 
CME 

Nov.  1-2,  Charleston,  Cardiac  Rehabilitation 

■'Nov.  2-3,  Morgantown,  5th  Sports  Medicine 
Symposium 

Nov.  10,  Charleston,  Sudden  Infant  Death  Syn- 
drome 

Nov.  16-17,  Morgantown,  Ultrasound  Update  ’84 

Nov.  16,  Morgantown,  Care  & Preservation  of  the 
Diabetic  Foot 

Nov.  17,  Charleston,  ENT  for  the  Primary  Care 
Physician 

“in  conjunction  with  W\'U  football  games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Ruckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Sept.  20, 
“Update:  Pre-  and  Postoperative  Care,” 

Ronald  A.  Savrin,  M.  D.  ( rescheduled  from 
June  21  ) 

Oct.  25,  “Oral  Lesions,”  Jerry  Bouquot, 
D.  D.  S. 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Sept. 
12,  “Common  Arthritises,”  John  W.  Byrd, 
M.  D. 

Oct.  10,  “Common  Fall  Allergies”  (speaker 
to  be  announced ) 

(continued  on  next  page) 
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Gassaway,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Sept.  5,  “Rheuma- 
toid Arthritis,”  Paul  D.  Saville,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M. — Sept.  11,  “Use 
of  Streptokinase  in  the  Treatment  of  Acute 
Ml,”  Stafford  Warren,  M.  D. 

Oct.  9,  “Proper  Utilization  of  Blood  & Its 
Components,”  Mabel  M.  Stevenson,  M.  D. 

Oak  Hill,  Oak  Hill  High  School  ( Oyler  Exit,  N 
19th  4th  Tuesday,  7-9  P.  M.  — Sept.  25,  “Im- 
munology” (speaker  to  be  announced) 

Oct.  23,  “Update:  Antibiotics  & Common  In- 
fections,” James  Previll,  M.  D. 

Nov.  27,  “Hospital  Acquired  Infections,” 
Elizabeth  Funk,  M.  D. 

Dec.  25  (vacation — Christmas  Day) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Sept.  27, 
“Initial  Evaluation  & Treaatment  of  GI  Bleed- 
ing,” James  Previll,  M.  D.  (rescheduled  from 
June  28 ) 

Oct.  25,  “ENT  Update,”  Ronald  Wilkinson, 
M.  D. 

Nov.  22  (vacation — Thanksgiving  Day) 

Welch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Sept.  19,  “Death  & Dying” 
( speaker  to  be  announced ) 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Sept.  26, 
“Acute  Dyspnea”  (speaker  to  be  announced) 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Sept.  6,  “Pedi- 
atric Emergencies,”  Kathleen  V.  Previll,  M.  D. 


Additional  Discount  Added 
To  Car  Rental  Rates 

An  additional  five-per  cent  discount  has 
been  added  to  the  previous  15-per  cent  re- 
duced rate  provided  for  WVSMA  members 
who  hold  Hertz  ID  cards  distributed  earlier 
by  the  Association. 

The  Association  announced,  following  noti- 
fication by  the  car  rental  firm,  that  the  addi- 
tional five-per  cent  discount  was  effective 
August  1. 

Doctors  who  became  WVSMA  members 
after  the  Hertz  discount  ID  cards  were  dis- 
tributed may  obtain  a card  through  the  Asso- 
ciation's headquarters  office.  Telephone  346- 
0551. 


The  program  has  been  approved  for  four  hours 
in  Category  1. 

For  additional  information,  contact  the  Depart- 
ment of  Ophthalmology  at  ( 304  ) 293-3757. 


ENT  Problems,  Approaches 
Marshall  CME  Topic 

The  latest  diagnostic  and  therapeutic  ap- 
proaches to  special  problems  of  the  ear,  nose  and 
throat  will  be  discussed  in  a one-day  program 
sponsored  by  Marshall  University  School  of  Med- 
icine on  Saturday.  September  8,  in  Huntington. 

The  site  will  be  the  MU  Memorial  Student 
Center. 

The  program.  “ENT  Update  for  the  Non- 
Otolaryngologist,”  will  address  such  subjects  as 
cancer  of  the  head  and  neck,  vertigo,  allergies, 
otitis  media,  tonsillectomies,  adenoidectomies, 
and  deafness. 

The  faculty  includes  four  physicians  from  the 
Department  of  Surgery  staff,  Drs.  Joseph  B. 
Touma,  Charles  Abraham,  Jeffrey  S.  Adam,  and 
Stephen  K.  Wolfe. 

For  registration  and  other  information,  con- 
tact Charles  W.  Jones,  Ph.D.,  Marshall  CME 
Director.  Telephone  (304)  526-0515. 


Mayo  Clinic  Eye  Chairman 
Speaker  September  29 

The  Chairman  of  the  Department  of  Ophthal- 
mology at  the  Mayo  Clinic  will  be  the  Visiting 
Professor  and  guest  lecturer  for  a conference  on 
September  29  in  Morgantown. 

Dr.  Robert  R.  Waller  will  lecture  twice  during 
the  fifth  annual  Oph- 
thalmology Conference 
of  the  Department  of 
Ophthalmology  at  West 
Virginia  University 
Medical  Center.  The 
site  will  be  the  Shera- 
ton-Lakeview  Hotel  in 
Morgantown. 

Doctor  Waller’s  dis- 
cussion topics  will  be 
“Tumors  of  the  Orbit 
Robert  R.  Waller,  M.  D.  Their  Clinical  Pre- 

sentations” and  “The 
Management  of  Eyelid  Tumors.” 

The  emphasis  of  the  the  conference  will  be  on 
oculoplastic  and  orbital  surgery.  There  also  will 
he  presentations  by  members  of  the  faculty  on 
current  research. 
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88  Members  In  New  WVU 
Class  Announced 

A class  of  62  men  and  26  women  has  been 
accepted  into  the  West  Virginia  University  School 
of  Medicine  for  1984-85. 

The  class  includes  82  West  Virginians,  two 
Pennsylvanians  and  one  student  each  from  New 
York,  Delaware,  Illinois  and  Indiana.  Members 
completed  undergraduate  work  at  39  colleges  or 
universities.  More  than  half,  or  57,  received 
their  premedical  education  in  West  Virginia,  with 
WVU  accounting  for  42. 

Three  attended  Wheeling  College  and  two  are 
graduates  of  Marshall  University.  Other  state 
graduates  come  from  Alderson-Broaddus,  Fair- 
mont, Potomac  State,  Salem,  Shepherd,  West 
Liberty,  West  Virginia  State  and  West  Virginia 
Wesleyan  colleges,  West  Virginia  Institute  of 
Technology  and  the  University  of  Charleston. 

The  remaining  31  attended  26  out-of-state 
colleges  or  universities. 

The  West  Virginians  come  from  28  counties. 
Fifteen  class  members  list  home  addresses  in 
Monongalia  County,  which  reflects  in  some  cases 
the  change  of  legal  address  made  by  students 
during  their  undergraduate  days  at  WVU. 

Eleven  members  of  the  class  list  home  ad- 
dresses in  Kanawha  County.  Harrison  and  Wood 
counties  each  have  seven.  There  are  four  mem- 


bers each  from  Hancock,  Cabell  and  Wetzel 
counties. 

Names  listed  represent  those  accepted  into  the 
class  as  of  June  10.  The  listing  does  not  include 
the  names  of  alternates  who  may  be  admitted  if 
withdrawals  occur. 

Members  of  the  class  and  the  colleges  or  uni- 
versities they  attended  include: 

Barbour:  Philippi — Paul  B.  Fowler,  Alderson- 
Broaddus  College,  and  Edmund  P.  Guelig,  Uni- 
versity of  Wisconsin; 

Berkeley:  Martinsburg — Gaylen  S.  Johnson, 
Shepherd  College,  and  Paul  J.  Russell,  WVU; 

Brooke:  Weirton — Maria  L.  Munoz,  WVU; 

Cabell:  Huntington — Russell  A.  Ball,  Virginia 
Wesleyan  College;  Walter  E.  Pofahl  II,  Vander- 
bilt L niversity,  and  Barry  T.  Vdiite,  University  of 
Georgia;  Milton — Craig  A.  Clark,  Marshall  Uni- 
versity; 

Fayette:  Meadow  Bridge — Robert  J.  Rook- 
stool,  WVU;  Oak  Hill — Georgiana  Miksis,  WVU; 

Greenbrier:  Alderson  — John  H.  Lobban, 
WVU; 

Hancock:  Newell — Linn  M.  Mangano,  Univer- 
sity of  North  Carolina;  Weirton — Leo  R.  Bran- 
cazio,  WVU;  Dereck  L.  Horstemeyer,  WVU,  and 
John  E.  Oliveti,  Wheeling  College; 

Harrison:  Clarksburg — Phillip  B.  Hall,  WVU; 
Daniel  J.  Mardones,  WVU;  Angela  Mascaro, 


Rapid  progress  has  been  made  in  the  construction  of  the  State  Medical  Association’s  new  headquarters 
building:  in  Charleston.  When  photographed  in  early  August  (above),  two  floors  had  been  completed  with 
the  third  story  to  be  started.  The  building,  which  will  contain  9,300  square  feet  with  the  third  floor  “roughed 
in”  initially,  is  scheduled  for  completion  in  early  1985.  It  is  located  on  MacCorkle  Avenue  in  the  Kanawha 
City  section  of  Charleston  across  from  Horace  Mann  Junior  High  School.  The  front  of  the  building  (above) 
faces  west,  and  the  north  side  (behind  the  sign)  parallels  MacCorkle  Avenue. 
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WVU;  Laura  M.  Mendoza,  WVU,  and  Patrick  J. 
Oliverio,  WVU;  Shinnston — Frank  M.  Abraham, 
WVU,  and  Matt  E.  Kalaycioglu,  Cornell  Univer- 
sity; 

Jackson:  Ripley — Timothy  J.  Gore,  WVU; 

Kanawha:  Charleston — Betty  A.  Arce,  Indiana 
University  of  Pennsylvania;  Timothy  A.  Conner, 
WVU;  John  P.  Daly,  Washington  and  Lee  Uni- 
versity; Archana  D.  Maheshwari,  University  of 
South  Florida;  Anne  K.  McBride,  WVU;  Paul  D. 
Nunley,  University  of  Charleston;  Carol  H.  Rev- 
ercomb,  Yale  University,  and  Gregory  T.  Sum- 
mers, WVU;  Dunbar — Lyle  E.  Fisher,  WVU; 
Elkview — Julia  A.  Morrison,  Anna  Maria  Col- 
lege; St.  Albans — George  M.  Kennedy,  WVU; 

Logan:  Man — Dean  E.  Wolz,  Franklin  and 
Marshall  College; 

Marion:  Fairmont — Colbert  L.  Wang,  Peace- 
dale  Farm,  Marshall; 

Marshall:  Glen  Dale — Jayne  Ann  Barr,  Alle- 
gheny College;  Moundsville  — David  L.  Long, 
WVU;  Wheeling— David  A.  Ghaphery,  WVU; 

Mercer:  Princeton  — Gene  B.  Duremdes, 

WVU; 

Mineral:  Keyser  — Michael  L.  Gustafson, 

WVU; 

Monongalia:  Morgantown — Lou  Ann  Bailey, 
Indiana  University  of  Pennsylvania;  John  P.  Da- 
girmanjian.  Wheeling  College;  Terry  G.  Daniel, 
WVU;  Jenny  E.  Fredlock,  WVU;  Linda  L.  Kes- 
singer,  WVU;  William  F.  Lawrence,  Jr.,  Duke 
University;  David  M.  Padlo,  WVU;  David  M. 
Smith,  WVU;  Steven  A.  Shane,  Pennsylvania 
State  University;  Troy  D.  Sommerville,  WVU; 
Linda  J.  Stark,  Indiana  University  of  Pennsyl- 
vania; Thor  Tangvald,  WVU;  Cynthia  J.  White- 
ner,  WVU,  and  Carol  A.  Zondlo,  Llniversity  of 
Pittsburgh;  Westover — Athena  A.  Howard,  Uni- 
versity of  Kentucky; 

Morgan:  Berkeley  Springs — Edward  P.  Quar- 
antillo  III,  WVU;  Paw-Paw — Scott  M.  Chamber- 
lain,  WVU; 

Ohio:  Wheeling — Daniel  J.  Dickman,  WVU; 
Michael  C.  Maroon,  WVU;  and  Michael  N. 
Valan.  Duke  University; 

Pendleton:  Brandywine — Carmen  R.  Rexrode, 
Harvard  University; 

Pleasants:  Belmont — William  W.  Long,  Mari- 
etta College; 

Preston:  Kingwood — Carol  A.  Klein,  Louisi- 
ana State  Lhiiversity; 

Putnam:  Hurricane — Charles  D.  Ogle,  West 
Virginia  State  College;  Winfield  — Glen  A. 
Wright,  West  Virginia  Institute  of  Technology; 


Randolph:  Mill  Creek — Robin  B.  Bell,  WVU; 

Ritchie:  Harrisville  — William  R.  Zerick, 
WVU; 

W ayne:  Ceredo — Annmarie  Ray,  University  of 
Kentucky; 

Wetzel:  New  Martinsville — David  0.  Taylor, 
West  Liberty  State;  Paden  City  — Michael  L. 
Ferrebee,  Wheeling  College;  Smithfield  — Gary 
D.  Harter,  Fairmont  State  College;  Wileyville — 
Debra  L.  Morris,  WVU; 

W ood:  Mineral  Wells — Bryan  C.  Ward,  WVU; 
Parkersburg — John  S.  Corder,  WVU;  Richard  R. 
Lotshaw,  Ohio  State  University;  Iva  E.  Moore, 
Salem  College,  and  David  E.  Tuel,  WVU;  Vienna 
— James  D.  Buckmaster,  Virginia  Polytechnic 
Institute  and  State  University;  Williamstown — 
Scott  H.  Strickler,  West  Virginia  Wesleyan  Col- 
lege; 

Wyoming:  Mullens  — William  A.  Stewart, 
WVU. 

Out-of-State:  Delaware,  Georgetown — Richard 
P.  Marvel,  Johns  Hopkins  University;  Illinois, 
Barrington — Susan  E.  Gdovka,  WVU;  Indiana, 
Fort  Wayne — Rebecca  I.  Sparks,  Indiana  Univer- 
sity; JSeiv  York,  Fairport — Francine  M.  Terry, 
University  of  Rochester;  Pennsylvania,  Irwin— 
John  A.  Young,  Washington  and  Jefferson  Col- 
lege; Pittsburgh — Leo  M.  Manack,  University  of 
Pittsburgh. 


Family  Practice  Conference 
Schedules  23  Topics 

A three-day  conference  offering  some  23  CME 
topics  will  he  held  October  18-20  at  West  Vir- 
ginia University  Medical  Center  in  Morgantown. 

The  tenth  annual  Hal  Wanger  Family  Prac- 
tice Conference  will  have  a faculty  of  16  WVU 
physicians  and  Dr.  Paul  H.  Sugarbaker,  Director 
of  the  Colo-Rectal  Cancer  Section,  National  Can- 
cer Institute. 

The  program  includes  a separate  flexible 
sigmoidoscopy  course  (limited  to  30  registrants) 
Thursday  evening,  October  18,  and  a “Sympos- 
ium on  Office  Emergencies-Acute  Management 
Protocols  for  Anxiety  Producing  Situations” 
Saturday  Morning. 

Other  subjects  will  include  insomnia,  herpetic 
eye  infections,  Raynaud’s  Phenomena,  diabetic 
foot,  the  infertile  couple,  inflammatory  bowel 
disease,  breast  mass  management,  polyposis  coli, 
chemotherapy  of  GI  malignancies,  diagnosis  and 
treatment  of  recurrent  colon  malignancy,  non- 
pregnant lactating  w'oman,  and  bites  and  stings. 
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The  program  meets  the  criteria  for  18.50  hours 
of  Category  1 credit,  and  also  is  acceptable  for 
18.50  hours  by  the  American  Academy  of  Family 
Physicians. 

Sponsors  are  the  WVU  Department  of  Family 
Practice  and  Office  of  Continuing  Medical  Educa- 
tion, and  the  West  Virginia  Chapter,  American 
Academy  of  Family  Physicians. 


ACP  Regional  Meeting 

Specialists  in  internal  medicine  and  related 
medical  fields  will  take  part  in  a three-day  scien- 
tific meeting  at  the  Hershey  Hotel  in  Philadel- 
phia, November  2-4. 

The  combined  West  Virginia  and  Eastern  and 
Western  Pennsylvania  Regional  Meeting  of  the 
American  College  of  Physicians  (ACP)  offers  the 
states’  physicians  information  on  developments 
in  the  field  of  internal  medicine. 

Warren  Point,  M.  D.,  of  the  West  Virginia 
University  School  of  Medicine,  Charleston  Divi- 
sion, is  the  ACP  Governor  for  the  state  of  West 
Virginia. 


ETC’s 


T.L.C. 

E.E.G. 

Incomprehensibility. 

John  Henry  McWhorter,  M.  D. 
McWhorter,  WV 


A helping:  hand  was  extended  by  West  Virg:inia’s 
foreign-born  physicians  last  spring  in  the  form  of  a 
$5,000  pledge  to  aid  Williamson’s  flood  victims.  The 
first  installment,  $500,  was  presented  to  Mayor  Sam 
G.  Kapourales,  center,  by  Dr.  Rano  S.  Bofill,  right, 
of  Point  Pleasant,  and  Dr.  Leo  Pajarillio  of  William- 
son, President  and  board  member,  respectively,  of 
the  West  Virginia  Chapter  of  the  American  College 
of  International  Physicians. 


‘Frightening’  Heart  Disease 
Rate  In  West  Virginia 

A West  Virginia  male  is  nearly  21  per  cent 
more  likely  to  die  of  heart  disease  than  the  av- 
erage American;  a West  Virginia  female,  31  per 
cent.  So  shows  a study  released  recently,  and 
Dr.  Robert  Touchon  of  the  Marshall  University 
School  of  Medicine  said  the  findings  demand 
aggressive  education  and  lifestyle  changes. 

“Those  figures  are  frightening,  and  something 
has  to  be  done,  ” said  Doctor  Touchon,  Chief  of 
Cardiology  at  Marshall  and  the  Huntington  Vet- 
erans Administration  Medical  Center.  “The  most 
important  step  is  to  make  sure  everyone  knows 
the  risk  factors  for  heart  attack  so  they  can  de- 
velop a healthier  lifestyle.” 

Stanley  Kranczer,  who  conducted  the  study 
for  the  Metropolitan  Life  Insurance  Company, 
said  the  1982  heart  disease  death  rate  for  white 
West  Virginia  men  ages  35-74  was  581  per 
100,000  Americans,  compared  to  a national  aver- 
age of  480.9.  For  white  women  in  the  same  age 
group,  the  state’s  death  rate  was  237.3,  compared 
to  an  average  of  181.6.  (The  study  did  not  in- 
clude statistics  for  blacks.) 

Other  Leaders 

Pennsylvania,  Kentucky  and  other  Mid-At- 
lantic states  also  were  among  the  leaders,  the 
study  showed.  Rates  for  states  adjoining  West 
Virginia  were:  Kentucky:  men-561.6,  women- 
208.1;  Ohio:  men-514.9,  women-203.6;  Pennsyl- 
vania: men-533.3,  women  212.6;  Maryland: 
men-488.7,  women-199.1;  and  Virginia:  men- 
498,  women-179.6 

“Nationally,  heart  disease  deaths  have  de- 
clined sharply  in  the  last  decade,  and  much  of 
the  credit  for  that  goes  to  better  treatment  and 
improved  public  awareness  of  what  it  takes  to 
have  a healthy  heart,”  Doctor  Touchon  said. 

“But  here  in  Huntington,  all  three  of  us 
in  Marshall’s  cardiology  section  are  seeing  the 
highest  rate  of  arrhythmias  and  coronary  ar- 
tery disease  that  we’ve  ever  seen,”  he  said. 
“The  people  who  installed  our  equipment  at 
the  VA  found  the  arrhythmias  we  were  getting 
hard  to  believe.” 

Prevention,  not  treatment,  is  the  key.  Doc- 
tor Touchon  said.  “We  can’t  rely  on  techno- 
logy to  prevent  disease  in  the  first  place.  We 
health  professionals  are  going  to  have  to  get 
out  there  and  make  sure  people  know  how  to 
prevent  heart  disease  . . .” 
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Review  A Book 


Tlie  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Kditor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
hapj)y  to  send  the  hooks  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Invasive  Uroradiology:  A Manual  of  Diag- 

nostic and  Thereapeutic  Techniques,  by  Morteza 
K.  Elyaderani,  M.  D.;  Stanley  J.  Kandzari, 
M.  D.;  Wilfrida  R.  Castaneda,  M.  D.;  and  Paul 
II.  Lange,  M.  D.  239  pages.  Price  $40.  D.  C. 
Heath  and  Company,  The  CoIIamore  Press,  125 
.Spring  Street.  Lexington.  Massachusetts  02173. 
1984. 

Control  Your  High  Blood  Pressure  Without 
Drugs!,  l)y  Cleaves  M.  Bennett,  M.  D.  367  pages. 
Price  $15.95.  Doubleday  & Company,  Inc..  245 
Park  Avenue,  New  York.  New  York  10167.  1984. 

Mind  Bending,  by  Lowell  D.  Streiker.  212 
pages.  Price  $14.95.  Doubleday  & Company, 
Inc..  245  Park  Avenue,  New  York,  New  York 
10167.  1984. 


West  Virginia  Physicians 
Speak  Out  Of  State 

Lour  West  Virginia  physicians  who  will  speak 
— or  have  spoken — ^at  out-of-state  meetings  have 
been  reported  to  The  Journal  recently. 

Drs.  Romeo  Y.  Lim  and  James  P.  Boland, 
both  of  Charleston,  will  give  a scientific  poster 
presentation  on  “Reconstruction  of  the  Cervical 
Esophagus  with  the  Right  Colon”  at  the  Ameri- 
can Academy  of  Otolaryngology-Head  and  Neck 
Surgery  meeting  in  Las  Vegas  on  September  17. 

Doctor  Lim  is  Clinical  Associate  Professor  of 
Otolaryngology  at  West  Virginia  University  Med- 
ical Center,  Charleston  Division,  and  Chief  of 
Surgery,  Eye  and  Ear  Clinic,  Charleston.  Doctor 
Boland  is  Professor  and  Chairman  of  Surgery. 
WVU  Charleston  Division. 

Dr.  Edmund  C.  Settle,  Charleston,  will  be  one 
of  the  two  featured  speakers  at  the  Wright  State 
University  Medical  School  seminar,  “Fourth 
Annual  Psychiatry  Review”  on  September  21-22. 
The  site  will  be  Hueston  Woods  State  Park,  near 
Dayton,  Ohio. 


Doctor  Settle  will  review  advances  in  pharmaco- 
logic treatment  of  depression  and  panic  dis- 
order. Registration  information  can  be  obtained 
from  Cheryl  Little,  Arrangements  Coordinator, 
Department  of  Postgraduate  Medicine  and  Con- 
tinuing Education,  P.O.  Box  927,  Dayton,  Ohio 
15401.  Telephone  (513)  429-3200,  extension 
377. 

Dr.  Richard  E.  Kleinmann,  Associate  Profes- 
sor of  Medicine,  WVU  Charleston  Division, 
spoke  twice  at  the  recent  seventh  International 
Congress  of  Endocrinology  in  Quebec  City,  Ca- 
nada. The  Congress  is  held  only  about  once  every 
five  years. 

Doctor  Kleinmann  presented  findings  resulting 
from  a three-year  research  project  on  hyper- 
thyroidism supported  hy  the  National  Institutes 
of  Health.  The  project  was  designed  to  assess  the 
clinical  usefulness  of  measuring  the  presence  in 
the  blood  of  an  abnormal  thyroid  stimulator 
which  causes  the  thyroid  to  become  over-active. 

He  also  gave  a case  presentation  on  an  isolated 
deficiency  of  a pituitary  hormone  which  controls 
the  adrenal  gland.  The  hormone  deficiency  in 
this  case  mimicked  mental  depression. 


Caught  by  the  camera  on  the  floor  of  the  House 
of  Delegates  of  the  American  Medical  Association 
during  the  Annual  Meeting  of  the  House  in  Chicago 
in  June  were,  from  left.  Dr.  David  Z.  Morgan  of 
Morgantown,  currently  President  Elect  of  the  State 
Medical  Association;  David  J.  Brailer,  West  Virginia 
University  Schooi  of  Medicine  student,  and  Dr.  Carl 
R.  Adkins  of  Fayetteville,  now  Chairman  of  the 
State  Medical  Association’s  Council  and  then  Asso- 
ciation President.  Brailer  was  elected  Chairman  of 
the  AMA  Medical  Student  Section  during  the  meet- 
ing, and  also  is  a member  of  the  AMA  Coimcil  on 
Long  Range  Planning  and  Development. 
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Recruitment  Project  Assists 
111  58  Doctor  Placements 

West  Virginia’s  Health  Professions  Recruit- 
ment Project,  located  in  the  State  Department 
of  Health,  now  has  been  operational  for  three 
years  and  has  assisted  in  the  recruitment  and 
placement  of  58  physicians.  Assistant  Director 
Robert  Wbitler  reported. 

Since  1982,  the  Department  of  Health  has  had 
a contract  with  the  National  Health  Service 
Corps  to  recruit,  place  and  support  NHSC  pro- 
viders — including  physicians  — in  the  state. 
Consequently,  many  of  the  physician  placements 
are  those  with  NHSC  commitments. 

“The  project,  however,  continues  to  recruit 
both  non-corps  and  corps-obligated  physicians,” 
Whitler  explained.  He  added: 

“In  some  cases  (among  the  58  physician 
placements),  we  have  worked  long  and  hard, 
often  times  in  collaboration  with  the  West  Vir- 
ginia State  Medical  Association  or  local  medical 
societies,  to  make  placements.  In  other  instances, 
our  help  has  perhaps  been  minimal.” 

Tbe  State  Medical  Association  Council  adopted 
a position  some  three  years  ago  of  cooperation 
with  the  recruitment  project;  and  numerous  local 
societies  also  have  worked  with  Whitler’s  staff, 
particularly  in  efforts  to  place  physicians  in  rural 
communities. 

“We  look  forward  to  further  cooperative 
efforts,”  Whitler  said.  “Without  the  interest  and 
help  the  organized  medicine  structure  can  pro- 
vide, we  simply  could  not  have  enjoyed  the  suc- 
cess we  have.” 


Diabetes  Program  At  Pipestem 
Mercer  County  Offering 

Four  out-of-state  physicians  will  join  a West 
Virginia  doctor  for  the  faculty  of  a one-day  dia- 
betes CME  Program  on  September  29  at  Pipe- 
stem  State  Park. 

Sponsored  by  the  Mercer  County  Medical  So- 
ciety and  Bluefield  Community  Hospital,  “Dia- 
betes Mellitus  Update  1984”  is  designed  for 
|)bysicians,  nurses,  dietitians  and  other  health 
professionals  involved  in  the  care  of  the  diabetic 
})atient. 

Members  of  the  faculty  will  be  Drs.  William 
Blackard,  Professor  of  Medicine,  Medical  College 
of  Virginia;  William  Duckworth,  Professor  of 
Medicine  and  Chief,  Division  of  Endocrinology 
and  Metabolism,  Veterans  Administration  Hos- 
pital, Indiana  University  School  of  Medicine; 


Allen  M.  Glasgow,  Associate  Professor  of  Pediat- 
rics, George  Washington  University,  and  Division 
of  Pediatric  Endocrinology,  Children’s  Hospital, 
Washington,  DC; 

Stephen  R.  Grubb,  Associate  Professor  of  Med- 
icine, West  Virginia  University  Medical  Center/ 
Charleston  Division,  and  Charleston  Area  Medi- 
cal Center;  and  Thomas  Skillman,  Professor 
Emeritus,  Dean’s  Staff,  Ohio  State  University. 

The  schedule  also  will  include  one  hour  of 
group  discussion  sessions. 

The  program  has  been  approved  for  five  and 
one-half  hours  of  Category  1 credit,  five  and 
one-half  Prescribed  hours  by  tbe  American  Acad- 
emy of  Family  Physicians,  and  .6  CEUs  by  WVU. 

The  CME  offering  is  being  presented  in  co- 
operation with  CAMC,  Department  of  Continu- 
ing Education;  American  Diabetes  Association, 
V est  V irginia  Affiliate,  and  WVU  Medical  Cen- 
ter Charleston  Division. 

Dr.  Dean  Patton  of  Princeton  will  be  Program 
Moderator,  and  Dr.  Lowrie  R.  Glasgow,  Bluefield, 
who  is  Education  Program  Chairperson  of  the 
Mercer  County  Medical  Society,  is  Program 
Chairman. 

For  registration  and  other  information,  con- 
tact the  CAMC  CME  office  at  (304  ) 348-7647. 


Applications  For  White  House 
Fellowships  Available 

The  opening  of  the  application  period  for  the 
1985-86  Fellowship  year  has  been  announced  by 
Admiral  James  B.  Stockdale,  Chairman  of  the 
President’s  Commission  on  White  House  Fellow- 
ships. 

The  White  House  Fellowship  program,  begin- 
ning its  19th  year,  is  designed  to  provide  gifted 
and  highly  motivated  Americans  with  firsthand 
experience  in  the  process  of  governing  the  na- 
tion and  a sense  of  personal  involvement  in  the 
leadership  of  society. 

CCS.  citizens  are  eligible  to  apply  during  the 
early  and  formative  years  of  their  careers.  There 
are  no  basic  educational  requirements,  and  no 
special  career  or  professional  categories.  The 
Commission  seeks  candidates  of  demonstrated 
excellence  in  their  professional  roles  as  well  as 
possessing  significant  breadth  of  interests  and 
community  involvement. 

During  their  one-year  assignments  in  Wash- 
ington, Fellows  serve  as  special  assistants  to 
cabinet  secretaries  or  senior  members  of  the 
White  House  staff.  Additionally,  Fellows  parti- 
cipate in  an  extensive  education  program  includ- 
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ing  seminars  with  top  government  officials,  lead- 
ing scholars,  journalists  and  private-sector  lead- 
ers. 

A])plication  forms  and  additional  information 
can  he  obtained  from  the  President’s  Commission 
on  Wliite  House  Fellowships,  712  Jackson  Place, 
Washington,  D.C.  20503;  telephone  (202) 
395-4522.  Applications  must  be  postmarked 
no  later  than  December  1,  1984. 


Variation  In  Medical  Practice 
Essential  For  Progress 

\ ariation  in  medical  practice  not  only  is  un- 
avoidable, but  also  is  absolutely  essential  for  mak- 
ing progress  in  health  care,  AMA  Executive  Vice 
President  James  H.  Sammons,  M.  D.,  said  re- 
cently in  an  address  before  the  National  Health 
Policy  Forum.  “Medical  care  has  improved  over 
the  years  mostly  because  of  the  ability  of  some 
pioneering  physicians  to  realize  that  there  may 
be  a better  way  to  take  care  of  patients,”  he 
said. 

Doctor  Sammons  made  his  remarks  during  a 
discussion  of  research  indicating  that  the  fre- 
quency with  which  a medical  procedure  is  em- 
ployed may  vary  widely  from  one  geographic 
area  to  another.  Researcher  John  E.  Wennberg, 
M.  D.,  told  the  forum  that  the  variation  is  caused 
by  physicians’  individualistic  practice  styles  and 
by  ambiguous  scientific  evidence.  The  Dart- 
mouth Medical  School  researcher  has  proposed 
that  health  insurance  records  and  hospital  dis- 
charge abstracts  could  be  used  to  monitor  prac- 
tice styles  with  the  aim  of  controlling  costs. 

In  his  comments.  Doctor  Sammons  replied 
that  hospitals  and  their  medical  staffs  are  co- 
operating to  modify  regional  practice  patterns 
that  might  push  local  costs  above  the  national 
average.  “Certainly  practice  style  is  one  of  the 
things  we  need  to  look  at  . . . But  utilization 
variations  are  part  of  the  larger  issues  of  quality, 
utilization  review,  and  cost  effectiveness,”  he  said. 


Hospitals  In  Transition 

Hospitals  are  in  transition,  according  to  a 
new  AMA  publication.  The  American  Health 
Care  System  1984.  Investor-owned,  for-profit, 
short-stay  general  hospitals  increased  from  730 
to  748  between  1980-82.  During  this  period,  the 
total  number  of  hospitals  in  the  United  States 
declined  by  50.  Copies  may  be  purchased  for 
$9.95  plus  shipping  and  handling  from  the  AMA 
Order  Dept.  OP-259,  P.  0.  Box  10946,  Chicago, 
Illinois  60610. 


Medical  Meetings 


Sept.  8 — WV  Physician  Recruitment  Fair,  Charles- 
ton. 

Sept.  15-20 — Am.  Academy  of  Pediatrics,  Chicago. 

Sept.  17-20 — Am.  College  of  Radiology,  Los  Angeles. 

Sept.  19-22 — Am.  Thyroid  Assoc.,  New  York  City. 

Sept.  20-22 — Am.  College  of  Nutrition,  Boston. 

Sept.  20-23 — Am.  Society  of  Internal  Medicine,  San 
Antonio,  TX. 

Sept.  29 — Diabetes  Mellitus  Update  ’84  (Bluefield 
Community  Hospital,  Charleston  Area  Medical 
Center),  Pipestem  (WV)  Resort. 

Oct.  7-10 — -Am.  Neurological  Assoc.,  Baltimore. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  7-12 — AAFP,  Kansas  City,  MO. 

Oct.  9-14 — .\m.  Society  of  Plastic  & Reconstructive 
Surgeons,  Las  Vegas. 

Oct.  13-17 — Am.  Society  of  Anesthesiologists,  New 
Orleans. 

Oct.  17-20 — Am.  College  of  Emergency  Physicians, 
Dallas. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15 — -Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of-  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 


1985 

Jan.  24-26 — Neurosurgical  Society  of  the  Virginias, 
Hot  Springs,  VA. 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front-wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fueL  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedicaDy-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  mlelltgent  car  ever  built. 


Harvey  Shrewe,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


School  Of  Medicine  Faculty 
Promotions  Announced 

Tliirty  faculty  members  in  the  School  of  Medi- 
cine were  awarded  promotions  or  granted  tenure 
effective  July  1. 

John  E.  Jones,  M.  D.,  Vice-President  for 
Health  Sciences,  announced  the  advancements 
along  with  11  others  from  the  Medical  Center’s 
three  other  schools.  All  were  approved  by  the 
West  Virginia  Board  of  Regents. 

Each  school  makes  performance  reviews  based 
on  teaching,  research,  and  service  before  sending 
recommendations  to  the  board. 

Promoted,  granted  tenure,  or  both,  in  the 
School  of  Medicine  were: 

John  C.  Alexander,  Associate  Professor,  Sur- 
gery, granted  tenure;  Mohammed  Ashraf,  Asso- 
ciate Professor,  Obstetrics  and  Gynecology, 
granted  tenure;  John  A.  Belis,  Professor,  Urol- 
ogy; Leland  J.  Foshag,  Associate  Professor,  Sur- 
gery; James  L.  Culberson,  Professor,  Anatomy; 
Priscilla  A.  Gilman,  Associate  Professor,  Pediat- 
rics, granted  tenure;  Juan  Granados,  Associate 
Professor,  Obstetrics  and  Gynecology,  granted 
tenure;  Barbara  Gutman,  Associate  Professor, 
Medical  Technology,  with  tenure;  Dennis  L.  Hart, 
Associate  Professor,  Physical  Therapy;  Pushpa 
R.  Jain,  Associate  Professor,  Radiology;  David 
G.  Johnson,  Assistant  Professor,  Surgery; 
Michael  D.  Johnson,  Associate  Professor,  Phys- 
iology, granted  tenure;  Arthur  E.  Kelley,  Asso- 
ciate Professor,  Behavioral  Medicine  and  Psy- 
chiatry, granted  tenure;  Rashida  Khakoo, 
Professor,  Medicine;  C.  Lawrence  Kien,  Pro- 
fessor, Medicine,  granted  tenure;  Richard  E. 
Klahunde,  Associate  Professor,  Physiology, 
granted  tenure;  Richard  Kleinmann,  Associate 
Professor,  Medicine,  Charleston  Division;  Jim  T. 
Long,  Assistant  Professor,  Anesthesiology;  Jamal 
E.  Mahin,  Assistant  Professor,  Pathology,  grant- 
ed tenure. 

Robert  Martin,  Associate  Professor,  Medicine, 
granted  tenure;  R.  Bruce  Martin,  Professor, 
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Orthopedic  Surgery;  Anthony  Morise,  Associate 
Professor,  Medicine;  Edward  Petsonk,  Associate 
Professor,  Medicine;  R.  Scott  Pore,  Professor, 
Microbiology;  Joan  T.  Robison,  Associate  Pro- 
fessor, Behavioral  Medicine  and  Psychiatry, 
Charleston  Division,  granted  tenure;  Thomas  K. 
Shehan,  Associate  Professor,  Pathology,  granted 
tenure;  Jeffrey  Shultz,  Professor,  Medicine, 
Wheeling  Division;  Thomas  Vargish,  Associate 
Professor,  Surgery,  granted  tenure;  John  S. 
Veach,  Assistant  Professor,  Surgery,  granted 
tenure;  William  D.  Wyant,  Associate  Professor 
with  tenure.  Community  Medicine. 


Leading  Chinese  Neurosurgeon 
Includes  WVU  On  Tour 

One  of  China’s  leading  neurosurgeons  shared 
his  expertise  with  WVU  surgeons,  including  a 
report  on  new  acupuncture  studies,  during  a 
recent  visit  to  the  Medical  Center. 

Chen  Bing-Huan,  Vice-Director  of  the  Beijing 
Neurosurgical  Institute  in  Peking,  observed  sev- 
eral operations,  participated  in  patient  rounds 
and  discussions,  and  spoke  on  eight  topics  at 
conferences  for  WVU  neurosurgery  faculty  and 
residents  and  Medical  Center  neuroscientists. 

WA  U’s  Medical  Center  is  one  of  a dozen  in- 
stitutions that  the  56-year-old  physician  visited 
during  his  tour  of  the  United  States  and  Canada. 
He  said  it  also  is  a family  visit  with  his  brother, 
Philip,  an  American  citizen  and  engineer  living 
in  the  Milwaukee  area. 

Other  visits  included  Mount  Sinai  Medical 
Center  and  New  York  University  in  New  York 
City  and  the  medical  centers  of  the  Universities 
of  Wisconsin,  Indiana,  Minnesota,  Iowa  and 
Kansas,  and  the  Menninger  Clinic.  In  New  York 
he  was  a guest  of  the  Senior  Society  of  Neuro- 
surgeons, one  of  the  most  select  organizations 
in  his  specialty. 

“We  are  very  proud  that  Doctor  Chen  chose  to 
visit  West  Virginia  University,”  said  G.  Robert 
Nugent,  M.  D.,  Chairperson  of  Neurosurgery. 
“He  had  to  forego  visits  to  some  other  outstand- 
ing institutions  in  order  to  spend  time  with  us.” 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package^”  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

^or  three  month‘s  entirp 
tem  is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
CFNFRAI  mainfremes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J j.  1 

f rUataLieneral 


EIBDUF"  s^sisms,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Third-Party  News,  Views 
and  Program  Concerns 


Scope  Of  Medicare  ‘Physician’ 
Less  In  Proposed  Bill 

A bill  that  would  redefine  the  term  “physician” 
under  Medicare  to  mean  only  doctors  of  medicine 
and  osteopathy  has  been  introduced  by  Rep. 
Wayne  Dowdy  (D-Miss. ),  according  to  the 
American  Medical  Association. 

Congress  has  expanded  Medicare  benefits 
over  the  years  by  broadening  the  definition  of 
“physician.”  That  definition  has  now  grown  to 
include  dentists,  podiatrists,  chiropractors,  and 
optometrists,  in  addition  to  doctors  of  medicine 
and  osteopathy.  Under  the  proposed  bill,  only 
doctors  of  medicine  and  osteopathy  would  be 
defined  as  physicians. 

The  current  definition  of  “physician,”  which 
in  fact  includes  many  non-medical  personnel,  has 
been  used  to  determine  the  types  of  services  for 
which  Medicare  pays,  and  has  been  used  in  other 
contexts  as  well.  This  includes  Medicare’s  pro- 
posed conditions  of  participation  by  hospitals. 

Defined  Separately 

Although  existing  Medicare  coverage  for  serv- 
ices of  other  practitioners  would  not  be  changed, 
these  practitioners  would  be  defined  separately. 
Dentists  would  be  defined  as  “dentists,”  and 
podiatrists,  chiropractors,  and  optometrists  would 
be  defined  as  “independently  licensed  health  care 
practitioners.” 

Under  the  bill,  the  Department  of  Health  and 
Human  Services  would  be  required,  when  report- 
ing Medicare  Part  B expenditures,  to  specify 
whether  they  were  made  to  a “physician,”  “den- 
tist,” or  an  “independently  licensed  health  care 
practitioner.” 

Dowdy  is  reported  by  the  American  Medical 
News  as  saying  he  was  trying  to  return  to  the 
dictionary  definition  of  a physician  and  to  clarify 
a “confusing  state  of  affairs.” 

The  News  reports  that  affected  groups  are 
reviewing  the  bill  and  reserving  the  right  to  ob- 
ject. Some  apparently  indicated  they  were  look- 
ing for  ulterior  motives  behind  the  AMA’s  sup- 
port of  the  legislation.  The  AMA  contends 


simply  that  the  current  definition  is  inappropriate 
for  use  in  contexts  such  as  proposed  participation 
conditions  affecting  hospital  management  and 
admitting  privileges. 

According  to  the  News,  the  participation  con- 
ditions, proposed  more  than  a year  ago,  are  not 
expected  to  be  issued  in  final  form  “any  time 
soon.” 


Doctors  Need  ‘Full  Story’ 

On  Participation 

The  15-month  freeze  on  Medicare  reimburse- 
ment, which  President  Reagan  signed  into  law 
July  18,  establishes  incentives  to  encourage  phy- 
sicians to  accept  all  claims  for  Medicare  bene- 
ficiaries on  an  assigned  basis.  The  Health  Care 
Financing  Administration  will  be  directing  its 
carriers  to  offer  physicians  an  opportunity  to  be- 
come “participating”  physicians,  according  to 
the  AMA. 

The  AMA  urged  HCFA  to  ensure  that  the 
carriers  provide  physicians  with  complete  in- 
formation on  which  to  base  their  decision.  AMA 
Executive  Vice  President  James  H.  Sammons, 
M.  D.,  said  recently  in  a letter  to  HCFA  Ad- 
ministrator Carolyne  K.  Davis,  Ph.D.,  that  car- 
riers should  tell  physicians  that  it  is  not  neces- 
sary to  enter  into  a participation  agreement  in 
order  to  continue  treating  Medicare  patients. 
Instead,  they  may  continue  taking  assignments 
on  a claim-by-claim  basis. 

Reimbursement  Needs  Clarifying 

In  addition,  the  carriers  should  state  that  a 
participating  physician’s  ability  to  increase 
charges  would  not  necessarily  increase  actual 
reimbursement  at  the  end  of  the  freeze.  While 
the  participating  physician’s  customary  charge 
may  increase,  reimbursement  will  still  be  con- 
trolled by  the  prevailing  charge  limit. 

The  carriers  were  to  send  the  participation 
agreement  to  physicians  late  this  summer.  The 
AMA  is  planning  to  mail  detailed  information 
on  the  program  to  all  members. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Urn,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO: LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Obituaries 


GEORGE  MH  AKAWA,  M.  D. 

Dr.  George  Miyakawa  of  Stuart,  Florida, 
formerly  of  Charleston,  died  on  July  12  in  Stuart. 
He  was  75. 

Doctor  Miyakawa,  who  was  bom  in  Sacra- 
mento, California,  was  an  orthopedic  surgeon  in 
Charleston  for  32  years. 

He  received  both  his  undergraduate  and  M.  D. 
( 1936 ) degrees  from  the  University  of  Cali- 
fornia, and  interned  at  Sacramento  County  Hos- 
pital. He  did  postgraduate  work  at  the  University 
of  Iowa,  receiving  an  M.  S.  degree  in  ortho- 
pedics in  1939. 

Doctor  Miyakawa  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery. 

He  was  an  honorary  member  of  the  Kanawha 
Medical  Society,  West  Virginia  State  Medical 
Association  and  American  Medical  Association. 

Survivors  include  the  wife,  Mrs.  Hallie  Mi- 
yakawa; twm  sons,  Andrew  S.  Miyakawa  of  Mari- 


etta, Georgia,  and  Gary  Miyakawa  of  Roswell, 
Georgia,  and  a sister,  Mrs.  Agnes  Moon  of 
Stuart. 


VENEREAL  DISEASE  SERVICES 
★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


CHAPMAN  PRINTING  CO. 
★ 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 
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1985  CME  Cruise/Conferences 
^ on  Legal-Medical  Issues 


Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 


The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 

□ *Jan.  9-19  (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ *Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 

11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ *July  8-20  (from  San  Francisco,  CA) 

12  day  Alaska/Canada  - TSS  FAIRSKY 


*FLY  ROUND  TRIP  FREE 


24  CME  CREDITS 

□ *July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

20  CME  CREDITS 

□ Monthly  7 day  cruise/seminars  from  Honolulu, 
HI  on  a variety  of  medical  topics. 

SS  CONSTITUTION,  SS  INDEPENDENCE 

EXCELLENT  GROUP  FARES 


Please  send  Color  Brochures  and  additional  information  on  the  conferences  checked  above. 

PLEASE  PRINT 


NAME 

ADDRESS 

CITY STATE ZIP 

Sponsored  by  International  Conferences  (516)  549-0869 


GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  Income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1 -800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 
[ ! Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


Call  On  Someone 
¥)uCanThist. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care. 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  weVe  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
f^hiotric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


leir 


P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 


Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck,  M.D. 
Ronald  L.  Myers,  M,D. 


Basil  E,  Roebuck,  M,D, 
O,  LeRoyce  Royal,  M,D 
■Morgan  E.  Scott,  M,D. 
Don  L,  Weston,  M,D. 
Psychiatric  Consultant 
D,  Wilfred  Abse,  M.D, 


CFiL 

The  CFOtical 
Difference: 


Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 


COME  TO  CRI  for  complete  cardiological 
services: 

• Non-Invasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 

COME  TO  CRI  for  speed  and  accuracy. 


cardim: 

Rehabilitation  Institute 


COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
information,  call  today:  41 2/682-6201 . 


L Many  of  you  have  not  made  arrangements  to  get  your 

I fiVj  I I pension  plan  in  line  with  TEFRA  and  the  new  TRA. 


! The  IRS  won’t  find  out. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  and  bring  your  plan  in  line  with 
the  new  tax  act.  In  addition,  they  can  make  available  to  you: 


* 401  (K)  PLANS 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 


The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  S.  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 


The  National 
Bank  of  Commerce 


One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 


Setting  the  pace 
tor  your  better  tomorrows. 


THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt.  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M,  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 
Nephrology/Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D, 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J,  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford.  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Bi^ndfass,  M.  D. 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter.  M.  D. 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Panglllnan,  M.  D. 

DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 

RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield.  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill.  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/ Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Blofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  (Sorney,  M.  T. 
TECHNOLOGISTS 

Electrocardiography 
B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N..  CMET 
J.  Green,  R.  N. 
Roentgenology 
E Forester,  R.  T 


TURN 

TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Rostcraduate 


Medicine 


C”  I • ; 


Where  Clinical  Diversity  is  an  Art. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audioiogy 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 

HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

925-4756 

MEDICAL  STAFF 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 

ADULT  PSYCHIATRY 

able  in  new  children’s  pavilion.  Separation 

Miroslav  Kovacevich,  M.  D. 

925-0693 

maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  offers: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

• Staffed  by  Qualified  Psychiatrists  and 

CHILD  PSYCHIATRY 

Medical  Consultants 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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Ask  one  of 
the  3 million 
Americans 
whoVe  survived 
cancer, 
if  the  money 
spent  on  research 
is  worth  it. 


We  are  winning. 

Please  support  the 

V AMERICAN  CANCER  SOaETY ' 

V 


FAMILY  PRACTICE 
FOR  SALE 

FOR  SALE — Family  Practice — North- 
western West  Virginia.  Lovely  rural 
town;  large  active  practice;  well  equip- 
ped; reasonable  price/term.  Call  or 
write  for  appraisal:  R H Medical  Group, 
12651  Briar  Forest,  Suite  180,  Houston, 
TX  77077.  Telephone:  713-496-7777. 


PARTNERSHIP  OR  SALE 
★ 

PARTNERSHIP  OR  SALE  — Charles- 
ton, West  Virginia  — urology  practice. 
Large  active  practice.  For  appraisal  call 
or  write  R H Medical  Group,  12651  Briar 
Forest,  Suite  180,  Houston,  TX  77077. 
Telephone:  713-496-7777. 


Thomas  Memorial  Hospital 

is  pleased  to  announce  a new 

Alcohol /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 
•Detoxification 
•Medical  Management 
•Daily  Group  Therapy 
• Educational  Lectures 
•Alcoholics  Anonymous  Oriented 
•Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 
and  Services 

For  more  information,  call 

304/768-2817.  304/768-3961.  ext.  413  or  443.  or  304/925-3554 

4605  MacCorkle  Av^enue.  S.W. 

South  Charleston,  West  Virginia  25039 


The  Professional  Staff 

•Tvv^o  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
• Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 


September,  1984,  Vol.  80,  No.  9 
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MAGNETIC 

RESONANCE  IMAGING 
OF  WASHINGTON 


Takes  great  pride  in  announcing  the  installation  of  a 
Picker  Nuclear  Magnetic  Resonance  (NMR)  scanner  for 
examining  the  head  and  body.  Scans  may  be  obtained 
in  the  axial,  coronal  or  sagittal  planes  without  radiation 
and  without  the  injection  of  contrast  media. 


Charles  M.  Citrin,  M.D.  Bruce  J.  Bowen,  M.D. 


5550  Friendship  Boulevard,  Suite  160 
Chevy  Chase,  Maryland  20815 
Telephone:  301-951-7277 
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COMPUTER  ASSISTED 
HISTORY  AND  PHYSICAL 


Say  that  again? 

Well,  yes,  if  you  insist— 

COMPUTER  ASSISTED  HISTORY  AND  PHYSICAL 

But  how  can  it  be?  Is  nothing  sacred  any  longer  in  Medicine? 

Fear  not!  You  are  not  in  danger  of  being  replaced  by  some  obsequious 
squeeky-voiced,  red-eyed  Star  Wars  humanoid  arrayed  in  stethoscope 
and  head  mirror. 

Your  writer’s  cramp  is  simply  about  to  be  relieved  and  that  hesitation  to 
document  all  the  negatives  because  of  fatigue,  boredom,  ennui  or 
pressing  time  constraints  is  about  to  be  exculpated. 

Even  if  you  are  lucky  enough  to  have  a dictating  system  and 
stenographic  pool,  this  will  save  you  time  and  aggravation! 

Yes,  Yes,  all  I need  is  a mainframe  computer,  the  services  of  a 
programmer  and  some  genius  to  operate  it— 

No,  No,— a little  personal  computer  and  a two-fingered  typist  will  do  just 
fine. 

— It’s  Doctor  and  hospital  tested  and  approved. 

—Write  or  call  for  free  information  and  details. 

Sabe  Young 

Radio  Shack  Associate  Store 
(614)  472-1955  (day) 

(304)  242-6436  (evenings) 

113  South  Main  St. 

Woodsfieid,  OH  43793 


Need  A Temporary  Physician? 

CompHealfh  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 


Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 


For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call  collect: 

412/741-3310 

j|[J  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
1 14  Centennial  Avenue 
Sewickley,  PA  15143 


WANTED 


Physician  for  established  family  practice. 


Reply  to: 

P.  0.  Box  7252 
Charleston,  WV  25313 


FOR  SALE 

ESTABLISHED-PRESTIGIOUS-20  YEAR 

GENERAL  MEDICINE  PRACTICE 

• LARGE  SOLO  PRACTICE  (2,000  Pts.) 

• $200,000  PLUS  ANNUAL  GROSS 

• INCLUDES  LAB  & X-RAY  EQUIPMENT 
AND  OFFICE  FURNISHINGS 

• CONVENIENT  TO  2 LARGE  HOSPITALS 

FINANCING  AVAILABLE  • BUILDING  MAY 
BE  PURCHASED  OR  LEASED 
INQUIRIES  TO: 

Bruce  Wynn 
101  John  Maddox  Dr. 
Rome,  Georgia  30161 
(404)  235-3334 


OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

Internal  Medicine, 

Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jucket,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Qttaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 
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Hertz  introduces  new  low  reduced  rates. 

Now  you  can  get  really  terrific  discount  rates  on 
a wide  range  of  Hertz  cars.  Even  greater  savings, 
in  fact,  than  the  ones  you’ve  been  getting.  For 
example,  just  take 
a look  at  our  chart. 

This  discount  is 
only  offered  to  you 
through  your 
organization 
membership  and  is 


not  available  to  the  general  public. 

For  reservations  and  other  rate  information,  call 
the  Hertz  Association  Desk  at  1-800-654-2200.  Be 
sure  to  give  the  reservation  agent  your  special  I.D. 

number. 

And  find  out  how 
much  you 
can  save  by 

traveling  in  mCrtzk 
the  right 
company.  — 


A few  examples  of  your  new  Hertz  discount  rates 
vs,  your  old  Hertz  discount  rates  on  a midsize  car. 


AIRPORT  LOCATION 

STANDARD 

UNLIMITED 

MILEAGE 

RATES 

LESS  15% 

AFFORDABLE 
iDAILY  RATES 

LESS  5% 

SAVINGS 

LaGuardia 

$80.88 

$68.75 

$56.99 

$54.15 

$14.60 

Chicago  O’Hare 

$69.88 

$59.40 

$49.99 

$47.50 

$11.90 

Washington  National 

$71.88 

$61.10 

$52.99 

$50.35 

$10.75 

HertZj 


f 


Thel  wav  to  rent  a car' 


Hen/  rents  Fords  and  other  tine  ears 


* Actual  Heru  rates  6H3  84.  Refueling  service  charges,  taxes,  optional  CDVC.  PAT  PEC  where  available'  not  included.  Available  at  all  corporate  and  participating  licensee  locations. 


® REG,  U.S.  PAT  OFF,  © HERTZ  SYSTEM  INC  1984 


How  well  are  you  couunimicating 
with  yoiu"  R\^TIENTS? 


Patient  compliance— how  well  patients 
foUow  instructions  about  taking  prescrip- 
tion drugs— is  something  that  worries 
health  professionals,  according  to  a recent 
Harris  survey.  And  with  good  reason,  A 
number  of  studies  have  shown  that  a third 
to  a half  of  all  drugs  are  taken  improperly. 
Yet  a Chilton  survey  found  that  only  2 to  4 
percent  of  patients  question  their  doctors 
about  drugs  prescribed  for  them. 

It’s  up  to  health-care  providers  to  open  up 
the  dialogue  about  prescription  drugs. 
When  you  write,  dispense  or  check  on  a 
prescription,  make  sure  your  patient 
knows: 

• The  name  of  the  drug 

• Its  purpose— what  conditions  does  it 
treat? 

• How  and  when  to  take  the  drug— and 
when  to  stop  taking  it 

• What  food,  drinks  and  other  drugs  to 
avoid  while  taking  it 

• What  side  effects  may  result— are  they 
serious,  short-term,  long-term,  etc.? 

■ A message  from  the  Food  and  Drug  Administration. 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  fuli 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


FAMILY  PRACTITIONER  NEEDED— Excellent  Practice 
opportunity  for  qualified  Family  Practitioner  who  is  in- 
terested in  doing  OB  and  possibly  cardiology  to  serve 
the  community  with  other  hospital  based  specialists  in- 
cluding Pediatrician,  Internist,  OB/GYN,  General  Sur- 
geon, and  E.N.T.  Jackson  General  Hospital  is  located 
conveniently  in  a small  community  35  miles  from  the 
state  capital.  Join  the  active  medical  staff  at  a 95  bed, 
non-profit,  acute  care,  J.C.A.H.  accredited  hospital.  Set 
up  your  practice  in  a private  medical  office  building  ad- 
jacent to  hospital.  Competitive  salary  guarantee  first 
year,  relocation  expenses  paid  and  professional  help  in 
setting  up  practice.  Reply:  Executive  Director,  Jackson 
General  Hospital,  Ripley,  WV  25271. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


UROLOGIST — Board  Certified/eligible  to  practice  in 
small  college  town;  eastern  mountains.  West  Virginia; 
111  bed  modern  hospital;  approximately  75  miles  from 
WVU  Medical  Center.  Excellent  skiing,  hunting,  fishing, 
canoeing.  Send  CV  to  Robert  Hammer,  C.E.O.,  P.  0. 
Box  1484,  Elkins,  West  Virginia  26241 


FAMILY  PRACTITIONER 

127  bed  JCAH  accredited  hospital  nestled  in  the 
hills  of  a scenic  area  of  West  Virginia,  seeks  a board 
certified/eligible  family  practitioner  to  join  existing 
group  or  establish  solo  practice.  Hospital  located 
within  30  minutes  of  both  a major  teaching  hospital 
and  a beautiful  lake.  Twenty-four  hour  emergency 
room  coverage  already  set-up.  Interest  in  OB 
strongly  desired.  Excellent  outdoor  recreational  fa- 
cilities (hiking,  camping,  kayaking,  canoeing,  rafting, 
fishing,  hunting,  boating).  Good  school  system — 
excellent  place  to  raise  a family.  For  additional  in- 
formation, contact  Dan  Olphie,  HCA,  PO  Box  1575, 
Nashville,  TN  37202  or  call  toll  free  1-800-251-1537 
(in  TN  1-800-322-1501). 


Clinical  Psychologist,  Ph.  D.,  or  Psychiatrist 
PRIVATE  PRACTICE 

A well  established  interdisciplinary  team  seeks 
state  licensable  psychologist  or  psychiatrist  im- 
mediately for  associateship/partnership.  Strong 
background  in  family/child  needed.  Individual  must 
be  risk  taker,  independent,  goal  oriented,  ambitious, 
and  a team  player.  Must  be  able  to  invest  financially. 
Earning  potential  unlimited.  Send  vita  to: 

Counseling  and  Communications  Center 
1034  Bridge  Road 
Charleston,  WV  25314 
ATTN:  Dr.  Ken  Manges 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year" 

★ 

Featuring  the 

New  Cambridge  Automatic  ECG 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 
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A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 

* Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

* Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 

Call  Collect 
Master  Sergeant  Barry 
Floyd  (703)  982-4612 
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The  weight  of 

objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane*® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


References:  I.  Kales  A et  at:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A et  al:  Clin 
Pharmacol  Ther  J9;576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Ceriatr  Soc  27:54\-546,  Dec  1979. 

9.  Dement  WC  et  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  isth  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane'^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdoscige,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sle^  medication 
objectively 
fulfills  all  these 
in^or^t 
aiteria: 

•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights.^ 
•Seldom  produces  morning  hangover.^ 
•Avoids  rebound  insomnia  when 


therapy  is  discontinued.' 


15-mg/30-mg  capsules 


RIICHF  ^ Roche  Products  Inc. 

' Manati,  Puerto  Rico  00701 

CopynghI  © 1984  by  Roche  Products  inc.  All  nshts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules”  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consul!  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Cecior'  (cefaclor.  Liltyl  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Sifepiococcus  pneumoniae  iDipiococcus  pneumomaei.  Haemopft 
ilus  mflueniae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Cecior 

Contraindication  Cecior  is  contraindicated  in  patients  with  Known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Cecior.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisyniheiic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  lite-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClostnOium  Pitficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dilficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  alleroic  reaction  to 
Cecior*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g . pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cecior  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  ot 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Cecior  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Cedor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Cllnitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ot  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  limes  the  maximum 


human  dose  and  have  revealed  no  evidence  ot  impaired  fertility 
or  harm  to  the  fetus  due  to  Cecior*  icetaclor.  Lilly)  There  are 
however  no  adequate  and  well-controtled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Cecior  have  been  delected 
in  mother  s milk  followino  administration  of  sinole  500-mg  doses 
Average  levels  were  0 18. 0 20. 0 21 . and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Cecior  is* administered  to  a 
nursing  woman 

Usage  m Children  ~ Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ot 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbilitorm  eruptions  (1  in  100) 
Pruritus  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  ot  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Cecior  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  ot  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  ot  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Kepar/c-  Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  I1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Rena/  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 

I061782R] 


Note  Cecior’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
€ 1984,  ELI  LILLY  AND  COMPANY 
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CUSKMERSWHO  COULD  AFFORD 
HIGHER  FRICED  LUXURY  CARS 
ARE  RCaXING  IN  IT 


Many  people  who  find  high-priced  European 
sedans  well  within  their  means,  find  the  Volvo 
760  GLE  more  to  their  liking. 

And  for  good  reason. 

Inside,  a climate  control  system  completeK' 
changes  the  air  five  times  a minute — e\'en 
when  the  car's  standing  still.  And  for  even 
more  comfon,  electrically  heated,  orthopedi- 
calK'  designed  front  seats  put  your  hack 
at  ease. 

On  the  underside,  a unicjue  rear  suspen- 
sion sv'stem  keeps  the  driv'e  wheels  in  con- 
stant alignment.  Which  helps  keep  the  car  on 


the  road  in  wet  or  slippeiy  conditions. 

And  on  the  topside,  there's  an  electric 
sunroof. 

In  all,  the  760  GLE  is  the  finest,  most  com- 
fonable  Volvo  ever  built. 

So  before  you  spend  a small  fortune  on  a 
prestigious  European  sedan,  come  in  and  test 
drive  a gas  engine  or  Turbo  Diesel*  Volvo 
760  GLE.  In  addition  to  superior  comfort  and 
handling  on  tlie  road,  vou'll  find  it  a lot  easier  to 

thevilw/togle 

. WE  NEVER  SOLD  AVOLVO  THAT  WAS 

i rice.  WORTH  SO  much. 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1 776 


mA>  iu)i  he  available  in  California 


CHARLESTON  DATA  SYSTEMS 

"The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
with  the  follou’ing  benefits:’’ 

■ INCREASED  PRODUCTIVITY  • HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  « OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  ■ FIVE  YEAR  GUARANTEE 

■ SIMPLICITY  OF  OPERATION  ■ TAX  SAVINGS 

For  additional  information  call  (304)  344-5803  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  CAMC  Medical  Staff  Building,  3100  Mac- 
Corkle  Avenue,  S.  E.,  Charleston,  WV  25304. 
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Along,  complex  policy  may 
look  impressive,  but  it  can 
have  a disastrous  effect  upon 
your  professional  liability  cover- 
age. At  Insurance  Corporation 
of  America,  our  Occurrence  pol- 
icy is  written  in  clear,  simple 
language.  No  fine  print.  No 
boastful  generalities.  We  believe 
you  should  know  what  your 
professional  liability  insurance 


covers  before  you  are  faced  with 
a claim. 

For  uncomplicated  coverage, 
call  Insurance  Corporation  of 
America  at  1-800-231-2615;  in 
Texas  call  1-800-392-9702. 
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The  Preferred  Underwriter 


CRL 

TheCRItical 

Difference. 


Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 


COME  TO  CRI  for  complete  cardiological 
services: 

• Non-Invasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 


COME  TO  CRI  for  speed  and  accuracy. 


€UUMil€ 

Rehabilitation  Institute 


COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
information,  call  today:  412/682-6201. 
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A PRESCRIPTION  FOR  PHYSICIANS 

Bothered  by: 

* Too  much  paperwork? 

* The  huge  burden  of  office  overhead? 

* Malpractice  insurance  costs? 

* Not  enough  time  for  the  family? 

* No  time  to  keep  current  with  technology  and  new 
methods? 

* No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team,  we’ll  provide  the  following: 

* Competent  and  dedicated  professional  staff. 

* Time  for  patients  and  to  keep  professionally  current. 

* Financial  security,  a generous  retirement  for  those  who 
qualify. 

* If  qualified,  unlimited  professional  development. 
Medical  facilities  all  round  the  world. 

* 30  days  of  vacation  with  pay  each  year. 

* Complete  medical  and  dental  care. 

Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  you  nearest  Air  Force 
recruiter  for  information  at  no  obligation. 


Call  Collect 
Master  Sergeant  Barry 
Floyd  (703)  982-4612 


Motrin  reduces 

inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe...  less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibucfofen 


TABLETS 

mg 


Good  medicine...good  value 


© 1984  The  Upjohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin  ‘ Tablets  (ibuprofen) 

Contraindications;  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold.  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary.  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  detects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added. 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g,  eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 

Coumann  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions;  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  1%  (but  less  than  3 Vo)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  painT  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness.*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation,  see  PRECAUTIONS), 

Incidence  less  than  Wo— Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests;  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multitorme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis;  bronchospasm  (see  CONTRAINDICATIONS), 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  Wo— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions,  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg,,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction;  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis, 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked  ) 

**Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown  " if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t,i  d.  or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b zs 


DRINKING  & DRIVING 
CAN  KILL  A FRIENDSHIP 


A Public  Service  of  This  Publication. 
©1984  The  Advertising  Council.  Inc, 


Motrin  IS  a registered  trademark  of  The  Upjohn  Manufacturing  Company 
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August,  1984 


American  College  of  Physicians  announces.  . . 

1 Medicine's  Landmark 

Meeting  in 
America’s 
landmark  City! 


Annual  Session  ’85 
Washington,  DC 
March  28-31,  1985 


join  us  in 
Washington  for 
medicine’s  #1  scientific  meeting.  . . 


Schedule  your  own  CME 
rogram  from  over  300  scientific 
presentations.  . .covering  the 
spectrum  of  internal  medicine 
^ subspecialties. 

• Discuss  your  difficult  cases  with 
today's  leaders  in  medical  practice. 

• Experience  a new  type  of  scientific 
presentation  format:  "Current  Topics  in 
Internal  Medicine." 


Washington 

185 


• Operate  a personal  computer.  . . 
discover  what  it  can  do  to  help  you 
and  your  practice. 

• Tell  your  spouse  about  the  full 
schedule  of  activities  for  the  family. 

Send  for  your  1985  Annual  Session 
Program  Guide. 


please  print  _ _ — _ — _ - 

YES,  please  mail  me  the  Program  Guide. 


ADDRESS 
CITY  STATE,  ZIP 

ACP,  4200  Pine  Street,  Philadelphia,  PA  19104 
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WHY  SETTLE  FOR 
A LITTLE  BROKERAGE  ADVICE 
WHEN  YOU  CAN  OWN  THE 
WHOLE  WORLD  OF  FINANCE. 


With  Kanawha  Valley  Bank's  exclusive  GAIN  System,  you 
can  have  a complete  range  of  financial  services  under  your 
direction.  Cash  management.  Lending.  Asset  management. 
Financial  analysis.  Tax  planning.  Real  estate  management. 
Trust  and  financial  specialties,  and  more.  Money  market 
accounts  with  associated  credit  lines,  easily  accessible 
through  our  automatic  teller  system.  Coordination  of  your 
tax  records.  Securities  management  with  objective  invest- 
ment advice.  Even  preferred  estate  management  services. 

GAIN  LETS  YOU  REVIEW 
YOUR  TOTAL 
FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System®  automatically  presents  you  with  a 
comprehensive  monthly  statement,  easy-to-read,  with  bal- 
ance and  transactions,  for  your  securities,  checking  account 
and  loans.  Additionally,  you'll  receive  an  annual  tax  letter, 
with  full  summary. 

GAIN  IS  PERSONAL. 

GAIN  is  tailored  just  for  you.  by  Kanawha  Valley  Bank 
professionals  with  the  investment  objectivity,  perspective, 
knowledge,  resources  and  services  of  West  Virginia's  leading 
bank.  It's  personal.  And  completely  confidential. 

GAIN  BEGINS  WITH  THE  END  RESULT 
YOUROBjECTIVES. 

Analysis  is  the  cornerstone  of  any  successful  financial 
plan.  Kanawha  Valley  Bank,  through  a GAIN  System  option, 
offers  you  a comprehensive,  objective  analysis  that  helps 
make  planning  effective. 

If  you  elect  this  option,  we  can  give  you  a total  perspec- 
tive of  your  financial  situation,  analyze  each  area  for  the 


most  effective  action,  unify  your  long-range  planning 
according  to  your  objectives,  and  then  access  the  many 
GAIN  services  available  to  build  you  a personal  program  that 
fits  your  needs  and  expectations. 

GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 

Because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work. 

THE  GAIN  SYSTEM®.  IT  KEEPS  YOU  FROM 
BEING  OVERCOME  WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial 
services,  call  john  Ziebold  (304)  348-09 1 9 or  Don 
Santee  (304)  348-738  I . You'll  have  all  you  need,  including 
discount  brokerage. 


CALL  NOW 

I 304  348  0'3l<3or  I -304  348- 738  I 
Yes.  I would  like  to  know  more  about  how  GAIN  can  help  me  manage 
my  assets  Please  send  me  more  information 


STATE  

HOME 

PHONE( 


ZIPCODE  . 

BUSINESS 
. PHONE(  ). 


|ust  clip  and  mail  to  KVBGAIN  PO  Box  1793  Charleston.  WV  25326 


The  Financial  Management  Account  from  Kanawha  Valley  Bank. 


We’re 
OKanawha 
BaQ 

Kanawha  Valley  Bank^^  • One  Valley  Square  • Box  1793*  Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  I 867  • Member  FDIC 

AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC 


PHYSICIANI,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 


Southern  West  Virginia 

MAJ  SHEILA  BOWMAN,  ANC 
(301)  427-5101/5131 
USAR  AMEDD  PROCUREMENT 
FOREST  GLEN  SECTION 
WALTER  REED  ARMY  HOSPITAL 
WASHINGTON,  DC  20307 


Northern  West  Virginia 

MAJ  JAMES  KUZA,  MSC 
(412)  644-4432 
FEDERAL  BLD.,  RM  304 
1000  LIBERTY  AVE. 
PITTSBURG,  PA  15222 


ARMY  RESERVE.  BE  AUYOU  CAN  BE. 


Professional 
Liability  insurance 
Designed  for 
West  Virginia 
Physicians 

“The  Association  recommends 


its  endorsed  program  to  you  for . . . 
your  most  considered  review  and 
attention.” 


Reprinted  from  The  West  Virginia  Medical  Journal,  September  1981 


Your  Association’s  Professional  Liability  Insurance  Program  Includes: 


• A market  guarantee  with  Continental  Casualty  Company, 

CNA,  the  fourth-largest  underwriter  of  professional  liability 
insurance  in  the  United  States. 

• A consent  to  settle  provision  for  doctors  covered  under  the  plan. 

• An  in-state  managing  general  agent,  McDonough  Caperton  Insurance 
Group,  with  offices  located  in  five  key  West  Virginia  cities 

to  provide  risk  management  and  technical  expertise  in  professional 
liability  matters. 

• A payment  plan  with  no  finance  charges. 

• A profit-sharing  mechanism. 


McDonough 

Caperton 

Insurance 

Group 


7IK 


Uniquely  capable,..  Professionally  competent 


Corporate  Headquarters:  One  Hillcrest  Drive.  East,  P O,  Box  3186,  Charleston,  WV  25332  Telephone  (304)  346-061 1 
With  offices  in  Beckley,  Charleston.  Fairmont.  Parkersburg,  Wheeling 
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Before  prescribing,  see  compiete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  Indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuna.  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K"''  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additionai  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Ad^uate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asfhma. 
Possible  exacerbation  or  activation  of  sysfemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 


Precautions:  Do  periodic  serum  electrolyte  determinations  Cpar- 
licularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  .'■enal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides.  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolanzing  muscle  relaxants  such  as 
tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components  Therefore.  Dyazide  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation,  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide’.  The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  [diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  [in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide’,  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  rrtbasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbahce  Calcium  excretion  is  decreased  by  thiazides 
Dyazide’  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances;  pos- 
tural hypotension  [may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis. and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
tias  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide’,  although  a causal  relationship  has  not 
been  established 


Supplied:  Dyazide’  is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  [unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak’*  unit-of-use  bottles  of  100. 
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Taking  The  Bite  Out  Of  The  Bear. 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  US.  ^vings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  ^ 

make  an  ap- 

pearancejor  f ^ 

you,  his  XcUVC  ^ 

growl  will  be  ^ 

worse  than  * 

his  bite  in^^^erica. 
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Mixed  Pleural  Space  Infection 
Due  To  Pasteurella  Pneumotropica 
And  Peptococcus  Magnus 


V.  CHOKKAVELU,  M.  D. 

Clinical  Assistant  Professor  of  Medicine, 

West  Virginia  University  School  of  Medicine, 
Morgantown;  and  Chief,  Infectious  Diseases  Section, 
Department  of  Medicine,  Ohio  Valley  Medical  Center, 
Wheeling,  West  Virginia 


Pasteurella  Pneumotropica  was  isolated  and  so 
named  by  Jawetz  in  1950  due  to  its  apparent  pre- 
dilection for  the  lungJ’  ^ Since  the  original  ob- 
servation by  Jawetz,  P.  pneumotropica  has  been 
isolated  from  mice,  dogs,  hamsters,  rats,  and 
kangaroos  with  a variety  of  infections  including 
pneumonitis}'  Association  of  P.  pneumotropica 
with  human  disease,  however,  is  rare.  The  ma- 
jority of  human  diseases  has  been  secondary  to 
animal  bites.  A fatal  case  of  septicemia  due  to 
P.  pneumotropica  has  been  described.^  To  our 
knowledge  no  empyemas  have  been  described  in 
association  with  P.  pneumotropica.  Even  though 
this  was  a mixed  infection,  this  paper  will  con- 
centrate on  P.  pneumotropica. 

A 2 1-year-old  white  male,  a known  case  of 
chronic  mucocutaneous  candidiasis,  was  ad- 
mitted to  the  hospital  with  fever,  chest  pain, 
shortness  of  breath,  cough  productive  of  sputum, 
nausea,  vomiting,  and  diarrhea.  He  had  had 
several  admissions  to  the  hospital  for  respiratory 
infections.  He  had  a healthy  dog  as  an  only  pet 
at  home.  He  was  undergoing  periodic  esophageal 
dilations  for  stricture  of  the  lower  end  of  the 
esophagus,  and  had  one  a week  prior  to  admis- 
sion. 

At  the  time  of  admission  he  was  an  ill  white 
male  who  was  febrile,  tachypneic,  and  tachy- 
cardic.  Respiratory  examination  revealed  bibasi- 


lar rales.  He  weighed  48  lbs.  An  esophagogram 
on  the  day  of  admission  revealed  no  esophageal 
abnormalities,  and  there  was  no  extra-esophageal 
spill  of  contrast  material.  Admission  chest  x-ray 
showed  bibasilar  infiltrates  worse  on  the  left  com- 
pared to  the  right  and  a pneumothorax  on  the 
left.  A chest  tube  inserted  by  a lateral  approach 
in  the  infra  axillary  region  did  not  drain  any 
fluid. 

Over  the  next  24  hours  he  remained  ill.  A 
loculated  empyema  was  suspected.  Needle  aspira- 
tion from  the  posterior  aspect  of  the  left  chest  on 
the  second  day  produced  a purulent  fluid  which 
on  gram  stain  showed  polymorphonuclear  leuko- 
cytes, a few  gram  positive  cocci  and  gram  nega- 
tive rods.  Culture  of  the  fluid  grew  P.  pneumo- 
tropica and  Peptococcus  magnus.  Both  were  sen- 
sitive to  penicillin,  cephalothin  (Keflin),  ery- 
thromycin, and  ampicillin.  On  two  more  occa- 
sions, needle  aspiration  under  sterile  technique 
produced  both  organisms  from  the  empyema 
fluid.  Sputum  culture  grew  Pseudomonas  aero- 
ginosa,  and  blood  culture  grew  Peptococcus  mag- 
us. Stool  study  for  ova,  parasites,  and  bacterial 
pathogens  was  negative.  Febrile  agglutinins  also 
were  negative. 

Antimicrobial  therapy  included  cephalothin, 
500  mg  I.V.  every  six  hours  for  the  entire  course 
in  the  hospital.  Chest  tube  had  to  be  inserted  in 
two  different  sites.  Multiple  needle  aspirations 
also  were  needed  to  achieve  proper  drainage  of 
the  purulent  fluid  collection  in  the  left  pleural 
cavity.  After  44  days  in  the  hospital,  the  patient 
was  discharged  afebrile,  and  the  empyema  did 
not  recur. 
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Discussion 

Human  infections  due  to  P.  pneumotropica  are 
rare.  Ten  cases  are  described  in  the  English  lit- 
erature. One  was  a fatal  septicemia  in  a 51-year- 
old  man  following  a dog  bite.  P.  pneumotropica 
was  isolated  both  from  the  patient’s  blood  and  the 
dog’s  mouth. ^ A second  case  was  that  of  an  acute 
leukemia  patient  undergoing  chemotherapy.  He 
was  treated  with  chloramphenicol  ( Chloromy- 
cetin I followed  by  ampicillin  with  clinical  and 
microbiologic  response.^ 

Strains  of  P.  pneumotropica  investigated  by 
Henrisken  and  Jyssum  in  1961,  and  by  Henrisken 
in  1962,  were  isolated  from  the  nose  of  a 16-year- 
old  boy  with  maxillary  sinusitis,  and  from  the 
throat  of  a boy  aged  seven  years  with  recurrent 
tonsillitis.^,  ® The  remaining  six  cases  were  ani- 
mal bite  wound  infections,  four  by  dog,  and  one 
each  by  cat  and  horse. Antimicrobials  used 
in  the  above  cases  include  penicillin,  chloram- 
phenicol, ampicillin,  and  amoxicillin.  Details  of 
therapy  are  scant  except  for  one  case.^^ 

The  genus  Pasteurella  has  five  species:  mul- 
tocida,  pneumotropica,  new  species-1,  aerogenes, 
and  ureae.  P.  pneumotropica  is  a short  gram- 
negative rod  or  coccobacillus.  Biochemical  re- 
actions of  P.  pneumotropica  resemble  closely  P. 
multocida  with  few  differences.  P pneumotropica 
is  catalase,  oxidase,  and  nitrate  positive.  It  pro- 
duces acid  but  not  gas  from  dextrose,  glycerol, 
inositol,  lactose,  maltose,  and  mannose.  Indole 
reaction  is  variable  with  three  fifths  of  strains  be- 
ing indole  positive.*^  Methyl  Red,  Voges  Pros- 
kauer,  and  citrate  are  negative.^ 

Penicillin  is  regarded  as  the  therapy  of  choice 
by  many  for  Pasteurella  infections. How- 
ever, penicillin  resistance  recently  has  been  re- 
ported in  animals  and  humans.^"*,  Dibb  et  al. 
found  no  difference  in  antimicrobial  sensitivity 
between  P.  pneumotropica  and  P.  multocida.^ 
They  also  found  ampicillin  and  cephalothin  to  be 
uniformly  active  against  both  P.  pneumotropica 
and  P.  multocida.  Our  isolate  was  sensitive  to 
cephalothin  therapy. 

Summary 

A case  of  mixed  empyema  due  to  Pasteurella 
pneumotropica  is  presented.  Jawetz  originally 
described  the  organism  in  1950.^  It  is  a gram- 
negative coccobacillus.  Its  biochemical  features 
are  reviewed  in  this  paper.  The  organism  usually 


is  sensitive  to  penicillin.  Penicillin  and  cephalo- 
thin are  excellent  choices  for  therapy  . 

Editor  s Note:  Here  are  the  generic  drugs  and 
trade  names  (in  parentheses)  to  which  reference 
is  made  in  this  article:  ampicillin  ( Amcil,  Omni- 
pen, Penhritin,  Polycillin) , amoxicillin  ( Amoxil, 
Larotid),  chloramphenicol  (Chloromycetin,  My- 
chel),  cephalothin  (Keflin),  erythromycin  (E- 
Mycin,  Ilotycin),  and  penicillin  (Pfizerpen). 
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Severe  Thrombocytopenia-Hemorrhage 
Due  To  Trimethoprim-Sulfamethoxazole: 
A Case  Report 


SAEED  AHMAD,  M.  D. 
Fairmont,  West  Virginia 


T rimethoprim-Sulfamethoxazole  ( T MP-SMX ) 
has  been  available  since  1974  in  the  USA  and  is 
indicated  for  treatment  of  urinary  tract  infection, 
acute  otitis  media,  chronic  bronchitic  exacerba- 
tion, shigellosis  and  Pneumocystis  infections.  Al- 
though thrombocytopenia  due  to  sulfonamides  is 
well  known,  there  are  few  reports  of  thrombocyto- 
penia with  TMP-SMX.^  The  folloiving  is  a report 
of  a patient  ivho  developed  life-threatening  hem- 
orrhage due  to  severe  thrombocytopenia  induced 
by  TMP-SMX. 

A 73-year-old  woman  was  admitted  to  Fairmont 
^ ^ General  Hospital  for  evaluation  of  anorexia, 
loss  of  weight,  and  dysuria.  Previous  history  re- 
vealed diabetes  mellitus,  megaloblastic  anemia, 
and  congestive  cardiac  failure.  General  examina- 
tion revealed  a rather  tiny  lady  with  slight  de- 
hydration. There  was  no  evidence  of  cardiac 
decompensation,  cyanosis,  or  jaundice.  No  skin 
rash,  lymphadenopathy,  or  any  evidence  of 
chronic  rheumatoid  arthritis  was  noted. 

Urine  culture  showed  E.  Coli  infection  which 
was  sensitive  to  TMP-SMX.  This  drug  was  start- 
ed on  March  18,  1983.  Continuing  to  have 
dysuria,  she  underwent  cystoscopy  and  cys- 
tometrogram  under  local  anesthesia  which  reveal- 
ed hypotonic  bladder  with  urinary  retention  and 
chronic  cystitis.  TMP-SMX  was  continued.  On 
day  13  of  therapy  she  developed  generalized 
ecchymoses,  bruises,  and  petechiae.  On  day  14, 
she  had  severe  hematuria  and  melena.  The  plate- 
let count  was  2.000  cu  mm,  and  TMP-SMX  was 
discontinued.  Serum  folic  acid  and  B12  were 
normal.  Direct  Coomb’s  test  was  positive.  Fib- 
rin degradation  product  was  more  than  10  meg/ 
ml  (normal  2.1 — 7.7  meg  (ml);  otherwise,  coagu- 
lation studies  were  unremarkable.  Because  of  the 
bleeding,  she  was  given  transfusion  of  30  units  of 
platelets  and  two  units  of  whole  blood.  She  also 
was  given  two  g of  methylprednisolone  intraven- 
ously. Her  platelets  climbed  to  a normal  level  in 
36  hours:  150,000/cu  mm. 


She  had  a protracted  stay  in  the  hospital  but 
was  discharged  home  in  satisfactory  condition. 

Comment 

The  cause  of  TMP-SMX-induced  thrombocyto- 
penia is  still  obscure,  although  folic  acid  antagon- 
ism and  development  of  antiplatelet  auto  anti- 
bodies’ have  been  postulated.  This  patient  had 
megaloblastic  anemia  for  which  she  had  been 
taking  folic  acid  and  B,-  therapy;  hence, 
serum  levels  of  these  vitamins  were  within 
normal  limits.  Chanarin  and  England^  noted  that 
three  out  of  four  consecutive  patients  with  mega- 
loblastic anemia  who  were  receiving  therapy  with 
TMP-SMX  showed  an  impaired  hematologic  re- 
sponse to  specific  therapy  until  TMP-SMX  was 
withdrawn.  They  suggest  that  trimethoprim  was 
responsible  for  this.  This  suggestion  is  supported 
by  the  excellent  work  of  Koutts  and  colleagues'^ 
who  demonstrated  the  potentiation  of  defective 
deoxyribonucleic  acid-thymine  synthesis  by  tri- 
methoprim in  situations  of  pre-existing  deficiency 
of  folate  and  or  vitamin  B^. 

It  should  be  remembered,  however,  that  throm- 
bocytopenia is  a well  known  complication  of 
sulfonamides.  The  exact  mechanism  is  unknown 
but  may  be  related  to  the  action  of  sulfonamide 
on  folic  acid  metabolism.  Some  interesting  points 
have  emerged  from  a review  of  the  literature:^ 
first,  thrombocytopenia  induced  by  this  agent 
bears  no  predilection  for  any  age  or  sex  group 
although  it  is  seen  more  frequently  in  those  over 
70  year  of  age  and  females;  second,  the  low  level 
to  which  the  platelet  count  has  fallen  in  many 
patients  is  disturbing.  Recovery  after  withdrawal 
of  the  drug  occurs  more  often,  however,  than  a 
fatal  outcome.^  This  is  especially  true  in  females. 

The  short  interval  between  the  start  of  TMP- 
SMX  therapy  and  the  onset  of  severe  thrombocy- 
topenia in  a patient  with  megaloblastic  anemia 
may  stimulate  further  research  and  conjecture 
concerning  a possible  mechanism.  Although  very 
rare,  this  complication  must  be  considered  when 
thrombocytopenia  occurs  during  TMP-SMX. 
This  potentially  fatal  complication  is  reversible 
on  withdrawal  of  the  offending  drug. 
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The  First  Successful  Cesarean  Section 

and 

The  First  Oophorectomy 
in  the  Americas 


JOHN  M.  GRUBB,  M.  D. 
Obstetrics  and  Gynecology, 
Point  Pleasant,  West  Virginia 


West  Virginia  and  many  of  its  counties  are 
rich  in  history  and  tradition,  much  of  which  is 
rooted  in  the  nation  s own  early  years.  An  ex- 
ample is  Mason  County  and  its  people.  Formed 
in  1804  from  the  western  part  of  Kanawha  Coun- 
ty in  what  then  teas  Virginia,  Mason  was  named 
for  George  Mason,  author  of  the  Constitution  of 
Virginia  and  a member  of  the  convention  that 
framed  the  Constitution  of  the  United  States. 
Among  early  landowners  and  settlers  in  what  now 
is  Mason  County  were  George  Washington — and 
Jesse  Bennett,  M.  D. 

Mason  County,  West  Virginia  (formerly  Vir- 
ginia ) is  located  in  the  Ohio  and  Great  Kanawha 
Valleys,  and  lies  astride  the  juncture  of  those  two 
rivers,  called  by  the  Indians  “Tu-Endie-Wei,”  or 
“mingling  of  the  waters.”  The  county  seat  is  at 
Point  Pleasant,  which  stands  on  the  site  of  a 
battle  fought  on  October  10,  1774,  between  1,200 
Virginia  Militiamen  and  an  equal  number  of  war- 
riors of  an  Indian  Confederacy  believed  by  some 
to  have  been  allied  with  the  British.  This  battle 
is  considered  by  many  historians  to  have  been  tbe 
first  battle  of  the  American  Revolution,  and  it 
was  recognized  as  such  by  the  60th  Congress  of 
the  United  States. 

Rich  in  History 

Mason  County  is  richer  in  pioneer  history  than 
any  other  county  in  West  Virginia.  Interwoven 
in  that  history  are  names  like  George  Washing- 
ton, Daniel  Boone,  Andrew  and  Charles  Lewis, 
Mad  Ann  Bailey,  Mary  Ingles,  Lord  Dunmore, 
the  Indian  Chieftain  Cornstalk,  Civil  War  Gen- 
eral John  McCausland,  the  grandparents  and  pa- 
rents of  Mark  Twain,  the  grandparents  of 
William  Jennings  Bryan,  and,  standing  high  on 
that  list.  Dr.  Jesse  Bennett. 

When  young  Doctor  Bennett  moved  to  the 
Ohio  Valley,  to  what  is  now  Mason  County,  he 
became  the  first  physician  with  the  courage  to 
locate  and  practice  Medicine  west  of  the  Alle- 
gheny Mountains.  When  Mason  County  was 


formed  in  1804  he  was  on  hand  to  help  in  its 
militia.  He  represented  the  county  in  the  Legis- 
lature of  Virginia  in  1808  and  1809,  and  during 
the  War  of  1812  he  served  as  surgeon  of  the 
Second  Virginia  Regiment.  He  was  one  of  the 
first  Trustees  of  Lewisburg  Academy  of  Green- 
brier, and  one  of  the  jurors  in  the  trial  of  Aaron 
Burr.  But  all  that  is  getting  ahead  of  the  story. 

Jesse  Bennett  was  born  in  Frankfort,  Pbiladel- 
phia  County,  Pennsylvania,  on  July  10,  1769.  He 
lost  his  father,  who  fought  in  freedom’s  cause, 
when  he  was  10.  His  mother,  understanding  the 
value  of  education,  sent  him  to  the  best  schools 
available.  He  studied  medicine  under  Dr.  Ben- 
jamin Rush  of  Pennsylvania  and  was  granted  his 
medical  degree  in  April,  1791.  He  attended  the 
University  of  Pennsylvania,  and  it  has  been  said 
that  he  graduated  there,  but  the  University’s 
records  do  not  confirm  this.  Soon  after  receiving 
his  medical  degree  he  went  to  Virginia,  where. 
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in  1793,  he  met  and  married  Elizabeth  Hogg, 
daughter  of  Major  Peter  Hogg  of  Staunton. 

On  January  14,  1794,  when  only  25  years  of 
age.  Doctor  Bennett  successfully  completed  the 
first  cesarean  operation,  also  known  as  a cesar- 
ean section,  ever  performed  in  America.  His 
patient  was  his  own  wife,  and  he  saved  both  her 
and  her  child.  At  the  same  time,  he  removed 
both  of  his  wife’s  ovaries. 

Proof  of  this  operation  is  noted  in  the  “Poffen- 
liarger  Papers,”  the  originals  of  which  are  lodged 
in  the  West  Virginia  state  archives  at  the  Capitol 
Building  in  Charleston.  Among  items  in  those 
papers  are  the  “History  and  Personal  Life  of  Dr. 
Bennett,”  as  recorded  by  his  pupil  and  personal 
friend.  Dr.  A.  Leighton  Knight,  of  West  Colum- 
bia, Mason  County;  and  the  script  of  a speech  by 
Doctor  Bennett’s  great-granddaughter.  Miss  La- 
venia  Fuller  Thomas,  who  said  that  the  operation 
was  a known  fact  in  her  family’s  history.  There 
also  is  an  article  in  the  IFest  Virginia  Medical 
Journal  of  July,  1929,  by  Dr.  Joseph  Lyon  Miller, 
of  Thomas,  West  Virginia,  who  described  the 
performance  of  the  operation,  and  expressed  the 
hope  that  his  evidence  would  be  sufficient  to  war- 
want  belated  recognition  for  Doctor  Bennett. 
However,  Doctor  Knight’s  account,  written  in 
1891  and  published  in  The  History  of  the  Great 
Kanawha  Valley,  Volume  II,  Page  265,  was  the 
first  appearance  of  the  case,  in  print. 

Doctor  Knight  obtained  information  for  his 
article  from  two  persons  present  at  the  opera- 
tion. One  was  Doctor  Bennett’s  daughter,  who 
personally  related  to  him  how  she  had  been 
delivered,  as  told  to  her  by  her  parents;  and  the 
other  was  Mrs.  William  Hawkins,  a sister  of  Doc- 
tor Bennett’s  wife,  who,  with  two  servant  girls, 
assisted  Doctor  Bennett  in  the  operation. 

Honored  in  Virginia 

In  January,  1959,  the  Virginia  State  Medical 
Society  adopted  and  presented  a resolution  re- 
questing that  a roadside  marker  be  erected  near 
Edom,  then  Augusta  County,  now  Rockingham 
County,  Virginia,  where  the  operation  had  been 
performed;  and  a plaque  in  honor  of  Doctor  Ben- 
nett’s medical  feat  was  installed  at  Rockingham 
Memorial  Hospital. 

The  history  of  Doctor  Bennett’s  cesarean  sec- 
tion also  is  noted  in  the  Southern  Historical 
Magazine,  Volume  II,  Number  II,  Page  1. 

It  was  shortly  after  performance  of  the  ce- 
sarean operation  that  Doctor  Bennett  made  his 
move  west  to  the  Ohio  Valley,  where  he  acquired 
a farm  adjoining  land  owned  and  occupied  by 
descendants  of  Colonel  Andrew  Lewis,  who  led 
the  Virginia  Militiamen  in  the  Battle  of  Point 


Pleasant,  and  of  Andrew’s  brother.  Colonel 
Charles  Lewis,  who  was  killed  in  that  battle.  The 
story  of  Doctor  Bennett’s  successful  cesarean 
operation  was  handed  down  through  the  Lewis 
family,  and  the  family’s  written  memoirs  state 
that  Doctor  Bennett  w'as  widely  known  to  have 
performed  the  cesarean  section  on  his  wife,  and, 
as  the  family  memoirs  say,  had  “castrated  her  at 
the  same  time.” 

Doctor  Bennett's  medical  feat,  as  established 
in  the  collected  data  above  described,  happened 
as  follows: 

The  date  is  the  14th  day  of  January,  1794, 
the  place  a pioneer  cabin  in  the  vicinity  of 
Edom,  Virginia,  some  30  miles  north  of  Staun- 
ton. Doctor  Bennett’s  wife  of  less  than  a year 
is  suffering  because  she  cannot  deliver  their 
first  child.  Doctor  Bennett  summons  Dr.  Alex- 
ander Humphrey,  of  Staunton,  a well  known 
practitioner  and  tutor  of  medical  students,  for 
consultation.  Together,  they  attempt  forceps 
delivery,  but  without  success,  and  suddenly 
they  are  confronted  by  the  only  two  alterna- 
tives, both  drastic  procedures: 

The  first  is  a craniotomy,  a procedure  for 
cutting  into  the  fetal  head  to  effect  delivery, 
at  the  cost  of  the  infant’s  life.  The  second  is 
a cesarean  section,  never  yet  done  in  North 
America,  and  rarely  achieved  successfully  even 
by  doctors  of  the  Old  World,  although  it  is 
probably  the  oldest  of  the  truly  major  opera- 
tions, mentioned  in  the  Jewish  Talmud  and 
described  thusly  in  Shah  Nameh,  A.D.  999: 

“His  birth  could  not  be  natural; 

So  willeth  He  who  bringeth  good; 

Bring  thou  a blue  steel  dagger; 

Seek  a cunning  man; 

Bemuse  the  lady  first  with  wine  to  ease  her 
pain  and  fear; 

Then  let  him  ply  his  craft  and  take  the  lion 
from  his  lair  by  piercing  her  waist  while  all 
unconscious; 

Then  imburing  her  side  in  blood,  stitch  up 
the  gash.” 

Cesarean  Section  Decision 

Mrs.  Bennett,  thinking  she  is  going  to  die 
anyway,  insists  that  the  child  be  saved,  so  Doc- 
tor Bennett  decides  on  a cesarean  section.  Doc- 
tor Humphrey  protests,  says  he  will  have 
nothing  to  do  with  such  an  operation,  and 
leaves  the  cabin  to  return  to  Staunton.  Mrs. 
Bennett  is  placed  on  a table  made  of  two  planks 
supported  by  barrels.  Already  weak,  she  is  ren- 
dered unconscious  by  a large  dose  of  Lau- 
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danum.  The  flames  in  the  log  fireplace  are 
punched  up  high,  and  all  the  candles  that  can 
be  found  in  the  cabin  are  lit.  Mrs.  Bennett’s 
sister,  Mrs.  Hawkins,  with  help  of  two  servant 
girls,  holds  Mrs.  Bennett  on  the  table.  Doctor 
Bennett,  with  one  quick  sweep  of  his  knife, 
lays  open  the  abdomen  and  uterus.  Enlarging 
this  opening  with  his  hand,  he  quickly  lifts  out 
the  infant  and  the  placenta.  Before  closing  he 
remarks,  “This  shall  be  the  last  one,”  and  pro- 
ceeds to  remove  both  ovaries,  or,  in  the  lan- 
guage of  one  of  the  witnesses,  “He  spayed 
her.”  Those  in  the  little  cabin  did  not  foresee 
it  at  the  time,  but  the  new-born  daughter,  to 
be  named  Maria,  would  grow  up,  marry  Dr. 
Enos  Thomas,  and  reach  the  age  of  77;  and 
Doctor  Bennett’s  wife  would  live  to  accompany 
him  to  the  Ohio  Valley. 

It  was  later  stated  by  Mrs.  Hawkins  that  Doc- 
tor Bennett  never  reported  the  case  to  any  medi- 
cal society  or  magazine,  and  that  she  had  heard 
him  say  that  no  strange  doctor  would  believe  that 
such  an  operation  could  be  done  in  the  Virginia 
backwoods  and  the  mother  live,  and  that  he’d  be 
damned  if  he  would  ever  give  anybody  a chance 
to  call  him  a liar;  and  that  on  one  occasion  she 
heard  him  remark  that  no  doctor  with  any  feel- 
ing of  delicacy  would  report  that  he  had  done 
such  an  operation  on  his  own  vdfe. 

Nation’s  First  Procedures 

Doctor  Bennett’s  cesarean  operation  preceded 
by  33  years  that  performed  in  1827  by  Dr.  John 
Richmond  of  Newton,  Ohio,  who  has  been  given 
credit  for  the  first  cesarean  section  in  America; 
and  his  oophorectomy,  or  removal  of  ovaries, 
preceded  by  75  years  that  of  Dr.  Robert  Battey, 
of  Rome,  Georgia,  who  is  given  credit  for  being 
the  first  American  physician  to  remove 
nondiseased  ovaries.  Both  operations  preceded 
by  15  years  the  famous  oophorectomy  performed 
by  Dr.  Ephriam  McDowell,  of  Kentucky,  who 


later  acquired  the  title,  “Eather  of  Ovariotomy 
and  Eounder  of  Abdominal  Surgery.” 

Concerning  cesarean  section  procedure,  the 
History  of  Medicine  states:  “As  a result  of  the 
fortitude  and  love  of  one  man,  the  pathway  to 
happiness  for  many  couples  was  opened  because 
the  mother  and  child  survived  and  lived  for 
many  years  thereafter.”  Doctor  Bennett’s  ce- 
sarean section  of  1794  should  be  recognized  in 
this  medical  history,  ahead  of  that  of  Doctor 
Richmond,  and  his  oophorectomy  ahead  of  that 
of  Doctor  McDowell,  as  the  first  such  operations 
performed  in  the  Americas. 

There  is  a feeling  in  the  Medical  Society  of 
Virginia  and  the  West  Virginia  State  Medical 
Association  that,  world-wide.  Dr.  Jesse  Bennett, 
formerly  of  Virginia  and  later  of  the  area 
which,  in  1863,  became  West  Virginia,  should  be 
given  credit  and  recognition  for  performing  the 
first  successful  New  World  cesarean  section  and 
the  first  successful  New  World  oophorectomy. 

Thanks  For  Assistance 

Alexander  McCausland,  M.  D.  Roanoke,  VA 

The  Historical  Society  of  Virginia 

Colonel  Charles  Lewis  Chapter,  National  Society  of 
Daughters  of  America  Revolution,  Point  Pleasant,  WV 

Jack  Rurdette,  Coordinator,  Mason  County  Bicenten- 
nial, Point  Pleasant,  WV 

Chab  Guthrie,  Mason  County  Public  Library,  Point 
Pleasant,  WV 

Poffenbarger  Papers,  Archives  at  West  Virginia  Capitol, 
Charleston,  WV 

The  Hogg  Family,  Descendants  of  Major  Peter  Hogg, 
Point  Pleasant,  WV 

Mrs.  William  Machir,  Point  Pleasant,  W\' 

Laura  Caldwell,  Point  Pleasant,  WV 

Damon  R.  Morgan,  Jr.,  Prosecuting  Attorney,  Mason 
County,  Point  Pleasant,  WV 

Judith  Morgan,  Point  Pleasant,  WV 
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Mrs.  John  W.  Steenbergen,  Columbia,  TN 
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*Jke  ^zcAcdent 

SAY  NO  TO  THE  FEDERAL  SQUEEZE 


Editor’s  Note:  See  also  the  editorial,  “Legal 
Challenge,”  on  Page  227. 

FTER  a clandestine  passage  through  Congress, 
the  Deficit  Reduction  Act  of  1984  ( P.L.  98- 
369)  was,  on  July  18,  1984,  signed  into  law  by 
President  Reagan.  Included  in  these  Medicare 
Amendments  were  two  provisions  which  will  have 
profound  consequences  for  our  older  patients 
I over  age  65  ) . Both  provisions  ( rationing  of 
medical  care  by  limiting  payment  and  restricting 
usage  by  limiting  access  and  availability ) rep- 
resent fundamental  changes  in  government  phil- 
osophy as  to  how  Medicare  beneficiaries  can  seek 
and  receive  medical  care.  This  is  a clear  example 
of  the  government  golden  rule  I Those  that  have 
the  gold  make  the  rule ) . Grossly  altered  is  the 
beneficiaries’  access  to  and  freedom  of  choice. 
Even  their  personal  freedom  to  enter  into  a strict- 
ly private  arrangement  to  seek  and  obtain  medical 
attention  has  been  restricted. 

In  exchange  for  these  losses  of  liberty,  the 
government  offers:  1)  a “Directory”  listing 

those  physicians  who  are  willing  to  participate  in 
the  scheme;  2 ) a toll-free  telephone  number  for 
the  same  purpose;  3)  electronic  billing  when 
and  if  such  capacities  are  developed;  4)  an  em- 
blem by  which  such  participants  can  be  identified 
I regardless  of  quality  of  service  ) ; 5 ) a promise 
in  a year  or  two  of  higher  fees  for  those  who  go 
along  with  this  renouncement;  and  6)  a 15- 
month  I actually  a 27-month  ) fee  freeze  at  80 
per  cent  of  the  "prevailing  fee”  plus  20  per  cent 
level  in  place  during  April  1,  1984  - June  30, 
1984,  or  the  actual  fee,  whichever  is  lower.  Utili- 
zation of  private  and  or  any  other  payment  re- 
source is  prohibited  for  both  the  patient  and  his 
physician.  Laboratory  services  for  the  older  pa- 
tient likewise  are  restricted  to  the  point  of  becom- 
ing so  confusing  as  to  be  literally  out  of  reach 
for  many. 

Would  such  edicts  stand  the  test  of  truth  in  ad- 
v'ertising?  Surely  not.  How  about  tests  on  the 
scale  of  moral  and  ethical  values?  Surely  not. 


Are  these  restrictions  discriminatory?  They  cer- 
tainly are.  Will  they  be  found  to  be  unconstitu- 
tional? Surely  they  will  be. 

In  early  October,  the  American  Medical  Asso- 
ciation intends  to  name  HHS  Secretary  Margaret 
Heckler  defendant  in  a court  action  to  determine 
the  constitutionality  of  these  “regulations.”  Can 
an  agency  of  the  federal  government  force  or 
coerce  a citizen  to  go  to  a physician  or  hospital 
not  of  his  or  her  free  choice?  I doubt  it.  Can 
the  right  of  contract  be  removed  selectively  and 
arbitrarily  by  a federal  bureau?  1 doubt  it.  Can 
U.S.  citizens  with  equal  rights  be  deprived  cate- 
gorically and  capriciously?  Certainly  not. 

What,  then,  to  do?  Our  patients  should  be 
counseled  to  exercise,  without  fear  of  reprisal, 
their  individual  freedom  to  decide  when,  where, 
how  and  from  whom  they  will  seek  and  accept 
medical  care.  Our  physicians  are  strongly  ad- 
vised to  exercise  the  time-tested  ethical  code  of 
caring  for  all,  regardless  of  the  ability  to  pay, 
with  the  method  and  amount  of  payment  a matter 
of  choice  between  the  patient  and  his  chosen 
physician.  As  the  law  now  stands,  even  those  who 
choose  not  to  participate  in  this  plot  to  make 
certain  citizens,  based  on  age,  wards  of  the  state, 
must  observe  the  27-month  (July  1,  1984  - Octo- 
ber 1,  1985  plus  to  October  1,  1986  and  possibly 
beyond  ) freeze  pending  the  outcome  of  the  suit 
soon  to  he  initiated  by  the  AMA. 

All  related  infractions  impairing  the  free 
choice  of  medical  care,  or  quality,  or  ability  to 
seek  or  deliver  the  same,  should  be  reported  to 
the  WVSMA  headquarters  (346-0551)  and/or 
the  AMA  Legal  Counsel,  Kirk  Johnson  (312) 
645-4600.  53.5  North  Dearborn  Street,  Chicago, 
111.  60610. 

Al  - i)  . 

Carl  J.  Roncaglione,  M.  D.,  President 
West  \ irginia  State  Medical  Association 
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The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


The  Charleston  Gazette  is  simply  not  one  of 
our  favorite  newspapers.  \^"e  are  not  one  of  the 
Gazette’s  favorite  professions. 

But  it  was  bound  to  happen  that  some  subject 
— some  cause  would  arise  wherein  we  and  the 
Gazette  could  pull  on  the  same 
TO  THE  RESCUE  end  of  the  rope.  It  finally 
happened.  There  it  was  in  a 
free  copy,  to  be  sure,  provided  to  those  in  at- 
tendance at  the  State  Medical  Association  Con- 
vention — The  Charleston  Gazette  is  tired  of 
getting  sued  and  is  going  to  do  a few  things  to 
make  this  nonsense  stop,  according  to  W.  E. 
Chilton  III. 

As  regular  readers  of  these  pages  will  have 
noticed,  we,  too,  have  been  complaining  about 
suits  and  proposing  that  we  do  a few  things  about 
this  same  nonsense.  The  Gazette  is  plagued  with 
frivolous  suits  alleging  libel;  we,  of  course,  react 
to  the  plague  of  malpractice  suits  being  brought 
against  physicians. 

Some  of  us  can  remember  tbe  day  when  daily 
newspapers  cost  three  cents.  They  cost  more  now 
and  no  doubt  an  accounting  firm  can  justify  the 
difference  in  price  between  now  and  then.  But 
we  doubt  very  much  that  an  accountant’s  report 
would  point  to  costs  engendered  by  libel  suits  as 
being  of  any  significance  in  news  reporting  in- 
flation. Not  so  in  Medicine! 

Mr.  Chilton  is  feeling  harassed  and  irritated 
very  much  as  if  someone  had  left  a window  open 
and  a large  fly  is  buzzing  about  the  othenvise 
quiet  and  dignified  confines  of  his  office.  He  is 
looking  for  a flyswatter  or  a rolled-up  copy  of 
this  morning’s  Gazette  with  which  to  deal  with 
this  intruder  properly.  In  our  case,  it  is  like 
swarms  of  those  mean  South  American  bees  have 
been  turned  loose  on  the  city  and  they  are  sting- 
ing everyone  and  everything  in  sight. 

Everyone  is  suffering  as  a result  of  what  is 
happening  in  medical  malpractice  litigation  — 
professional  liability  insurance  rates  go  up,  fees 
go  up,  hospitalization  rates  increase,  diagnostic 
studies  multiply,  medical  insurance  rates  sky- 


rocket, non-medical  fringe  benefits  get  short 
changed,  general  inflation  is  given  a boost, 
money-worried  people  get  greedy,  litigiousness 
is  encouraged,  and  Mr.  Chilton  gets  irritated  by 
one  resultant  libel  suit  too  many. 

We  really  are  sympathetic  with  Mr.  Chilton’s 
problem.  We  don’t  like  to  see  anyone  harassed 
and  irritated.  We  would  like  to  lend  our  support, 
an  amicus  curiae,  to  this  new  cause  of  the 
Charleston  Gazette. 

Tort  reform  is  desperately  needed.  The  system 
of  contingency  fees  needs  to  be  struck  down. 
Erivolous  suits  can  be  eliminated  by  requiring  the 
losing  party  to  pay  court  costs  and  legal  expenses 
on  both  sides.  The  Gazette  can  be  protected! 

e confess  that  all  of  our  clout  in  the  Legis- 
lature has  gotten  us  nothing  in  the  way  of  needed 
reform.  Perhaps  now,  however,  with  a staunch 
new  ally  at  our  side  we  can  march  shoulder  to 
shoulder  and  bring  light  at  last  to  the  ineluctable 
in  tbe  Legislature. 

Could  it  be  that  the  legal  tort  system  is  self- 
correcting  and  all  we  had  to  do  was  irritate  Mr. 
Chilton  and  the  Gazette  to  make  the  process 
work?  We  could  have  obliged  them  years  ago. 

Let’s  all  get  together  and  help  the  Charleston 
Gazette  in  its  hour  of  need! 


It  has  a jaw-cracking  title:  “Equitable  Tax- 
ation of  Property  and  Exemption  of  Intangible 
Property  Amendment.”  It  also  is  the  last  of  five 
proposed  changes  in  the  W'^est  Virginia  Constitu- 
tion which  will  be  on  the  General  Election  Ballot 
November  6.  And  while  there  apparently  is  no 
known  opposition  to  it,  there  likewise  is  little 
public  understanding  of  the  proposal. 

“It”  in  this  case  is  Amendment  No.  5 up  for 
approval  or  rejection  by  the  voters  in  the  state 
in  November.  It  should  be 
VOTE  'YES'  ON  5 ratified,  and  the  West  Vir- 
ginia State  Medical  Associa- 
tion’s House  of  Delegates  very  properly  has  en- 
dorsed it  by  a resolution  adopted  at  The  Green- 
brier in  August. 
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Actually,  the  amendment  is  easy  to  explain, 
and  to  understand.  But  it  is  one  of  five  amend- 
ments on  the  ballot,  with  at  least  two  others 
controversial  — and  history  has  shown  that  pro- 
posed constitutional  amendments  quite  often 
will  stand  or  fall  together  in  such  circumstances. 

And  when  the  word  “taxation”  is  in  the  title 
of  an  amendment,  the  odds  against  ratification 
unfortunately  lengthen. 

Let’s  take  a look  at  Amendment  No.  5,  be- 
ginning with  the  Constitution  as  it  now  stands. 

Currently,  the  Constitution  exempts  from  tax- 
ation such  intangibles  as  money  and  bank  de- 
posits. Other  intangibles,  such  as  bonds,  stocks, 
accounts  receivable,  sales  contracts,  debentures, 
vested  interests  in  pensions  and  other  similar 
property  rights  historically  have  not  been  taxed 
to  any  significant  extent  in  West  Virginia. 

For  several  reasons,  however,  there  is  un- 
certainty as  to  how  intangibles  will  be  taxed  in 
the  future.  Some  hold  the  view  that  unless 
Amendment  No.  5 is  adopted,  oil  intangibles 
except  cash  and  hank  deposits  — and  including 
})ensions  — will  be  assessed  and  taxed  in  the 
future  after  the  current  statewide  property 
reappraisal  is  implemented.  Others  are  uncertain 
how  intangibles  will  be  taxed  after  1986. 

Approval  of  Amendment  No.  5,  however,  will 
make  it  clear  what  the  future  wall  hold.  First, 
the  current  permanent  constitutional  exemption 
from  ])roperty  taxation  of  money  and  hank  de- 
posits would  continue. 

In  addition,  pensions  also  ivould  he  permanent- 
ly exempted.  And  other  intangibles  could  be 
taxed  in  the  future  only  by  general  law  enacted 
by  the  State  Legislature. 

Further,  Amendment  No.  5 would  provide  for 
the  phased-in  introduction  of  new  property  taxes 
on  intangibles  — or  other  property  that  comes 
into  being  — after  completion  of  the  present 
statewide  property  reappraisal  survey. 

Because  it  represents  sound  public  policy. 
Amendment  No.  5 needs  to  he  approved  by  the 
voters  on  November  6.  The  state  would  not  he 
giving  uj)  any  significant  portion  of  its  tax  base, 
because  the  Legislature  could,  as  it  might  de- 
termine desirable,  tax  most  intangibles  after 
adoption  of  the  amendment. 

Taxation  of  intangibles  can  present  virtually 
impossible  enforcement  difficulties,  and  can  be 
inherently  unfair  as  essentially  double  taxation. 
Also,  an  intangible  tax  can  be  costly  to  con- 
sumers, especially  those  investing  in  pension 
plans,  individual  retirement  accounts  and  similar 
programs. 


An  intangibles  tax  can  increase  the  cost  of 
credit  when  it  is  imposed  on  the  holders  of 
mortgages,  credit  cards  and  similar  credit 
arrangements.  It  can  hinder  economic  develop- 
ment and  impair  capital  formation  by  imposing 
an  added  cost  of  doing  business  on  persons  with 
intangible  assets  in  West  Virginia. 

Again,  let’s  work  for  adoption  of  Amendment 
No.  5 in  November. 


One  of  the  disagreeable  i)henomenons  of  our 
times  is  the  overkill  which  frequently  occurs 
when  we  establish  a plan  I usually  governmental ) 
to  deal  with  a real  or  presumed  crisis. 

About  the  time  that  the  crisis  has  abated  by 
naturally  occurring  forces,  the  severely  restrictive 
“cure”  becomes  fully  operational. 
OVERKILL  We  must  then  live  through  a long 
adjustment  period  until  the  “cure” 
is  removed  or  modified. 

A classic  example  is  the  increase  in  medical 
school  class  size  which  was  enouraged  by  Federal 
incentive  dollars.  The  overkill  occurred  and  we 
are  now  educating  too  many  physicians.  The  ad- 
justment priod  is  under  way,  but  it  will  be  painful 
and  difficult  for  schools  of  medicine  to  achieve. 

A similar  circumstances  is  now  occurring  with 
hospital  admissions.  Everyone  is  trying  to  save 
a dollar  in  the  health  care  system  by  controlling 
hospital  admissions  and  reducing  the  length  of 
hospital  stay.  Following  the  Professional  Review 
Organization’s  ( PRO  I lead,  industry,  private 
carriers  and  prepaid  health  care  plans  are  all 
intent  on  denying  the  use  of  the  hospital  to  any- 
one unless  the  admission  is  medically  necessary 
or  appropriate  at  the  acute  care  level. 

There  can  he  no  doubt  that  hospitals  have  been 
used  for  a variety  of  purposes  for  which  they 
were  never  intended.  They  have  been  used  to 
board  an  elderly  person  while  the  rest  of  the 
family  went  on  vacation.  They  have  been  used 
as  temporary  housing  because  no  intermediate 
or  extended  care  facility  beds  were  immediately 
available.  And  most  significantly,  they  have  been 
used  to  carry  out  diagnostic  studies  which  easily 
could  have  been  done  on  an  out-patient  basis, 
except  that  the  physician  or  patient  found  it  more 
convenient  for  the  patient  to  enter  the  hospital 
for  a few  days. 

The  true  abuses  stand  out  and  we  can  all  agree 
they  should  he  stopped.  Nevertheless,  the  valid 
need  of  many  admissions  often  is  a very  difficult 
judgment  call,  and  one  can  feel  a certain  empathy 
with  the  physician  who  says,  “How  can  you  tell 
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me  that  patient  shouldn’t  have  been  admitted? 
You  weren’t  there!” 

No  one  likes  to  have  his  or  her  medical  judg- 
ment questioned,  but  we  all  should  applaud 
efforts  to  make  sure  that  every  dollar  spent  for 
health  care  provides  needed  and  appropriate  care. 

But  let’s  not  forget  the  patient.  Most  don’t 
understand  the  nature  of  the  current  political- 
financial  dispute  over  medical  care  costs.  In  our 
zeal  to  save  dollars,  we  should  not  make  it  so 
difficult  to  receive  hospital  care  that  we  suppress 
or  destroy  the  whole  system. 

Empty  hospitals  will  fail  and  communities  and 
regions  may  be  left  without  medical  care.  The 
best  health  care  system  in  the  world  may  be 
irreparably  damaged  if,  in  our  efforts  to  save 
some  money,  the  overkill  phenomenon  takes  over. 


A question  that  continues  to  pop  up  from  time 
to  time  is,  “What’s  Organized  Medicine  (the 
State  Medical  Association  and  the  American 
Medical  Association  I doing  for  me?” 

Of  course,  there  are  some  clear-cut  answers 
when  one  pauses  to  think  of  the  tens  of  millions 
of  dollars  invested  in  a 
LEGAL  CHALLENGE  great  range  of  educational 
and  other  activities. 

Work  with  legislators  at  state  and  federal 
levels,  and  with  a wide  variety  of  administrative 
agencies  in  government,  consumes  a considerable 
amount  of  time.  So,  in  recent  years,  have  various 
kinds  of  litigation. 

The  AMA  now  is  embarking  on  a new  legal 
challenge  that  provides  a concrete  answer  as  to 
why  physicians  should  be  members  and  give 
wholehearted  support  to  AMA  efforts. 

The  new  development  involves  a lawsuit 
scheduled  to  be  brought  by  early  October  chal- 
lenging the  constitutionality  of  })rovisions  of  the 
sweeping  Medicare  amendments  passed  by  Con- 
gress a few  weeks  ago  with  the  Deficit  Reduction 
Act. 

The  AMA  is  convinced  that  the  amendments 
will  deny  Medicare  beneficiaries  the  ability  to 
select  physicians  from  whom  they  will  receive 
care.  The  legislation,  for  example,  freezes  non- 
participating physicians’  fees  to  Medicare  pa- 
tients until  October  1,  1985. 

This,  the  AMA  has  emphasized,  singles  out 
those  non-participating  doctors,  alone  among  all 
segments  of  society,  by  forbidding  them  from 
freely  entering  into  contractual  arrangements 
with  patients. 

The  AMA  feels  it  can  make  the  strongest  kind 
of  case  in  this  new  judicial  challenge.  But  it 
needs  support  of  physicians  in  this  and  similar 
efforts. 


Dismayed  By  Apathy 

I am  writing  to  express  my  feelings  in  regard  to 
the  recent  state  meeting  at  the  Greenbrier.  I am 
astounded  that  at  a time  when  we  desperately  need 
a strong  state  organization  of  our  profession  that  only 
160  of  approximately  2,000  members  in  a state  with 
2,600  physicians  could  take  the  time  to  attend  the 
Annual  Meeting.  I was  dismayed  on  Saturday  after- 
noon to  see  many  empty  seats  in  the  House  of  Dele- 
gates. It  would  indeed  appear  that  the  physicians  of 
West  Virginia  have  turned  their  backs  on  Organized 
Medicine  at  a time  when  they  most  need  it.  There 
were  indeed  many  counties  who  sent  no  representa- 
tives to  the  House  of  Delegates. 

The  apathy  which  pervades  the  medical  commu- 
nity in  West  Virginia  was  further  brought  forth  by 
the  fact  that  there  were  only  17  resolutions  brought 
to  the  House  of  Delegates,  of  which  10  came  from 
one  county,  three  came  from  the  Council,  and  four 
others  from  individual  counties.  This  occurs  at  a 
time  when  more  external  forces  impact  on  Medicine 
than  any  other  time  in  recent  memory. 

The  Annual  Meeting  next  year  will  be  held  in 
Charleston,  as  apparently  many  members  used  the 
excuse  for  not  attending  that  the  Greenbrier  was 
too  expensive.  I hope  that  I am  wrong — however,  I 
suspect  that  this  has  just  been  a convenient  excuse 
from  the  apathetic  rank  and  file  of  West  Virginia 
Medicine.  I suspect  that  the  meeting  held  in 
Charleston  will  see  some  increase  in  attendance  by 
physicians  in  the  Kanawha  Valley  and  perhaps  the 
Huntington  area,  but  that  the  percentage  of  atten- 
dance from  all  other  areas  of  the  state  probably  will 
not  change.  I hope  that  the  membership  will  prove 
me  wrong  in  this  prediction,  as  it  is  time  for  all  of 
us  to  become  involved  in  the  protection  of  our  pro- 
fession, our  patients,  and  our  personal  rights. 

We  are  losing  Carl  Adkins,  M.  D.,  this  year  not 
only  as  President  of  our  State  Association  but  also 
as  a faithful  Association  member  and  lifelong  resi- 
dent of  West  Virginia.  Carl  has  worked  long  and 
diligently  over  the  past  12  years  since  we  graduated 
from  medical  school  to  improve  the  quality  of  care 
in  West  Virginia  and  increase  physician  involve- 
ment. I am  sure  that  there  are  many  reasons  behind 
Carl’s  move,  but  major  ones  must  be  the  compla- 
cency and  apathy  of  the  medical  community  and  of 
the  people  of  West  Virginia.  I wish  Carl  well  in  his 
new  endeavors  and  I will  miss  him  as  a valued 
friend  and  colleague. 

As  a lifelong  resident  of  West  Virginia,  I have 
lived  and  worked  in  the  medical  communities  of 
three  very  different  areas  of  the  state:  in  the  north- 
ern panhandle,  in  Morgantown  and  in  the  Charles- 
ton area.  I am  painfully  aware  of  the  regionalism 
that  pervades  our  state.  The  time  has  come  for  us  to 
set  aside  our  petty  regionalism,  arouse  ourselves 
from  our  complacency  and  apathy,  and  stand  as  a 
unified  force  with  our  State  Association  to  combat 
those  external  forces  which  would  very  much  like 
to  see  us  fragmented  and  scurrying  in  disarray. 

F.  T.  Sporck,  M.  D. 

1314  Virginia  Street,  East 

Charleston  25326 
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GENERAL  NEWS 


Doctor  Roncaglione  Assumes 
Association  Presidency 

Dr.  Carl  J.  Roncaglione  of  South  Charleston 
has  assumed  duties  as  the  new  President  of  the 
\\^est  Virginia  State  Medical  Association. 

Doctor  Roncaglione  was  installed  as  President 
by  Dr.  Carl  R.  Adkins,  formerly  of  Fayetteville, 
the  retiring  President,  at  the  concluding  session 
of  the  House  of  Delegates  on  Saturday,  August 
25,  during  the  117th  Annual  Meeting  of  the 
Association. 

The  site  was  the  Greenbrier  in  White  Sulphur 
Springs. 

An  orthopedic  surgeon  in  the  Charleston  area 
since  1956,  Doctor  Roncaglione  is  Clinical  Pro- 
fessor, Orthopedic  Surgery,  West  Virginia  Uni- 
versity Medical  Center,  Charleston  Division. 

Convention  activities  began  with  a meeting  of 
the  Association's  Council  on  Wednesday,  August 
22.  ( See  story  on  the  Council  meeting  elsewhere 
in  this  issue  of  The  Journal.) 

Doctor  Adkins  Leaves  Stale 

Doctor  Adkins,  who  presided  at  the  Wednesday 
and  Saturday  sessions  of  the  House,  notified  the 
Council  during  its  Annual  Meeting  session  that 
he  would  be  leaving  West  Virginia  in  September 
to  accept  a position  as  Vice  President  and  Direc- 
tor of  Medical  Affairs,  Blue  Cross-Blue  Shield, 
Tennessee,  in  Chattanooga. 

Under  the  present  Association  Constitution, 
the  Immediate  Past  President  automatically  be- 
comes the  Chairman  of  the  Council,  but,  since 
Doctor  Adkins  left  the  state.  Doctor  Ron- 
caglione appointed  Dr.  L.  Walter  Fix  of 
Martinsburg  as  Chairman  of  Council  until  the 
next  Annual  Meeting.  Doctor  Fix  was  Associa- 
tion President  in  1980-81  and  Junior  Councilor 
in  1983-84. 

Elevated  to  President  Elect  from  Vice  Presi- 
dent was  Dr.  David  Z.  Morgan  of  Morgantown, 
who  will  be  installed  as  President  during  the 
1985  Annual  Meeting  in  Charleston.  Doctor 
Morgan  is  Associate  Dean,  Medical  Affairs,  West 
Virginia  University  School  of  Medicine. 

Dr.  Charles  E.  Turner,  Huntington  internist- 
gastroenterologist,  was  elected  Vice  President, 


and  Dr.  George  A.  Shawkey  of  Charleston,  a 
pediatrician,  was  re-elected  Treasurer. 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling  was  re- 
elected to  a two-year  term  as  a Delegate  to  the 
American  Medical  Association,  with  Dr.  Joseph 
A.  Smith  of  Dunbar  re-elected  as  an  Alternate 
Delegate. 

Five  New  Council  Members 

Five  new'  Council  members  w'ere  elected,  with 
six  physicians  re-elected  to  two-year  terms,  and 
one  elected  to  the  second  year  of  a two-year 
term.  There  being  no  successor  nominated  for 
Dr.  Stanard  L.  Swihart  of  Fairmont  ( District 
III,  Doctor  Roncaglione  will  appoint  the 
Councilor  for  that  vacancy. 

The  five  new  Councilors  are  Drs.  Francisco 
D.  Sababo.  Jr.,  of  Martinsburg,  Bill  M.  Atkinson 
of  Parkersburg,  Robert  W.  Lowe  of  Huntington, 
Mel  P.  Simon  of  Point  Pleasant,  and  Constantino 
Y.  Amores  of  Charleston. 


David  Z.  Morgan,  M.  D. 
President  Elect 
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Re-elected  were  Drs.  Derrick  L.  Latos  of 
Wheeling,  George  A.  Curry  of  Morgantown, 
Larry  C.  Rogers  of  Petersburg,  Robert  R.  Rector 
of  Elkins,  George  W.  Hogshead  of  Nitro,  Norman 
W.  Taylor  of  Beckley,  and  Diane  E.  Shafer  of 
Williamson. 

Holdover  Councilors  whose  terms  will  expire 
in  1985  are  Drs.  Antonio  S.  Licata  of  Weirton, 
Roland  J.  Weisser,  Jr.,  of  Morgantown,  Cordell 
A.  de  la  Pena  of  Clarksburg,  John  A.  Mathias  of 
Buckhannon,  Echols  A.  Hansbarger,  Jr.,  and  Jean 
P.  Cavender,  both  of  Charleston,  and  David  E. 
Bell,  Jr.,  of  Bluefield. 

Under  the  terms  of  the  Association’s  Constitu- 
tion, Dr.  Harry  Shannon  of  Parkersburg,  the 
Council  Chairman  last  year,  becomes  Councilor- 
At-Large  for  1984-85;  and  Dr.  John  B.  Markey 
of  Charleston,  the  Association  President  three 
years  removed,  will  serve  as  Junior  Councilor 
during  the  period. 

A proposed  complete  revision  of  the  Associa- 
tion’s Constitution  and  Bylaws  was  introduced  in 
the  House  and  will  lie  over  for  one  year.  Through 
a special  ruling  of  the  House  ( as  a whole  I 
amendments  may  be  offered  at  the  first  session 
of  the  House  during  the  Annual  Meeting  in  1985; 
and  will  be  voted  upon  finally  during  the  second 
session  of  the  House.  Copies  of  the  proposed 
revision  were  sent  to  the  Association’s  component 
societies  for  study  prior  to  this  year’s  Annual 
Meeting. 


Lewis,  Adkins  Commended 

The  House  adopted  13  resolutions,  including 
one  commending  Charles  R.  Lewis,  former 
Executive  Secretary  who,  because  of  illness,  now 
is  serving  as  a semi-retired  staff  consultant.  The 
resolution  cited  Lewis  for  his  “outstanding  dedi- 
cation and  faithful  service  to  the  physicians  of 
West  Virginia.” 

Another  resolution  commended  Doctor  Adkins 
for  his  exceptional  service  to  the  Association, 
and  expressed  regret  at  his  leaving  the  state. 

Other  resolutions  adopted  deal  with  such  mat- 
ters as  funds  for  a public  relations  campaign  and 
presidential  remuneration  ( see  box  story  ac- 
companying this  article ) , balanced  federal 
budget,  foreign  medical  graduates,  line-item 
veto,  medical  liability.  Health  Care  Einancing 
Administration  language,  and  support  for  pro- 
posed Amendment  No.  5 to  the  West  Virginia 
Constitution. 

The  full  texts  of  all  13  resolutions  appear  else- 
where in  this  issue  of  The  Journal. 

Doctor  Roncaglione  is  Chief  of  Orthopedics 
and  a member  of  the  Board  of  Trustees  at 
Herbert  J.  Thomas  Memorial  Hospital  in  South 
Charleston,  and  a member  of  the  Credentials 
Committee.  American  College  of  Surgeons. 

Born  in  Oak  Hill  and  a graduate  of  Big  Creek 
High  School  in  War,  Doctor  Roncaglione  re- 


Shown  above  are  some  of  the  new  and  re-elected  officers  and  Councilors  of  the  State  Medical  Association 
at  the  conclusion  of  the  Association’s  117th  Annual  Meeting  August  2Z-25  in  White  Sulphur  Springs  at  the 
Greenbrier.  Seated,  from  left,  are  Drs.  Carl  J.  Roncaglione,  South  Charleston,  President;  David  Z.  Morgan, 
Morgantown,  President  Elect;  Charles  E.  Turner,  Huntington,  Vice  President;  George  A.  Shawkey,  Charles- 
ton, Treasurer,  and  Harry  S.  Weeks,  Jr.,  WTieeling,  American  Medical  Association  Delegate.  Standing,  from 
left,  are  Drs.  Mel  P.  Simon,  Point  Pleasant,  Councilor;  Joseph  A.  Smith,  Dunbar,  AMA  Alternate  Delegate; 
Harry  Shannon,  Parkersburg,  Councilor-At-Large,  and  L.  Walter  Fix,  Martinsburg,  Coimcil  Chairman. 


October,  1984,  Vol.  80,  No.  10 


229 


ceived  his  undergraduate  degree  from  Emory  and 
Henry  College  and  his  M.  D.  degree  from  the 
Medical  College  of  Virginia  in  Richmond. 

State  Education  Post  Held 

He  is  a Diplomate  of  the  American  Board  of 
Orthopaedic  Surgery,  and  a Fellow  of  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons  and  the 
American  College  of  Surgeons. 


WVSMA  PR,  Presidents’  Pay 
Funds  Okayed 

The  expenditure  of  State  Medical  Associa- 
tion funds  for  a public  relations  campaign  and 
for  presidential  remuneration  were  authorized 
by  resolutions  adopted  during  the  117th  An- 
nual Meeting  of  the  Association  in  August  at 
the  Greenbrier. 

Citing  “unceasing  criticism  and/or  attack 
from  the  media,  the  public  and  the  govern- 
ment,” one  resolution  directs  that  funds  not 
to  exceed  $25,000  be  allocated  in  the  next 
calendar  year  to  develop  an  active,  ongoing 
public  relations  program  “to  create  a positive 
image  which  properly  reflects  the  profession.” 

The  sum  of  $10,000  (in  addition  to 
reimbursement  for  all  travel  expenses ) to  be 
paid  to  WVSMA  presidents  beginning  with  the 
1985  Annual  Meeting  also  was  authorized. 
The  resolution  referred  to  the  ever-increasing 
demand  on  the  time  of  the  President  and  the 
resulting  loss  of  income.  A survey  revealing 
that  20  state  medical  associations  now  pay 
stipends  to  their  presidents  also  was  noted. 


The  new  President  is  a past  member  and 
President  ( 1978 ) of  the  West  Virginia  State 
Board  of  Education,  served  as  Chairman  of  the 
Department  of  Orthopedics  at  Charleston  Area 
Medical  Center  from  1975  to  1977,  and  was 
President  of  the  Kanawha  Medical  Society  in 
1979. 

A World  War  II  Navy  veteran.  Doctor 
Roncaglione  is  a member  of  the  Baptist  Temple 
in  Charleston. 

He  and  his  wife,  Tommie,  are  the  parents  of 
three  children,  Tommie  Sue,  Margaret  Kathleen 
and  Carl  Jr. 

Doctor  Morgan,  formerly  Associate  Dean  for 
Student  Affairs  at  WVU,  left  that  post  last 
November  to  assume  a new  role  for  WVU  as 
clinical  liaison  contact  to  the  West  Virginia  medi- 
cal community. 

He  is  a member  of  the  Medical  Association’s 
Committee  on  Medical  Scholarships  and  Com- 
mittee on  Medical  Education  and  Hospitals,  and 
served  as  Chairman  of  the  1983  Annual  Meeting 
Program  Committee. 

Other  Posts 

A cardiologist.  Doctor  Morgan  is  a former 
President  of  the  Monongalia  County  Medical 
Society,  and  a former  Chairman  of  the  West  Vir- 
ginia Joint  Council  on  Teaching  Hospitals. 

He  was  graduated  from  WVU,  attended  the 
then  two-year  WVU  School  of  Medicine,  and 
received  his  M.  D.  degree  in  1952  from  the  Medi- 
cal College  of  Virginia. 

Doctor  Morgan  joined  the  WVU  medical 
faculty  in  1963,  became  Assistant  Dean  three 
years  later  and  Associate  Dean  in  1972. 
(continued  on  next  page) 


Joseph  F.  Boyle,  M.  D.  (center)  of  Los  Angeles,  President  of  the  American  Medical  Association,  is  shown 
with  some  officers  of  the  State  Medical  Association  during  the  Association’s  Annual  Meeting  in  August  in 
White  Sulphur  Springs  at  the  Greenbrier.  From  left,  are  Drs.  Carl  J.  Roncaglione,  South  Charleston,  Presi- 
dent; Jack  Leckie,  Huntington,  AMA  Delegate;  Joseph  A.  Smith,  Dunbar,  AMA  Alternate  Delegate,  and 
Frank  J.  Holroyd,  Princeton,  Honorary  AMA  Delegate. 
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Doctor  Turner,  a native  of  Huntington,  was 
graduated  from  Marshall  University,  and  received 
his  M.  D.  degree  in  1963  from  WVU.  He  was 
elected  to  the  Association’s  Council  in  August, 
1983,  and  is  a member  of  the  Association’s  Com- 
mittee on  Medical  Education  and  Hospitals. 


Honorary,  Retired  Members 
Recognized  By  Council 

The  Association’s  Council,  during  its  pre-Con- 
vention  meeting  in  August  in  White  Sulphur 
Springs,  approved  honorary /retired  memberships 
for  five  physicians  and  transacted  other  business. 

The  Council  elected  the  following  physicians 
to  dues-exempt  honorary  membership  after  simi- 
lar action  by  component  societies: 

John  H.  Kilmer  of  Martinsburg  (member  of 
the  Eastern  Panhandle  Medical  Society  ) ; Robert 
C.  Bock  of  Charleston  (Kanawha);  and  Erank 
J.  Burian  of  Williamson  (Mingo).  By  the  same 
motion.  Jack  C.  Morgan  of  Fairmont  (Marion) 
and  Robert  L.  Smith  of  Morgantown  (Monon- 
galia ) were  elected  to  retired  membership. 

In  other  actions.  Council: 

— Approved  the  second  quarter  financial  state- 
ment of  the  Association. 

— Heard  an  update  on  the  new  Association 
headquarters  under  construction  in  Charleston. 
Expected  occupancy  was  set  for  November  1, 
possibly  as  early  as  October  15. 

— Heard  a membership  report  listing  1,961 
dues-paying  members  and  1,111  AMA  dues-pay- 


ing  members.  These  figures  represent  all  cate- 
gories of  payors. 

— Pledged  cooperation  in  supporting  the 
West  Virginia  Political  Action  Committee 
( WESPAC). 

— Heard  brief  reports  from  the  heads  and/or 
representatives  of  the  Association’s  Auxiliary,  the 
West  Virginia  Department  of  Health,  West  Vir- 
ginia Department  of  Human  Services,  and  West 
Virginia  University  and  Marshall  University 
schools  of  medicine. 

— Approved  1984  “Essentials  and  Guidelines 
for  Accreditation  of  Sponsors  (WVSMA)  of 
Continuing  Medical  Education”  (to  date, 
WVSMA’s  Committee  on  Medical  Education  and 
Hospitals  has  approved  for  Category  1 CME  ac- 
creditation 17  hospitals  and  institutions /organi- 
zations in  West  Virginia  1. 

— Commended  Dr.  Carl  R.  Adkins,  formerly  of 
Fayetteville,  for  his  efforts  as  WVSMA  President 
in  1983-84  and  expressed  regrets  at  his  leaving 
the  state  ( see  first  story  in  the  General  News  Sec- 
tion and  resolution  concerning  Doctor  Adkins 
under  the  heading,  “Resolutions,”  in  this  issue  of 
The  Journal) . 


Cancer  Society  Head 

John  W.  Grubb,  M.  D.,  of  Point  Pleasant  re- 
cently was  elected  President  of  The  American 
Cancer  Society,  West  Virginia  Division,  Inc. 

Dennis  S.  O’Connor,  M.  D.,  of  Huntington 
was  elected  Vice  President,  and  John  J.  Batta- 
glino,  Jr.,  M.  D.,  Wheeling,  Chairman,  Executive 
Committee. 


In  the  left  photo,  Dr.  Richard  A.  Berman,  right,  of  New  York  City,  has  a discussion  with  Dr.  Harry  S. 
Weeks,  Jr„  of  Wheeling  following  Doctor  Berman’s  Thomas  L.  Harris  Address  on  the  impact  of  DRGs  dur- 
ing opening  exercises  of  the  State  Medical  Association’s  Annual  Meeting.  On  the  right  is  Dr.  Robert  B. 
Belshe,  Huntington,  one  of  the  speakers  for  the  first  general  session’s  antibiotics-antivirals  symposium.  Not 
shown  are  the  other  symposium  speakers,  Drs.  William  Graham  and  Geoffrey  Gorse,  both  also  of  Hunting- 
ton. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
Kristofco,  W\  U Assistant  to  tbe  Dean /Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal. ) 

Tlie  program  is  tentative  and  subject  to 
change.  It  should  be  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center.  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street. 
Wlieeling  26003. 

Marshall  University 

Oct.  20,  Huntington,  Rowland  H.  Burns  Mem- 
orial Critical  Care  Conference — Cardiology 

Nov.  3,  Huntington,  Pediatrics 

Nov.  10,  Huntington,  Geriatrics 

Dec.  15,  Huntington,  3rd  Annual  Marshall 
Memorial  Sports  Medicine  Conference  — A 
Program  for  Primary  Care  Providers 

West  Virginia  University 

"Oct.  13,  Morgantown,  Nutrition  & Nephrology 

"Oct.  18-20,  Morgantown,  10th  Hal  Wanger 
Eamily  Practice  Conference 

Oct.  26-27,  Wheeling,  Treatment  of  Infection  of 
Bones  & Joints 

"Oct.  27,  Morgantown,  Emergency  Medicine 

CME 


Nov.  1-2,  Charleston,  Cardiac  Rehabilitation 

"Nov.  2-3,  Morgantown,  5th  Sports  Medicine 
Symposium 

Nov.  10,  Charleston,  Sudden  Infant  Death  Syn- 
drome 

Nov.  16-17,  Morgantown,  Ultrasound  Update  ’84 

Nov.  16,  Morgantown,  Care  & Preservation  of  the 
Diabetic  Foot 

Nov.  17,  Charleston,  ENT  for  the  Primary  Care 
Physician 

°;n  conjunction  with  W\'U  football  games 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
W\  II  Medical  Center/ 

Charleston  Division 

Biickhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Oct.  25, 
"Oral  Lesions.”  Jerry  Bouquot,  D.  D.  S. 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Daw'es,  2nd  Wednesday,  8-10  A.  M.  — Oct.  10, 
‘'Fall  Allergies,”  L.  Blair  Thrush,  M.  D. 

Cassauay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Oct.  3,  “General  Pro- 
tocols for  Diagnosing  Cancer  at  the  Primary 
Care  Level,”  Steven  Jubelirer,  M.  D. 

Nov.  7,  “Treatment  & Evaluation  Protocols  for 
Returning  Occupationally  Injured  Patients  to 
Work”  ( in  special  cooperation  with  the  Work- 
ers’ Compensation  Fund  of  WV  ),  Robert  L. 
Ghiz,  M.  D. 

Madison,  2nd  floor,  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M. — Oct.  9,  “Prop- 
er Utilization  of  Blood  & Its  Components,” 
Mabel  M.  Stevenson,  M.  D. 

Nov.  13,  “Treatment  & Evaluation  Protocols 
for  Returning  Occupationally  Injured  Patients 
to  W^ork”  ( in  special  cooperation  with  the 
W^orkers’  Compensation  Fund  of  WV  ).  Robert 
L.  Ghiz,  M.  D. 

Oak  mu.  Oak  Hill  High  School  ( Oyler  Exit,  N 
19  I 4th  Tuesday,  7-9  P.  M.  — Oct.  23,  “Up- 
date: Antibiotics  & Common  Infections,” 

James  Preville,  M.  D. 

Nov.  27.  “Hospital  Acquired  Infections,” 
Elizabeth  Funk,  M.  D. 

Dec.  25  (vacation — Christmas  Day) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Oct.  25, 
“ENT  LTpdate,”  Ronald  Wilkinson,  M.  D. 
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Nov.  22  (vacation — Thanksgiving  Day) 

Dec.  27  (vacation! 

Welch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  ■ — Oct.  17,  “Death  & Dying,” 
Richard  A.  DeVaul,  M.  D. 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Oct.  24, 
“Pulmonary  Assessment,”  Mahendra  Patel, 

M.  D. 

Nov.  28,  “Orthopedic:  Infections  & Joints,” 
William  G.  Sale,  M.  D. 

Dec.  26  ( vacation  I 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Oct.  4,  “Genetic 
Counseling”  ( speaker  to  be  announced  I 


One-Day  EENT,  Surgery  Seminar 
For  Primary  Care  Doctors 

A one-day  “Eye,  ENT  and  General  Surgery 
Seminar  for  Primary  Care  Physicians”  will  be 
held  on  Saturday,  November  17,  in  Charleston  at 
the  Marriott  Hotel. 

The  objective  is  to  provide  a comprehensive 
update  on  concepts,  evaluations  and  manage- 
ments in  ophthalmology,  otolaryngology  and 
general  surgery  for  primary  care  physicians  and 
allied  health  professionals. 


Sponsors  are  the  Eye  and  Ear  Clinic  of 
Charleston.  Departments  of  surgery  and  oto- 
laryngology, West  Virginia  University  Medical 
Center,  and  Charleston  Area  Medical  Center. 

The  faculty  of  19  will  include  physicians  and 
staff  members  from  the  Eye  and  Ear  Clinic,  WVU 
physicians  from  Morgantown  and  Charleston, 
CAMC  physicians,  and  Irvin  M.  Sopher,  M.  D., 
of  Charleston,  Chief  Medical  Examiner,  State  of 
West  Virginia. 

Topics  for  the  morning  session  will  be  “Pig- 
mented Lesions:  Medical  Aspect  and  Laser 

Photocoagulation,  ' "Current  Status  of  Adenoton- 
sillectomy:  To  Remove  or  Not  to  Remove?,” 

"Intraocular  Lens  Implant  ( A Miracle!  ),”  “Hear- 
ing Loss  and  Hearing  Aids.”  “The  Immunologi- 
cally-Compromised  Patient  and  Latent  Viruses,” 
"Glaucoma:  Evaluation  and  Management,”  and 
"Dysphagia:  Evaluation  and  Treatment.” 

Scheduled  in  the  afternoon  are  “Polypoid  Le- 
sions of  the  Colon:  Approach  to  Diagnosis  and 
Treatment,”  “Trends  in  Anesthesia  and  Anal- 
gesia.” “Management  of  Epistaxis,”  “Carcinoma 
in-situ  of  the  Lungs:  Diagnosis  and  Manage- 

ment,” “Ocular  Trauma:  A Systemic  Approach,” 
"Eorensic  Aledicine.”  “Surgical  Management  of 
Crohn’s  Disease.”  and  “Surgical  Management 
and  Rehabilitation  of  Cancer  of  the  Larynx.” 

For  additional  information  contact  Dr.  Romeo 
Lim  in  Charleston  at  (304)  343-4371. 


A two-part  Loss  Control  Seminar  was  held  during  the  State  Medical  Association’s  Annual  Meeting  in 
August.  In  the  left  photo  are  Tom  Auman,  left,  of  Charleston,  Director  of  the  Professional  Liability  De- 
partment for  McDonough,  Caperton  Shepherd  Group,  managing  general  agent  of  the  Association’s  group  in- 
surance and  professional  liability  plans,  and  Dr.  Roland  J.  Weisser,  Jr.,  Morgantown,  Chairman  of  the  As- 
sociation’s Loss  Control  Committee,  who  moderated  and  participated  in  the  Loss  Control  Seminar.  Looking 
over  the  program  on  the  right  are  seminar  speakers  Don  R.  Sensabaugh,  Jr.,  left.  Charleston  attorney,  and 
Charles  Mozingo,  also  of  Charleston,  Senior  Claims  Representative  for  CNA  Insurance  Company,  the  mal- 
practice insurance  carrier  endorsed  by  the  Association. 
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New  Technology,  Preventive 
Medicine  1985  Subjects 

Sessions  on  New  Teclinology  and  Preventive 
Medicine  are  scheduled  for  the  18th  Mid-Winter 
Clinical  Conference  next  January  25-27  at  the 
Cliarleston  Marriott  Hotel. 


Papers  on  “Lasers  in  Ophthalmology,”  by  Dr. 
Robert  E.  O’Connor  of  Charleston,  and  “Mag- 
netic Resonance  Imag- 
ing iMRIl,”  by  Dr. 
Ronald  E.  Cordell,  also 
of  Charleston,  will  be 
presented  during  the 
Saturday  morning. 
January  26.  New  Tech- 
nology session,  the 
Program  Committee 
announced. 

Dr.  Edwin  L.  Ander- 
son of  Huntington  will 
be  one  of  the  speakers 
Robert  E.  O’Connor,  M.  D.  the  Saturday  after- 

noon session  on  Pre- 
ventive Medicine,  the  Program  Committee  also 
announced.  “Continuing  Controversy  About 
DTP  Immunizations’'  will  he  the  title  of  his  talk. 


The  annual  continuing  education  event  will 
open  Friday  afternoon,  January  25,  and  continue 
through  noon  on  Sunday. 

The  sponsors  again  will  be  the  State  Medical 
Association  and  the  West  Virginia  University 
and  Marshall  University  schools  of  medicine. 

Psychiatry  for  the  Non-Psychiatrist  will  be  the 
subject  for  the  Sunday  morning  session,  with 
papers  planned  on  “The  Clinical  Management  of 
Depression,”  “Drugs  to  Use  for  Depression,"  and 
“Anxiety  and  Psychosomatic  Diseases.” 


Diabetes  in  Opening  Session 

Diabetes  will  be  covered  during  the  Friday 
afternoon  opening  session,  with  Dr.  Margaret  J. 
Albrink  of  Morgantown,  as  announced  previous- 
ly, scheduled  to  speak  on  “The  Dietary  Approach 
to  Diabetes.”  Doctor  Albrink  is  Professor  of  Med- 
icine, Section  of  Endocrinology /Metabolism  at 
W\  U School  of  Medicine. 

There  also  will  be  two  other  opening  session 
speakers  on  “The  Management  of  the  Type  II 
Diabetic”  and  on  “The  Insulin  Pump.”  Brief 
remarks  will  be  made  on  Type  I diabetes  by  the 
moderator. 

The  New  Technology  session  on  Saturday 
morning  also  will  include  a paper,  “New  Mo- 
dalities in  Treatment  of  Atherosclerosis  With 
Referral  to  Laser  Therapy,”  and  the  Saturday 
afternoon  session  on  Preventive  Medicine  also 


will  have  speakers  on  how  doctors  can  convince 
patients  of  the  importance  of  exercise  and  on 
automobile  seatbelts. 

A mock  trial  in  a simulated  malpractice  case 
will  be  presented  as  the  physicians’  session  Fri- 
day evening.  Incorporating  courtroom  “props,” 
there  will  be  the  “defendant  doctor”  a “plain- 
tiff’s lawyer,”  a “defense  lawyer”  and  the 
“judge.’' 

“Learning  Disabilities:  Defining  and  Treating 
a Growing  Population”  will  be  the  title  of  the 
public  session  to  be  held  concurrently  with  the 
])hysicians’  session  on  Friday  evening.  Educa- 
tion professors  from  MU  and  WVU  are  planning 
the  j)rogram  for  a joint  presentation. 

State  President  Two  Times 

Doctor  0 Connor,  a native  of  Charleston,  was 
President  of  the  West  Virginia  Academy  of 
Ophthalmology  in  1975-76  and  in  1983-84,  and 
is  a member  of  the  Practitioners  Advisory  Com- 
mittee of  the  American  Academy  of  Ophthalmo- 
logy. 

Founder  of  the  Kanawha  Ophthalmology  So- 
ciety in  1981,  Doctor  O’Connor  currently  is  Sec- 
retary/Treasurer of  that  group.  He  is  Clinical 
Associate  Professor  of  Ophthalmology  at  WVU. 

A member  of  the  staff  of  The  Eye  and  Ear 
Clinic  of  Charleston,  Doctor  O’Connor  was  grad- 
uated from  Princeton  University,  and  received 
his  M.  D.  degree  in  1964  from  Harvard  Medical 
School.  He  interned  at  North  Carolina  Memorial 
Hospital  in  Chapel  Hill,  and  took  his  residency 
in  ophthalmology  at  the  Massachusetts  Eye  and 
Ear  Infirmary  in  Boston. 

Doctor  Cordell,  currently  in  private  practice 
with  Associated  Radiologists,  Inc.,  in  Charleston, 
is  WAX  Clinical  Assistant  Professor  of  Radi- 
ology. 

Born  in  Nashville,  Tennessee,  Doctor  Cordell 
is  board  certified  in  diagnostic  radiology. 

He  was  graduated  from  Vanderbilt  University 
in  Nashville,  and  received  his  M.  D.  degree  in 
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1975  from  the  University  of  Tennessee  in  Mem- 
phis. He  took  his  internship  and  residency  at 
the  University  of  Tennessee  Center  for  the  Health 
Sciences,  LeBonheur  Children’s  Hospital,  De- 
partment of  Pediatrics,  and  completed  a radi- 
ology residency  at  the  University,  Department  of 
Diagnostic  Radiology. 

South  Carolina  Graduate 

Doctor  Anderson  is  MU  Associate  Professor 
of  Medicine  and  Pediatrics,  and  came  to  MU  in 
July,  1983,  after  serving  since  1979  as  Assistant 
Professor  of  Pediatrics,  WVU  Charleston  Divi- 
sion. 

He  holds  a B.S.  degree  and  M.S.  degree  in 
microbiology  from  Clemson  University,  and  re- 
ceived his  M.  D.  degree  in  1972  from  the  Medical 
College  of  South  Carolina.  He  took  his  residency 
in  pediatrics  at  the  University  of  South  Carolina, 
and  completed  a pediatric  infectious  diseases 
fellowship  at  the  University  of  North  Carolina 
and  pediatric  intensive  care  fellowship  at  South- 
western Medical  Center  in  Dallas. 

A Fellow  of  the  American  Academy  of  Pedi- 
atrics, Doctor  Anderson  is  the  author  or  co-author 
of  some  20  articles  and  abstracts,  and  of  chapters 
in  two  books. 

Members  of  the  Program  Committee  are  Drs. 
William  0.  McMillan,  Jr.,  of  Charleston,  Chair- 
man; Joseph  T.  Skaggs  and  C.  Carl  Tully,  also 
of  Charleston;  Robert  H.  Waldman.  Morgan- 
town; Maurice  A.  Mufson,  Huntington,  and 
Richard  G.  Starr,  Beckley. 

Additional  information  concerning  other 
speakers  and  subjects  will  be  provided  in  up- 
coming issues  of  The  Journal. 


Contributions  For  Furnishing 
Of  New  Building  Invited 

Individual  m.embers,  families,  component  med- 
ical societies  and  others  wishing  to  create  a last- 
ing memorial  to  a loved  one,  an  outstanding 
medical  leader  or  just  to  have  a part  in  the  new 
W \ SMA  headquarters  building  are  invited  to 
make  a contribution  to  the  furnishing  of  the 
facility. 

Following  action  by  the  W\  SMA  Executive 
Committee,  the  Association  will  accept  donations 
from  those  wishing  to  make  such  contributions. 
All  checks  should  be  made  out  to  the  West  Vir- 
ginia State  Medical  Association  Properties,  Inc., 
the  Association-formed  corporate  entity  which  is 
building  the  new  headquarters. 

e want  to  offer  our  members,  component 
societies,  auxiliary  groups,  and  friends  the  op- 
portunity to  make  significant  donations  to  the 
new  building,”  said  Carl  J.  Roncaglione,  M.  D., 
South  Charleston,  President,  and  John  B.  Mar- 
key.  M.  D.,  Charleston,  Chairman  of  WVSMAP, 
Inc.  "Perhaps  someone  would  like  to  purchase  a 
desk  or  table  or  chair  or  lamp  as  a lasting  me- 
morial to  a specific  physician  or  simply  as  a gift 
to  the  .Association.  This  action  now  offers  that 
opportunity.”  the  doctors  added. 

Nameplates  Mounted 

"It’s  entirely  possible  that  some  group  or  coun- 
ty society  would  like  to  undertake  the  furnishing 
of  a specific  room  or  office  in  the  building,”  notes 
Doctor  Markey.  ‘Tf  such  is  the  case,  a suitable 
plaque  or  nameplate  would  be  permanently 
mounted  in  the  room  to  identify  the  donor  (si.” 

All  donors,  either  individuals  or  groups,  will 
have  their  names  permanently  displayed  on  a 


In  the  left  photo,  Dr.  Patricia  Williams,  Morgantown,  who  spoke  on  the  impaired  physician  during  the 
third  general  session  of  the  Association’s  Annual  Meeting,  is  shown  during  a coffee  break  with  Dr.  John 
F.  I.  Zeedick,  Charleston.  On  the  right.  Dr.  Steven  A.  Artz,  right.  Charleston,  who  spoke  on  nuclear  medicine 
during  the  third  general  session,  answers  questions  for  Dr.  Thomas  W.  Kiernan,  Huntington. 
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j)laque  in  the  building,  but  only  those  gifts  of  an 
entire  room  or  area  furnishing  will  be  noted 
additionally  with  a specific  nameplate  mounted 
in  that  room  or  area. 

“Only  once  in  a lifetime  of  an  Association 
comes  the  opportunity  to  build  its  own  head- 
quarters. and  we  believe  this  is  a special  way  for 
our  membership  to  make  a unique  contribution 
beyond  merely  being  a dues-payor  or  servdng  as 
an  officer  or  committee  member,”  said  Doctor 
Honcaglione. 

The  impetus  for  constructing  the  facility  began 
during  the  presidency  of  Stephen  D.  Ward, 
M.  I).,  of  Wheeling  in  1979-80. 

Cost  Around  §50,000 

Furnishing  the  new  building  with  appropriate 
furniture,  draperies,  carpet  and  necessary  equip- 
ment is  expected  to  cost  around  $50,000. 

Those  persons  or  groups  wishing  to  discuss 
specific  gifts  or  furnishing  a specific  room  should 
contact  jMert  Scholten.  WVSMA's  Executive  Di- 
rector. Based  on  preliminary  proposals,  he  will 
be  able  to  provide  more  detailed  figures  on  the 
cost  of  sj)ecific  rooms  or  individual  items  like 
desks,  chairs,  files,  bookcases,  tables,  draperies, 
carpeting,  etc.  Any  group  or  person  offering  the 
major  portion  of  the  cost  of  a specific  room  furn- 
ishing will  be  designated  as  tbe  donor  of  that 
portion  of  the  building. 

"The  more  of  the  cost  we  can  cover  through 
gifts  and  memorial  contributions,  the  less  money 
well  have  to  use  from  overall  construction  mon- 
ies,” notes  L.  Walter  Fix,  M.  D.,  Martinsburg. 
the  present  Projierties  Association  Treasurer  and 
former  Chairman.  “In  turn,  this  means  less  rent 
as  a direct  annual  operating  cost  and  more  money 
for  a host  of  anticipated  activities  and  programs 


which  the  Association  expects  to  undertake  in  the 
coming  months  and  years,”  he  concludes. 

Gifts  Tax  Deductible 

Gifts  from  individuals  are  tax  deductible  and 
sbould  be  made  payable  to  “West  Virginia  State 
Medical  Association  Properties,  Inc.” 

Anticipated  occupancy  of  the  new  facility  is 
expected  to  be  mid-November.  Opportunities 
for  members  to  see  the  new  headquarters  will  be 
afforded  through  various  open  houses  in  con- 
junction with  an  initial  ribbon-cutting  ceremony 
as  well  as  during  the  Mid-Winter  Clinical  Con- 
ference and  next  summer’s  Annual  Meeting  in 
Charleston. 


Sports  Champions  Crowned 
At  Annual  Meeting 

Dr.  Estelito  B.  Santos  of  Huntington  won  the 
State  Medical  Association  Golf  Tournament  tro- 
phy with  the  low  gross  score  of  70  ( par ) in  com- 
petition held  in  conjunction  with  the  Associa- 
tion’s 117th  Annual  Meeting  at  the  Greenbrier 
in  August. 

In  tennis  competition,  limited  to  doubles  play, 
Drs.  Prospero  B.  Gogo  and  Mr.  Ely  J.  Salon,  both 
of  Beckley.  made  up  the  winning  team,  with  Drs. 
Francisco  D.  Sabado,  Jr.,  of  Martinsburg  and 
Ramon  C.  Jereza  of  Beckley  second,  and  Dr. 
Logan  W.  Hovis  of  Vienna  and  John  Salon  of 
Beckley  third. 

Mrs.  Marcel  G.  Lambrechts  of  Charleston  won 
the  women’s  golf  tournament  with  a low  gross  of 
86.  Winners  in  the  women’s  tennis  doubles  com- 
petition were  Mrs.  Stanley  J.  Kandzari  of  Mor- 
gantown and  Mrs.  Lila  Stanford  of  Ashland, 
Kentucky. 


On  the  left,  Dr.  Joe  N.  Jarrett  (left),  Oak  Hill,  moderator  for  the  third  general  session  of  the  Association’s 
Annual  Meeting,  goes  over  notes  with  Dr.  Robert  Touchon,  Huntington,  who  talked  on  angina  pectoris  dur- 
ing the  third  session.  In  the  right  photo.  Dr.  Harry  Shannon,  left,  Parkersburg,  1983-84  Chairman  of  the 
Association’s  Council,  presents  the  Past  President’s  Plaque  to  the  outgoing  President,  Dr.  Carl  R.  Adkins, 
formerly  of  Fayetteville  and  now  located  in  Chattanooga,  Tennessee. 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic®  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)  ©Wyeth 


Wyeth  Laboratories 

Philadelphia,  Pa  19101 


Lii 


See  important  information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic  ° 

(meprobamate  with  aspirin)  e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pam  accom- 
panied by  tension  and  or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pam  1$  somewhat  greater  than  with  aspirin 
alot>e  Effectiveness  m long-term  use  ■ e over 
4 months,  has  r>ot  been  assessed  by  system- 
atic clinical  studies  Physicians  should  penodi- 
cally  reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodoi 
mebutamate.  or  carbromal 
WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  m persons  allergic  to 
salicylates  may  result  in  life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrer>ce  of  preexistir^g  symp- 


toms. e g anxiety,  anorexia  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting  ataxia, 
tremors,  muscle  twitching,  confusional  states 
haiiuciiK>sis.  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  t to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  heu- 
ardous  tasks  e g driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  mslforms- 
tions  associated  with  minor  tranquilizers 
(meprobamate,  chlordiszepoxide,  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  in  several  stud- 
ies Because  use  of  these  drugs  is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  in  umblHcal<ord  blood  at 
or  near  maternal  plasma  levels  end  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasms.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 

plasma  levels 

USAGE  IN  children  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  i$  not  recom- 
mended (or  patients  12  years  of  age  and  under 
PRECAUTIONS 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and  or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidr>ey  . to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  be  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomrting.  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
vanous  forms  of  arrhythmia,  transient  ECG 
changes.  syfx:ope.  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
r>ophilia,  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol.  and  c^oss-sensitivity  between  mepro- 
bamate mebutamate  ar>d  rneprobamaie 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oiiguna.  and 
anuria  Also  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC*)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established.  ar>d 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION 
Usual  dose  is  or>e  or  two  tablets.  3 to  4 times 
daily  as  r>eeded  for  relief  of  pam  when  tension 
or  anxiety  is  present  Not  recommended  tor 
patients  12  years  of  age  and  urxler 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  m the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  ck)servation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manrfestations  due  to  hypopro- 
thrombmemia which,  if  It  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  m 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ir>gestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Sir^ce 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
ir>dicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  ar>d  meprobamate 
Alkaiinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
pul  IS  necessary.  ar>d  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  ar>d  delayed 
absorption 
HOW  SUPPLIED: 

S«?red  tablets,  bottles  of  100  Redipak*  strip 
pack  25  s.  Redipak®  unit  dose  lOO  s.  individ- 
ually wrapped 
Cl  3343-1  9'6  83 


Wyeth  Laboratories 


® 1984  Wyeth  Laboratories 


Mrs.  Harry  S.  Weeks  Installed 
As  Auxiliary  President 

Mrs.  Harry  S.  Weeks,  Jr.,  of  Wheeling  assumed 
the  presidency  of  the  Auxiliary  to  the  West  Vir- 
ginia State  VIedical  Association  at  the  group’s 
60th  Annual  Meeting  at  the  Greenbrier  in  White 
Sulphur  Springs,  August  22-25. 

Mrs.  Weeks  was  installed  by  Mrs.  Wayne  C. 
Brady  of  Greenville,  South  Carolina,  President 

of  the  Auxiliary  to  the 
American  Medical  As- 
sociation, who  was  an 
honor  guest. 

The  Auxiliary  elect- 
ed Mrs.  M.  V.  Kal- 
aycioglu  of  Shinnston 
as  President  Elect  and 
the  following  addition- 
al officers: 

Mrs.  Charles  E. 
Turner,  Huntington, 
Vice  President;  Mrs. 
Herman  Eischer, 
Bridgeport,  Recording 
Secretary;  Mrs.  Robert  B.  Altmeyer,  Wheeling, 
Corresponding  Secretary;  Mrs.  Harvey  D. 
Reisenweber,  Martinsburg,  Treasurer;  Mrs. 
Romeo  C.  Reyes,  Wheeling,  Northern  Regional 
Director;  Mrs.  L.  Walter  Eix,  Martinsburg,  East- 
ern Regional  Director;  Mrs.  Henry  G.  McRae, 
Bluefield,  Southern  Regional  Director;  Mrs. 
Harry  K.  Tweel,  Huntington,  Western  Regional 
Director;  Mrs.  Tony  C.  Majestro,  Charleston, 
Central  Regional  Director; 

Mrs.  D.  Sheffer  Clark,  Huntington,  Einance 
Chairman;  VIrs.  Logan  W.  Hovis,  Vienna,  Par- 
liamentarian, and  Mrs.  T.  Keith  Edwards,  Blue- 
field,  Past  President  on  the  Board. 

Committee  Chairmen 

Mrs.  Weeks  also  announced  these  appoint- 
ments of  committee  chairmen,  or  co-chairmen: 

Mrs.  Edward  M.  Spencer  and  Mrs.  David  E. 
Bell,  Jr.,  both  of  Bluefield,  AMA-ERE;  Mrs.  Jack 
H.  Bauer,  Huntington,  Health  Projects;  VIrs. 
Richard  S.  Kerr,  Morgantown;  VIrs.  Gary  G. 
Gilbert,  Huntington;  VIrs.  Logan  W.  Hovis, 
\ ienna;  VIrs.  J.  L.  Vlangus,  Charleston,  and  VIrs. 
T.  Keith  Edwards,  Bluefield,  Long  Range  Plan- 
ning; 

Mrs.  Erancis  C.  Huber,  Jr.,  Parkersburg,  Leg- 
islation; VIrs.  M.  V.  Kalacioglu,  Shinnston, 
Membership:  VIrs.  John  J.  Bryan,  Bluefield,  By- 
laws and  Handbook;  VIrs.  Joseph  A.  Smith, 
Dunbar,  Historian;  VIrs.  Charles  E.  Turner, 


Huntington,  Members- At-Large;  Mrs.  Harry 
Shannon,  Parkersburg,  WESPAC;  Mrs.  J.  L. 
Mangus,  Charleston,  Convention; 

VIrs.  George  Naymick,  Weirton,  Mrs.  Logan 
W.  Hovis,  Vienna,  and  VIrs.  Carlos  Delara,  Lo- 
gan, Health  Careers  Loan  Eund;  VIrs.  Robert  B. 
Altmeyer,  Wheeling,  Press  and  Publicity  Scrap- 
book; Mrs.  Frank  J.  Holroyd,  Princeton,  Necrol- 
ogy; VIrs.  Matthew  Fox,  Wheeling,  RPVIS  SpOuse 
Liaison;  VIrs.  John  W.  Kennard,  Wheeling,  News 
Bulletin  Editor;  VIrs.  Robert  S.  Robbins,  Wheel- 
ing, Circulation  Vlanager;  VIrs.  VI.  Bruce  Martin, 
Huntington,  Southern  VIedical  Counselor,  and 
VIrs.  Gary  G.  Gilbert,  Huntington,  Vice  Coun- 
selor. 

Former  Teacher 

VIrs.  Weeks  (Esther  I,  a native  of  Clarksburg, 
attended  West  V irginia  W esleyan  College,  and  is 
a former  kindergarten  and  elementary  school 
teacher. 

She  and  Doctor  Wrecks,  an  anesthesiologist, 
are  the  parents  of  three  children,  John  and  Karla 
W eeks,  and  VIrs.  Barbara  Pitha.  They  have  one 
grandchild.  Amelia  Ellen  Pitha. 

The  New  Auxiliary  President  is  a member  of 
the  Board  of  the  West  Virginia  Political  Action 
Committee  i W ESPAC  I,  the  officially  recognized 


Some  of  the  new  officers  of  the  State  Medical  As- 
sociation’s Auxiliary  are  shown  above  with  honored 
guests  during  the  Auxiliary  meeting  in  August. 
Seated,  from  left,  are  Mrs.  Charles  E.  Turner,  Hun- 
tington, Vice  President;  Mrs.  Harry  S.  Weeks,  Jr„ 
Wheeling,  President,  and  Mrs.  M.  V.  Kalaycioglu, 
Shinnston,  President  Elect.  Standing  are,  from  left, 
Mrs.  William  J.  Reardon,  McLean,  Virginia,  Presi- 
dent of  the  Southern  Medical  Association  Auxiliary; 
Mrs.  Wayne  C.  Brady,  Greenville,  South  Carolina, 
President  of  the  AMA  Auxiliary;  Mrs.  Tony  C. 
Majestro,  Charleston,  Central  Regional  Director,  and 
Mrs.  Herman  Fischer,  Bridgeport,  Recording  Sec- 
retary. See  accompanying  story  for  names  of  other 
Auxiliary  officers. 


Mrs.  Harry  S.  Weeks,  Jr. 
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political  action  program  of  the  State  Medical 
Association  which  is  coni])rised  of  memhers  of 
the  Association  and  its  Auxiliary,  and  is  a mem- 
ber of  the  Board  of  the  Ohio  County  County  Med- 
ical Society  Auxiliary. 

She  is  a member  of  Christ  United  Methodist 
Church  in  Wheeling  where  she  is  a member  of 
the  administrative  board  and  the  choir.  Interest- 
ed in  music,  she  is  a member  of  the  Wheeling 
Symphony  Society  and  its  Auxiliary,  and  Chair- 
man of  the  Symphony’s  string  competition. 

M rs.  Weeks  also  is  a member  of  the  Alten- 
heini  Board  of  Trustees,  the  YWCA  Board,  the 
Eleanor  Brandfass  Circle  of  the  King’s  Daughters, 
and  the  Mimosa  Twig  of  the  Ohio  Valley  Medical 
Center. 

In  addition  to  music,  her  other  hobbies  include 
needlework,  gardening  and  reading. 


Occupational  Medical  Group 
To  Meet  October  12-14 

The  Tri-State  Occupational  Medical  Associa- 
tion will  meet  in  Charleston  October  12-14  at 
the  Marriott  Hotel. 

Scientific  sessions  on  Toxicology  and  Wellness 
in  the  Workplace  will  be  held  Saturday  morning, 
October  13,  while  Sunday  morning  features  Back 
and  Other  Musculoskeletal  Problems. 

Tours  of  the  Union  Carbide  Corporation  plant 
will  be  held  Friday  afternoon,  October  12,  and 
a golf  tournament  is  scheduled  Saturday  after- 
noon. 

The  Association  has  membership  from  West 
Virginia.  Eastern  Ohio  and  Western  Pennsyl- 
vania. 

( continued  in  next  column  ) 


Interested  physicians  may  register  at  the  Mar- 
riott either  Saturday  or  Sunday  morning,  or  may 
pre-register  with  Dr.  R.  John  C.  Pearson,  Chair- 
man, Department  of  Community  Medicine,  West 
Virginia  Lmiversity  School  of  Medicine,  Morgan- 
town 26506.  Telephone  (304  ) 293-2502. 


Review  A Book 


The  following  hooks  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Surviving  Your  Heart  Attack,  by  James  V. 
Warren,  M.  D.;  and  J.  Subak-Sharpe.  184  pages. 
Price  $13.95.  Doubleday  & Company,  Inc.,  245 
Park  Avenue,  New  York,  New  York  10167. 
1984. 

Lupus,  The  Body  Against  Itself,  by  Sheldon  P. 
Blau,  M.  D.  125  pages.  Price  $12.95.  Double- 
day & Company,  Inc.,  245  Park  Avenue,  New 
York,  New  York  10167.  1984. 

Diabetes,  by  John  F.  Aloia,  M.  D.;  Patricia 
Donahue-Porter,  R.N.,  M.S.N.;  and  Laurie 

Schlussel,  R.D.,  M.A.  414  pages.  Price  $19.95. 
Doubleday  & Company,  Inc.,  245  Park  Avenue, 
New  York,  New  York  10167.  1984. 


The  new  Association  President,  Doctor  Roncaglione,  is  congratulated  by  Doctor  Adkins,  right,  in  the  left 
photo,  following  the  administration  of  the  oath  of  office  to  Doctor  Roncaglione  by  Doctor  Adkins  at  the  con- 
clusion of  the  Association’s  Annual  Meeting.  On  the  right,  Doctor  and  Mrs.  Roncaglione  (Tommie)  pose 
with  their  daughter,  Tommie  Sue,  and  son,  Jim.  Not  shown  is  Margaret  Kathleen. 
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WESPAC  Board  Offers  Support 
To  35  State  Candidates 

At  a candidate  support  session  held  in  con- 
junction with  the  WVSMA  Annual  Meeting,  the 
WESPAC  Board  elected  to  offer  financial  support 
to  35  different  candidates  for  various  House  of 
Delegates  and  Senate  seats.  The  bipartisan  effort 
resulted  in  financial  support  of  S50-$250  for  a 
total  of  13  Republican  and  22  Democratic  can- 
didates. 

In  the  Senate  race  the  WESPAC  Board  chose 
to  offer  support  to  three  Republican  candidates 
and  to  five  Democratic  candidates.  Endorsed 
were  John  M.  Karras  (R)  in  the  1st  Senatorial 
District;  R.  Michael  Shaw  (R)  in  the  4th  Dis- 
trict; Mario  J.  Palumbo  I D ) in  the  8th  District; 
Robert  K.  Holliday  (Dl  in  the  11th  District; 
Jae  Spears  (D)  in  the  12th  District;  Gerald 
“Jerry”  Ash  (D)  in  the  15th  District  and  Fred 
F.  Holt,  M.  D.  (R),  in  the  17th  District.  Sena- 
torial race  contributions  ranged  from  $100  to 
$250. 

In  the  House  races  the  WESPAC  Board  voted 
to  offer  support  to  17  Democratic  party  candi- 
dates and  10  Republican  party  candidates  as  in- 
dicated below.  Contributions  ranged  from  $50 
to  $100. 

The  total  amount  contributed  to  all  35  candi- 
dates was  $4,050,  an  average  of  $115.71  per  race. 

While  not  offering  financial  support,  the  Board 
did  recommend  and  endorse  the  candidacy  of 


John  McCuskey  (R)  for  the  position  of  Attorney 
General.  The  WESPAC  chose  not  to  endorse  any 
candidate  in  the  U.S.  Senate  or  gubernatorial 
races  in  keeping  with  existing  policy  of  working 
with  and  contributing  to  state  House  and  Senate 
campaigns  only. 

WESPAC  financial  support  went  to  the  follow- 
ing House  of  Delegates  races: 

3rd  District  — 

— Bill  Reger  ( D ) , Wheeling 
— David  McKinley  I R I,  Wheeling 
— Paul  J.  Otte,  ( R ) , Wheeling 

4th  District  — 

— Larry  Wiedebusch  ( D ),  Glen  Dale 
— Albert  Yanni  ( D ),  Glen  Dale 

5th  District  — 

— Robert  Jones  ( R ),  New  Martinsville 
8th  District  — 

— Stephen  Bird  ( D ) , Parkersburg 
— George  Farley  ( D ),  Parkersburg 
— Robert  Burk,  Jr.  ( R ),  Parkersburg 
— Sandy  Rogers  ( R ),  Vienna 

10th  District  — 

— Robert  Sergent  ( D ),  Walton 

11th  District  — 

— Ginny  Starcher  ( I)  ),  Ripley 

12th  District  — 

— William  Artrip  ( D I,  Southside 


The  Publication  Committee  of  the  State  Medical  Association  met  during  the  Association’s  Annual  Meeting 
in  August.  From  left,  are  Drs.  Stephen  D.  Ward,  Wheeling,  Editor  of  The  West  Virginia  Medical  Journal; 
L.  Walter  Fix,  Martinsburg;  John  M.  Hartman,  Charleston;  Joe  N.  Jarrett,  Oak  Hill,  and  Thomas  J.  Hol- 
brook, Huntington,  all  Associate  Editors,  and  Merwyn  G.  Scholten,  Charleston,  the  Association’s  Executive 
Director  who  also  serves  as  The  Journal’s  Managing  Editor  and  Business  Manager.  Not  shown  are  Drs. 
Vernon  E.  Duckwall,  Elkins,  and  David  Z.  Morgan,  Morgantown,  Associate  Editors. 
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13th  District  - — 

— Jody  C.  Smirl  (R  ),  Huntington 
— Jim  Fletcher  ( R ),  Huntington 

20th  District  — 

— Gilbert  “Gene”  Bailey  ( D I,  Princeton 

22nd  District  — 

— Jack  Roop  ( D ),  Beckley 

23rd  District  — 

— Barbara  “Bobbie”  Hatfield  ( D ),  South 
Charleston 

— Walton  “Tony”  Shepherd  ( D I,  Sissonville 
— Leonard  I.  L nderwood  I D },  Nitro 
— Lyle  Sattes  ( D ) , Charleston 
— Ruth  Goldsmith  I R I , South  Charleston 
— Charlotte  Lane  I R I , Charleston 

32nd  District  — 

— Elizabeth  Martin  ( D I , Morgantown 
— Florence  Merow  ( D ) , Morgantown 
— Larry  E.  Schifano  I D I , Morgantown 

36th  District  — 

— Dan  Shanholtz  I R I,  Springfield 


Annual  Elections  Conducted 
By  Sections,  Societies 

Following  are  officers  (as  reported  to  The 
Journal)  elected  or  re-elected  by  specialty  so- 
cieties or  sections  during  meetings  in  conjunction 
with  the  West  Virginia  State  Medical  Associa- 
tion’s Annual  Meeting  in  August  at  the  Green- 
brier: 

West  Virginia  State  Society  of  Anesthesiolo- 
gists: Drs.  Francis  C.  Huber,  Jr.,  Parkersburg, 
President,  and  David  F.  Graf,  Morgantown,  Sec- 
retary-Treasurer. 

Section  on  Orthopedic  Surgery:  Drs.  Stephen 
I.  Lester,  Elkins,  President;  Prakash  C.  Bangani, 
Charleston,  Vice  President,  and  Arthur  A.  Ab- 
planalp.  Charleston,  Secretary-Treasurer. 

Section  on  Surgery:  Dr.  Roger  E.  King,  Mor- 
gantown, Chairman. 

V est  Virginia  Chapter,  American  College  of 
Emergency  Physicians:  Drs.  John  S.  Veach, 

Morgantown,  President;  Ernest  J.  Bonitatibus, 
Morgantown,  President  Elect;  Raymond  B.  Hent- 
horn,  Parkersburg,  Vice  President,  and  Van  B. 
Elliott,  Parkersburg,  Secretary-Treasurer. 


Medical  Meetings 

Oct.  7-10 — Am.  Neurological  Assoc.,  Baltimore. 

Oct.  7-11 — Am.  College  of  Chest  Physicians,  Dallas. 

Oct.  7-12 — AAFP,  Kansas  City,  MO. 

Oct.  9-14 — Am.  Society  of  Plastic  & Reconstructive 
Surgeons,  Las  Vegas. 

Oct.  12-14 — Tri-State  Occupational  Medical  Assoc., 
Charleston. 

Oct.  13-17 — Am.  Society  of  Anesthesiologists,  New 
Orleans. 

Oct.  17-20 — Am.  College  of  Emergency  Physicians, 
Dallas. 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15 — Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 

Dec.  8-9,  National  Kidney  Foundation,  Washington, 
DC. 

1985 

Jan.  24-26 — Neurosurgical  Society  of  the  Virginias, 
Hot  Springs,  VA. 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  7-8 — University  Associate  for  Emergency  Medi- 
cine, Orlando,  FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  20-24 — Am.  Medical  Student  Assoc.,  Chicago. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 

March  28-31 — Am.  College  of  Physicians,  Washing- 
ton, DC. 

April  28-May  4 — Am.  Academy  of  Neurology,  Dallas. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front- wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel.  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  fnjnt  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News— 


Compiled  from  material  furt}ished  by  the  Medical  Center 
Xcus  Service,  Morgantown,  W.  Va. 


Doctor  Kandzari  Co-Authors 
Book  On  Uroradiology 

Needles,  wires  and  fine  tubing  often  replace 
the  scalpel  now  that  surgeons  have  new  imaging 
equipment  and  better  views  of  the  body’s  interior. 

Kidney,  bladder  and  ureter  problems  especially 
are  yielding  to  the  new  techniques,  according  to 
Stanley  J.  Kandzari,  M.  D.,  Professor  of  Urology. 
He  and  former  WVU  radiology  professor  M.  K. 
Elyaderani,  M.  D.,  are  co-authors  of  a new  book 
on  invasive  uroradiology. 

“In  the  past,  some  of  these  procedures  were 
done  by  needle  in  conjunction  with  fluoroscopy 
imaging  hut  they  were  difficult  because  often  you 
couldn't  pin  down  the  location  of  the  tumor  or 
lesion  well  enough,”  Doctor  Kandzari  said. 

"V  itli  the  introduction  of  comj)uted  tomogra- 
phy, ultrasonography  and  image  intensifier 
fluoroscopy  — plus  better  catheters,  guidewires 
and  fine  needles  — most  of  these  techniques  have 
become  safe  and  simple,”  he  said. 

Needle  Puncture 

With  no  surgical  opening  except  a needle  punc- 
ture, urologists /radiologists  can  now  place  a 
“stent'’  tube  from  the  kidney  to  the  bladder,  dis- 
solve or  break  up  kidney  stones,  straighten  a 
twisted  ureter  and  do  a fine  needle  biopsy  to  see 
if  a kidney  mass  is  malignant. 

These  and  many  other  procedures  are  describ- 
ed and  illustrated  in  detail  in  Invasive  Urora- 
diology  — A Manual  of  Diagnostic  and  Thera- 
peutic Techniques. 

Principal  authors  are  Doctors  Kandzari  and 
Elyaderani,  with  Drs.  W.  R.  Castaneda  and  Paul 
H.  Uange  of  the  University  of  Minnesota  Medical 
School  as  co-authors.  Doctors  Kandzari  and 
Uange  are  urologists;  Doctors  Elyaderani  and 
Castaneda  are  radiologists. 

Doctor  Kandzari  noted  that  percutaneous 
procedures,  for  both  diagnosis  and  therapy, 
“have  quickly  become  an  integral  part  of  urologic 


and  radiologic  practice,  yet  until  now  no  com- 
]mehensive  guide  to  the  entire  spectrum  of  pro- 
cedures has  been  available.” 

The  hook  is  designed  to  fill  that  void.  The  text 
is  technique-oriented  and  gives  explicit  instruc- 
tions for  performing  the  procedures,  aided  by 
more  than  300  illustrations. 


WVU’s  AMA  Student  Head  Says 
Economics  Big  Concern 

A West  Virginian  who  heads  the  nation’s  larg- 
est organization  of  medical  students  says  the 
coming  generation  of  physicians  knows  that 
"medical  care  costs  too  much  — and  we  must  be 
willing  to  make  the  needed  sacrifices.” 

David  J.  Brailer  of  Kingwood,  a senior  in  the 
School  of  Medicine,  says  the  issue  he  finds  of 
most  concern  to  medical  students  is  the  impact 
of  health  manpower  and  medical  economics  on 
their  future  practice. 

“Most  students  rightly  believe  that  competition 
in  health  care  will  become  as  fierce  as  it  is  in 
industry,  both  among  physicians  as  their  num- 
bers grow  and  wdth  related  health  professions,” 
he  said. 

Wondering  About  Opportunities 

“They’re  also  concerned  w’ith  the  ‘corporatiza- 
tion’ of  medicine,  fees  dictated  by  the  govern- 
ment, and  various  prospective  payment  plans  — 
and  wondering  wdiat  kind  of  practice  opportuni- 
ties they’ll  face.  They're  most  concerned  about 
how  these  will  affect  the  patients  we  care  for.” 

Brailer  said  medical  students  “are  least  con- 
cerned at  this  time  about  how  much  money 
they’re  going  to  make  — but  1 think  that’s  be- 
cause they’ve  accepted  that  they  will  make  a lot 
less  than  the  present  generation  of  physicians.” 

Brailer,  chosen  in  June  as  Chairperson  of  the 
30,000-member  Medical  Student  Section  of  the 
American  Medical  Association,  believes  students 
are  looking  toward  more  basic  values  in  medi- 
cine. 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package"”  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J j.  1 

% w UataLieneral 


EISEfTIP"  sustains,  ins. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Third-Party  News,  Views 
and  Program  Concerns 


Michigan,  Nevada  Tackle 
Prescription  Problems 

The  Michigan  Board  of  Medicine  recently 
voted  11-1  to  prohibit  the  prescribing  and  dis- 
pensing of  amphetamines  and  Preludin  by  phy- 
sicians without  specific  permission  from  the 
board,  the  American  Medical  Association  report- 
ed. 

The  banned  amphetamines  include  drugs  that 
are  marketed  as  Desoxyn,  Dexadrine,  and  Bi- 
phetamine. 

In  a statement,  a spokesman  said  that  the 
Board  took  the  action  in  an  effort  to  “stop  the 
free  flow  of  abused  drugs”  through  the  state. 
Last  year,  Michigan  ranked  first  in  the  United 
States  in  the  per  capita  purchase  of  Desoxyn 
( metamphetamine  ) , Preludin  ( phenmetrazine  ) , 
Ritalin  ( methylphenidate  ),  Dilaudid  ( hydromor- 
phone  ),  and  codeine.  Michigan  ranked  fourth  in 
the  purchase  of  Demerol  ( meperidine  ) . 

The  decision  to  ban  the  prescription  of  amphe- 
tamines and  Preludin  was  based  on  a recom- 
mendation from  a legislative  task  force  that  in- 
cluded a representative  from  the  Michigan  State 
Medical  Society. 

Nevada  Drug  Diversion  Eases 

The  AMA  also  reported  that  the  diversion  of 
prescription  drugs  in  Nevada  has  decreased  sig- 
nificantly during  the  last  12  months  as  the  result 
of  increased  attention  to  the  problem  by  the 
newly  structured  medical  examining  board  as 
well  as  the  state  medical  association,  law  enforce- 
ment officers,  and  others.  Nevada  State  Medical 
Association  Executive  Director  Richard  G.  Pugh 
said  the  coalition  against  “script  doctors”  had 
been  organized  with  guidance  from  the  Prescrip- 
tion Abuse  Data  Synthesis  project  of  the  AMA. 

Targets  of  the  campaign  include  MDs,  osteo- 
paths, pharmacists,  dentists,  and  veterinarians 
who  divert  prescription  drugs  to  drug  abusers. 
In  the  past  year,  19  cases  have  been  brought  up 
for  action.  Of  eight  prescription  violations,  five 


licenses  have  been  revoked  or  summarily  suspend- 
ed. Three  physicians  either  surrendered  their 
licenses  or  voluntarily  left  the  state. 

In  1982,  Pugh  said,  Nevada  was  among  the  top 
10  states  in  per  capita  distribution  of  nine  cate- 
gories of  Schedule  II  drugs.  In  1983,  however, 
federal  figures  showed  a 17.3-per  cent  average 
decrease  in  the  consumption  of  codeine,  Per- 
codan,  Preludin,  Seconal,  Dilaudid,  morphine, 
and  Quaaludes. 

Judiciary  Education  Needed  Too 

“Physicians,  coalition  members,  and  law  en- 
forcement officials  alike  agree  that  educational 
trainmg  programs  are  needed  not  only  for  the 
medical  community,  but  for  the  judiciary  as 
well,”  Pugh  said.  He  noted  that  disciplinary 
actions  are  impeded  because  the  courts  tend  to 
overturn  the  medical  board’s  decisions  and  to 
give  minimal  sentences  to  script  doctors.  In  co- 
operation with  the  PADS  coalition,  the  Reno- 
hased  National  Judicial  College  has  agreed  to 
teach  judges-in-training  about  diversion  control. 


Soft  Drink  ‘Nutra-Sweet’ 

Label  Misleading 

“Now  with  Nutra-Sweet”  is  a label  that  cur- 
rently appears  on  many  carbonated  soft  drink 
containers.  In  a recent  letter  to  Food  and  Drug 
Administration  Commissioner  Frank  E.  Young, 
M.  D.,  the  AMA  said  that  the  label  may  mislead 
consumers  into  believing  that  Nutra-Sweet  is  the 
only  sweetening  ingredient.  Some  of  the  bever- 
ages also  contain  sodium  saccharin,  which  many 
consumers  wish  to  avoid  because  they  want  a 
sodium-free  diet,  or  because  they  are  concerned 
about  the  alleged  carcinogenic  effect  of  saccharin. 

AMA  Executive  Vice  President  James  H. 
Sammons,  M.  D.,  urged  the  FDA  to  assure  that 
all  sweetening  agents  in  soft  drinks  are  clearly 
listed  on  the  containers. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO2  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Obituaries 


R.  H.  FOWLKES,  M.  D. 

Dr.  R.  H.  Fowlkes  of  Bluefield,  Virginia,  died 
on  August  16.  He  was  77. 

Born  in  Chatham,  Virginia,  Doctor  Fowlkes,  a 
general  practitioner,  attended  the  University  of 
Richmond,  and  received  his  M.  D.  degree  from 
the  Medical  College  of  Virginia. 

He  had  lived  in  Bluefield  since  1944,  and  was 
retired  from  the  staffs  at  St.  Luke’s  and  Bluefield 
Community  hospitals.  He  was  Chief  of  Staff  at 
St.  Luke’s  Hospital  in  1976-77. 

Doctor  Fowlkes  interned  at  the  former  Chesa- 
peake and  Ohio  Hospital  in  Huntington,  and 
completed  a residency  at  Stevens  Clinic  Hospital 
in  Welch. 

He  was  a former  President  (1951)  and  hon- 
orary member  of  the  Mercer  County  Medical 
Society,  an  honorary  member  of  the  West  Vir- 
ginia State  Medical  Association  and  American 
Medical  Association,  and  member  of  the  South- 
ern Medical  Association  and  West  Virginia  Chap- 
ter, American  Academy  of  Family  Physicians. 


Surviving  are  the  wife,  Mrs.  Rinda  Gay 
Fowlkes,  and  a daughter,  Mrs.  James  Brewbaker 
of  Columbus,  Georgia. 


CARDIOLOGIST 

Opportunity  to  practice  cardiology  with  well-estab- 
lished practice  conveniently  located  to  a large 
teaching  hospital.  Duties  include  supervising  and 
interpreting  Treadmills,  Holter  monitors,  2D  and 
M-Mode  Echocardiography  performed  in  office,  pa- 
tient examinations,  hospital  rounds  and  cardiac 
catheterizations.  Abilities  to  do  streptokinase  and/ 
or  angioplasty  desirable.  Excellent  beginning  salary 
and  fringe  benefits.  Located  in  Pennsylvania.  Im- 
mediate Opening.  Reply  with  CV  to  Box  PAL  c/o 
The  WV  Medical  Journal 
P.  0.  Box  1031 
Charleston,  WV  25324 


CHAPMAN  PRINTING  CO. 
★ 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes; 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

OPENINGS 

AT 


THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

internal  Medicine, 
Obstetrics  and  Gynecology 


TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D 
Wm.  A.  SanPablo,  M.  D 
J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jucket,  M.  D. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1 -800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

Office  Overhead  Disability  Plan 
' Professional  Liability  Insurance 


Mall  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


I 


Many  of  you  have  not  made  arrangements  to  get  your 
I t\\j  I ! pension  plan  in  line  with  TEFRA  and  the  new  TRA. 


' The  IRS  won’t  find  out. 


The  Employee  Benefits  Division  at  The  National  Bank  of  Commerce 
is  equipped  to  perform  TEFRA  reviews,  and  bring  your  plan  in  line  with 
the  new  tax  act.  In  addition,  they  can  make  available  to  you: 

* 401  (K)  PLAN 

* DEFINED  BENEFIT  KEOGH  PLANS 

* SELF-TRUSTEED  KEOGH  PLANS 

The  National  Bank  of  Commerce  Employee  Benefits  experts  offer  you  complete 
pension  design  and  administrative  services.  For  the  type  of  sound  advice  that  helps 
you  plan  your  better  tomorrows,  call  Employee  Benefits  Officer  Betty  S.  Ireland  at 
348-4505  or  Pension  Specialist  Nancy  W.  Creasy  at  348-4504. 

O 

The  National 

Bank  of  Comnnerce  Setting  the  pace 

One  Commerce  Square  Charleston,  WV  25322  tOC  yOUF Setter  tOlllOrrOWS. 

Member  FDIC 


Resolutions 


The  following  resolutions  were  adopted  by  the 
House  of  Delegates  during  the  August  22-25 
Annual  Meeting  of  the  West  Virginia  State  Medi- 
cal Association  in  White  Sulphur  Springs  at  the 
Greenbrier. 

A substitute  for  Resolution  No.  1,  presented 
by  the  Kanawha  Medical  Society  and  pertaining 
to  a balanced  federal  budget,  reads  as  follows: 

“WHEREAS,  Current  deficits  exceeding  200 
billion  dollars  annually  impact  throughout  the 
economy,  including  medical  economics; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  urge 
Congress  to  favor  an  amendment  to  the  Constitu- 
tion of  the  United  States  requiring  a deliberate 
move  to  achieve  and  maintain  a balanced  budget; 
and 

BE  IT  FURTHER  RESOLVED,  That  this 
action  be  communicated  to  the  American  Medi- 
cal Association.” 


Adopted  was  the  following  substitute  for 
Resolution  No.  2,  presented  by  the  Kanawha 
Medical  Society  and  dealing  with  foreign  medical 
graduates: 

“WHEREAS,  Resolutions  56  ( A-82 ) and  108 
( A-83  I are  directed  at  resolving  inequitable  and 
prejudicial  reciprocity  agreements  for  foreign 
medical  graduates;  and 

WHEREAS,  such  inequity  and  prejudice  still 
remain  in  some  states; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  petition 
the  American  Medical  Association  through  its 
state  legislative  department  to  seek  passage  on 
an  individual  state  level,  legislation  which  will 
grant  equity  in  reciprocity  agreements  for  foreign 
medical  graduates.” 


Adopted  was  the  following  substitute  for 
Resolution  No.  3,  presented  by  the  Kanawha 
Medical  Society  and  pertaining  to  the  Grace 
Commission  Report: 

“WHEREAS,  J.  Peter  Grace  recently  presented 
a new  set  of  money  - saving  proposals,  known  as 
the  Grace  Commission  Report,  the  most  ex- 
haustive study  of  government  operations  ever 
made;  and 


WHEREAS,  More  than  a year  has  passed  since 
the  presentation  of  the  Grace  Commission  Report 
to  Congress;  and 

WHEREAS,  The  impact  upon  the  annual 
budget  deficit  and  the  annual  expenditures  for 
medical  care  could  be  significant; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  urge 
Congress  to  act  forthwith  on  the  findings  and 
recommendations  of  the  Grace  Commission  Re- 
port; and 

BE  IT  FURTHER  RESOLVED,  That  the  West 
Virginia  State  Medical  Association  appeal  to  the 
American  Medical  Association  to  make  a similar 
effort.” 


Resolution  No.  4,  presented  by  the  Kanawha 
Medical  Society  and  dealing  with  Health  Care 
Financing  Administration  language  W'arning 
physicians  about  falsifying  medical  information 
in  regard  to  Medicare  patients,  was  not  adopted. 
Instead,  a similar  resolution.  Resolution  No.  15, 
presented  by  the  Fayette  County  Medical  Society, 
was  amended  and  adopted  as  follows: 

“WHEREAS,  The  Medicare  program  already 
requires  substantial  paper  work  with  no  benefit 
to  the  patient;  and 

WHEREAS,  The  physician  attestation  require- 
ment which  originated  in  the  federal  Department 
of  Health  and  Human  Services  and  was  not  re- 
quired by  Congress,  impugns  the  honesty  of  all 
physicians;  and 

WHEREAS,  Some  physicians  may  withdraw 
from  the  Medicare  program  because  of  this 
offensive  requirement,  to  the  detriment  of  the 
program;  and 

WHEREAS,  A similar  requirement  for  certifi- 
cation already  exists  under  HCFA  Form  1500 
for  Part  B ( physician  ) reimbursement,  thereby 
making  additional  attestation  redundant  and 
superfluous; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association,  through 
its  membership,  will  call  upon  the  administrator 
of  HCFA,  the  Secretary  of  HHS,  the  President 
of  the  United  States  and  the  members  of  Congress 
from  this  State  to  urge  them  to  rescind  this 
onerous  and  unnecessary  requirement  which  un- 
justly questions  the  integrity  of  the  medical  pro- 
fession.” 


Adopted  was  the  following  substitute  for 
Resolution  No.  5,  presented  by  the  Kanawha 
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Medical  Society  and  pertaining  to  medical  care 
for  the  indigent: 

“WHEREAS,  There  has  been  a significant 
decline  in  the  economy  in  the  State  of  West  Vir- 
ginia; and 

WHEREAS,  This  decline  has  resulted  in  the 
loss  of  medical  insurance  to  many  West  Vir- 
ginians; and 

WHEREAS,  the  duration  of  this  problem  has 
reduced  the  state’s  resources  for  helping  these 
citizens; 

THEREEORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  en- 
courage its  members  to  continue  its  tradition  of 
caring  for  those  in  need  of  medical  care  regard- 
less of  their  ability  to  pay.” 


Amended  and  adopted  was  Resolution  No.  6, 
offered  by  the  Kanawha  Medical  Society  and 
dealing  with  line-item  veto: 

“WHEREAS,  Deficit  spending  by  tbe  federal 
government  has  become  excessive;  and 

WHEREAS,  The  President  of  the  United 
States  is  limited  to  accepting  all  or  none  of  a 
spending  bill  presented  by  the  Congress;  and 

WHEREAS,  A Constitutional  amendment 
providing  for  line-item  veto  power  by  the  Presi- 
dent would  help  obviate  this  problem; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  support 
a Constitutional  amendment  to  provide  for  the 
Presidential  power  of  line-item  veto;  and 

BE  IT  FURTHER  RESOLVED,  That  the  West 
Virginia  State  Medical  Association  communicate 
this  resolution  to  the  American  Medical  Associa- 
tion.” 


Adopted  was  the  following  substitute  for 
Resolution  No.  7 regarding  medical  liability  as 
offered  by  the  Kanawha  Medical  Society: 

“WHEREAS,  Malpractice  litigation  is  a con- 
tinuing crisis;  and 

W^HEREAS,  In  West  Virginia  anyone  can  file 
a suit  for  thirteen  dollars  ( $13  ) ; and 

WHEREAS,  Many  such  suits  allege  medical 
malpractice;  and 

W'^HEREAS,  The  cost  of  defending  oneself 
against  such  allegations,  frivolous  or  otherwise, 
is  enormous;  and 

WHEREAS,  The  hidden  cost  of  avoiding  the 
possibility  of  malpractice  suits  by  defensive 
medicine  practices  is  incalculable; 
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THEREFORE,  BE  IT  RESOLVED,  Tbe  West 
Virginia  State  Medical  Association  continue 
its  efforts  through  its  Legislative  Committee, 
Council  and  individual  members  to  seek  appro- 
priate remedies; 

BE  IT  FURTHER  RESOLVED,  That  the  West 
Virginia  State  Medical  Association  communicate 
this  resolution  to  the  American  Medical  Associa- 
tion.” 


Resolution  No.  8,  presented  by  the  Kanawha 
Medical  Society  and  pertaining  to  post-operative 
referral  of  patients  who  have  had  eye  surgery, 
was  referred  to  the  Association’s  Council. 


Resolution  No.  9 pertaining  to  patient  freedom 
of  choice  as  offered  by  tbe  Kanawha  Medical 
Society  was  not  adopted  because  of  some  concern 
as  to  tbe  actual  meaning  of  the  resolution. 


Amended  and  adopted  was  the  following 
substitute  for  Resolution  No.  10,  presented  by 
the  Kanawha  Medical  Society  and  relating  to 
freeze  of  physicians’  fees: 

“W^HEREAS,  The  American  Medical  Associa- 
tion has  called  for  a fee  freeze  for  the  year  1984- 
85; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
W^est  Virginia  State  Medical  Association  endorse 
the  previous  action  of  its  Council  calling  for  a 
voluntary  freeze  on  physicians’  fees.” 


Amended  and  adopted  was  the  following 
substitute  resolution  for  Resolution  No.  11,  pre- 
sented by  the  Raleigh  County  Medical  Society 
and  dealing  with  public  education  assessment, 
and  for  Resolution  No.  12  pertaining  to  a public 
education  program  as  offered  by  the  Monongalia 
County  Medical  Society: 

“WHEREAS,  The  medical  profession  con- 
tinues to  come  under  unceasing  criticism  and/or 
attack  from  the  media,  the  public  and  govern- 
ment; and 

WHEREAS,  It  is  difficult  or  impossible  for 
individual  physicians  to  deal  effectively  with  or 
combat  these  attacks;  and 

WHEREAS,  There  is  a need  to  work  in  a 
unified  fashion  within  the  profession  to  create 
a positive  image  which  properly  reflects  the  pro- 
fession; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
Council  of  the  West  Virginia  State  Medical  As- 
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sociation  be  directed  to  develop  for  its  member- 
ship an  active  ongoing  public  relations  program 
and  that  funds  not  to  exceed  $25,000  of  available 
monies  be  allocated  in  the  next  calendar  year  for 
the  program. 


Following  is  Resolution  No.  13,  as  adopted, 
pertaining  to  proposed  Amendment  No.  5 to  the 
West  Virginia  State  Constitution  as  presented  by 
Council: 

WHEREAS,  West  Virginians  will  vote  Novem- 
ber 6,  1984,  on  five  proposed  amendments  to  the 
State  Constitution,  one  of  which.  Amendment 
No.  5,  is  called  “The  Equitable  Taxation  of 
Property  and  Exemption  of  Intangible  Property 
Amendment,”  and 

WHEREAS,  one  of  the  primary  purposes  of 
Amendment  No.  5 is  to  clarify  how  intangible 
personal  property,  sometimes  called  “intangi- 
bles,” will  be  taxed  in  West  Virginia,  with  ex- 
amples of  intangible  personal  property  including 
paper  money,  bonds,  stocks,  accounts  receivable, 
sales  contracts,  debentures,  vested  interest  in 
pensions  and  other  similar  property  rights;  and 

WHEREAS,  the  West  Virginia  Constitution 
currently  exempts  cash  and  bank  deposits  from 
property  taxation;  but,  for  a number  of  reasons, 
and  without  Amendment  No.  5,  it  is  not  clear 
how  intangibles  will  be  taxed  in  the  future,  and 

WHEREAS,  Amendment  No.  5 initially  would 
exempt  all  intangible  personal  property  from  ad 
valorem  property  taxation,  with  permanent 
exemption  for  cash,  bank  deposits  and  pensions, 
and  with  the  Legislature  empowered  by  general 
law  to  tax  other  intangibles  in  the  future,  but  no 
intangibles  would  be  taxed  unless  the  Legislature 
acted  affirmatively  to  tax  them;  and 

WHEREAS,  Amendment  No.  5 also  would 
provide  for  a phased-in  introduction  of  new 
property  taxes  on  intangibles  or  other  property 
that  come  into  being  after  a statewide  reappraisal 
now  underway  in  West  Virginia; 

THEREFORE,  BE  IT  RESOLVED,  that  be- 
cause taxation  of  intangibles  is  essentially  double 
taxation;  can  be  inherently  unfair,  and  can  pre- 
sent virtually  insurmountable  enforcement  diffi- 
culties, the  West  Virginia  State  Medical  Associa- 
tion supports  Amendment  No.  5 and  will  work 
for  its  adoption  by  voters  in  the  November  6 
general  election  as  a significant  step  toward 
clarification  of  public  policy. 


Adopted  as  amended,  was  Resolution  No.  14, 
presented  by  the  Eayette  County  Medical  Society 


and  dealing  with  State  Medical  Association 
presidential  remuneration: 

WHEREAS,  The  role  of  President  of  the  West 
Virginia  State  Medical  Association  has  become 
an  increasingly  demanding  one  with  the  advent 
of  more  official  functions,  meetings  and  problems 
facing  medicine  in  the  present  day;  and 

WHEREAS,  This  activity  requires  ever-greater 
demand  for  the  President  of  WVSMA  to  be  away 
from  his  practice  and  hence  from  his  livelihood; 
and 

WHEREAS,  It  is  important  that  our  President 
visit  the  component  societies  and  represent  West 
Virginia  physicians  at  other  state  societies  and 
AMA  meetings;  and 

WHEREAS,  It  is  entirely  conceivable  that 
only  physicians  in  group  practice  in  the  future 
may  be  able  to  serve  WVSMA,  thus  eliminating 
a number  of  otherwise  willing,  competent  and 
capable  physicians  in  solo  practice  from  serving; 
and 

WHEREAS,  It  is  both  fair  and  reasonable  that 
the  Association  seek  to  compensate  its  President 
for  not  only  the  out-of-pocket  expenses  incurred 
through  his  travels  and  activities  on  behalf  of 
WVSMA,  but  also  to  at  least  partially  replace 
his  lost  income  by  paying  a reasonable  annual 
stipend;  and 

WHEREAS,  a 1983  survey  done  by  the 
American  Association  of  Medical  Society  Execu- 
tives revealed  that  20  state  medical  associations 
already  pay  stipends  to  their  presidents  ranging 
from  a low  of  $1,000  to  a high  of  $60,000  per 
annum  with  the  average  being  more  than 
$16,500; 

THEREFORE,  BE  IT  RESOLVED,  That  the 
WVSMA  annually  pay  from  its  operating  funds 
the  sum  of  $10,000  to  the  duly  elected  Associa- 
tion President  beginning  with  the  1985  Annual 
Meeting;  and 

BE  IT  FURTHER  RESOLVED,  That  WVSMA 
continue  its  present  practice  of  reimbursing  all 
travel  expenses  incurred  by  its  President  in  his 
official  duties. 


Adopted  was  Resolution  No.  16  presented  by 
Council  in  commendation  of  Charles  R.  Lewis, 
former  Association  Executive  Secretary  and  now 
semi-retired  Staff  Consultant: 

“WHEREAS,  Charles  R.  Lewis  has  con- 
scientiously served  the  West  Virginia  State  Medi- 
cal Association  for  many  years,  the  last  nine  as 
Executive  Secretary  and 
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WHEREAS,  He  has  exhibited  lasting  and  in- 
tense interest  in  the  concerns  of  West  Virginia 
physicians  and  has  articulated  the  same  to 
legislators,  the  news  media  and  the  public;  and 

WHEREAS,  Charles  R.  Lewis  has  now  entered 
semiretirement  due  to  age  and  personal  health 
reasons,  but  remains  of  service  to  the  Associa- 
tion as  a valued  consultant;  and 

WHEREAS,  He  will  always  be  highly  regarded 
for  his  wisdom  and  contributions  to  the  cause 
of  Medicine  and  medical  care;  and 

WHEREAS,  He  has  long  been  respected  by 
his  fellow  Association  Executives  both  in  West 
Virginia  and  elsewhere; 

THEREEORE,  BE  IT  RESOLVED,  That  this 
West  Virginia  State  Medical  Association  House 
of  Delegates  express  its  most  sincere  and  pro- 
found gratitude  to  Charles  R.  Lewis  for  his  out- 
standing dedication  and  faithful  service  to  the 
physicians  of  West  Virginia;  and 

BE  IT  EURTHER  RESOLVED,  That  a 
properly  prepared  and  framed  copy  of  this  ex- 
pression be  presented  to  Mr.  Lewis  by  our  Presi- 
dent at  a suitable  time  in  the  near  future.” 


Adopted  was  Resolution  No.  17  presented  by 
Council  in  commendation  of  Carl  R.  Adkins, 
M.  D.,  1983-84  Association  President,  who  is 
leaving  West  Virginia: 

“WHEREAS,  Dr.  Carl  R.  Adkins  has  served 
the  West  Virginia  State  Medical  Association  with 
exceptional  honor  and  distinction  and 

WHEREAS,  Doctor  Adkins  will  soon  be  leav- 
ing the  State  of  West  Virginia;  and 

WHEREAS,  His  departure  will  result  in  a loss 
of  his  leadership  talents  to  the  Association; 

THEREEORE,  BE  IT  RESOLVED,  That  the 
West  Virginia  State  Medical  Association  express 
regret  at  his  leaving  and  extend  best  wishes  to 
him  in  his  new  venture.” 


PRACTICE  FOR  SALE 

GENERAL  SURGERY  PRACTICE  FOR 
SALE — Beautiful  Shenandoah  Valley,  80 
miles  from  Washington,  DC.  Established 
16  years.  $200,000  plus  annual  gross. 
Low  overhead.  304-267-2929. 


Necrology  Report 

The  following  is  a list  of  West  Virginia 
physicians  whose  deaths  have  been  reported  to 
the  West  Virginia  .State  Medical  Association 
during  the  past  year: 

1983 


Aug. 

Sept. 

Sept. 

Sept. 

Sept. 

Sept. 

Oct. 

Oct. 

Oct. 

Oct. 

Oct. 

Nov. 

Nov. 

Nov. 


Wheeling 


19 — W.  D.  Leslie 
1 — S.  Elizabeth  McEetridge 

Shepherdstown 

8 — Charles  P.  S.  Ford 

8 —  John  P.  Young.  Jr. 

12 —  Marion  F.  Jarrett 

13 —  Robert  S.  White 

9 —  James  W.  Peck 

11 —  Glen  Johnson 

12 —  John  W.  Yost 

13 —  Marshall  Glenn 
18 — Robert  J.  Snider 

1 — Edward  V.  Henson 


2 — Lee  B.  Todd 
24 — Chanda  Jain 


Huntington 
Wheeling 
Charleston 
Paris,  Tennessee 
Summersville 
Wayne 
Bluefield 
Charles  Town 
Wheeling 
Washington, 
Ohio 
Quinwood 
South  Charleston 


Jan. 

Feh. 

Feb. 

Feb. 

Feb. 

Mar. 

Apr. 

Apr. 

Apr. 

May 

May 

May 

May 

May 

June 

July 

July 

Aug. 


1984 

23 — George  K.  Nutting  Wheeling 

6 —  Peter  A.  Haley  Clinton,  Maryland 

7 —  Beatrice  H.  Kuhn  Big  Pine  Key, 

Florida 
Hamlin 
Charleston 
Charleston 
St.  Albans 
Weirton 
Clarksburg 
Philippi 
Los  Angeles, 
California 
Parkersburg 
Weirton 
Man 
Carbon 
Charleston 
Stuart,  Florida 


9 — Arthur  N.  Henson 
22 — Charles  H.  Engelfried 

26 —  Charles  E.  Staats 

6 —  Donald  E.  Cunningham 
25 — Eli  Joel  Weller 

27 —  B.  S.  Brake 

4 — Dudley  H.  Longren 

8 —  Walter  H.  Gerwig 

16 — John  H.  Gile 

18 —  Simeon  L.  de  la  Cruz 

19 —  Cesar  J.  Lesaca 

9 —  Marvin  R.  Houck 

7 —  Donald  G.  Hassig 
12 — George  Miyakawa 


11 — John  R.  Seal  Bethesda,  Maryland 


Respectively  submitted, 
Merwyn  G.  Scholten 
Executive  Director 


Charleston,  WV 
August  22.  1984. 

Note:  In  March,  1984,  WVSMA  staff  was  noti- 
fied of  the  death  of  G.  S.  Julias,  M.  D.,  of  White 
Sulphur  Springs,  who  expired  on  June  18,  1983; 
notified  in  March,  1984,  of  the  death  of  Louis 
Edward  Baron,  M.  D.,  of  Fairmont,  who  expired 
on  March  28,  1983. 
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Thomas  Memorial  Hospital 

is  pleased  to  announce  a new 

Alcohol /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 

•Detoxification 

• Medical  Management 
•Daily  Group  Therapy 
•Educational  Lectures 
•Alcoholics  Anonymous  Oriented 

• Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 

and  Services 

For  more  information,  call 

304/768-2817.  304/768-3961.  ext.  413  or  443.  or  304/925-3554 

4605  MacCorkle  Avenue,  S.W. 

South  Charleston,  West  Virginia  25039 


The  Professional  Staff 

•Two  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
• Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 


PROFESSIONAL  LIABILITY 

FOR  YOUR 

PROFESSIONAL  NEEDS 

FROM 

THE  "PROFESSIONALS" 

RAMSEY  INSURANCE  AGENCY.  INC. 

Charleston,  WV  25301 
343-8823  or  1 -800-632-301 2 

all  lines  of  insurance  — since  1950 
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GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1 -800-642-51 61  or  304-647-51 1 5 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 

THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  uranville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding,  Jr , M D . Medical  Diector 
Ttxn^  Pinman,  M P H , /^minigrator 
A Blue  Cross  Memder  Hospital 

Accnedited  By  Tbe  Joint  Commission  On  Acoeditation  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 
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Need  A Temporary  Physician? 

CompHealth  treats  your  practice  as  if  it  were  our 
own  during:  vacations,  CMEs,  recruiting,  clinic 

start-up  or  other  absences. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412/741-3310 

j|[J  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 

1 14  Centennial  Avenue 
Sewickley,  PA  15143 


WANTED 


Physician  for  established  family  practice. 


Reply  to: 

P.  0.  Box  7252 
Charleston,  WV  25313 


FOR  SALE 

ESTABLISHED-PRESTIGIOUS-20  YEAR 

GENERAL  MEDICINE  PRACTICE 

• LARGE  SOLO  PRACTICE  (2,000  Pts.) 

• $200,000  PLUS  ANNUAL  GROSS 

• INCLUDES  LAB  & X-RAY  EQUIPMENT 
AND  OFFICE  FURNISHINGS 

• CONVENIENT  TO  2 LARGE  HOSPITALS 

FINANCING  AVAILABLE  • BUILDING  MAY 
BE  PURCHASED  OR  LEASED 
INQUIRIES  TO: 

Bruce  Wynn 
101  John  Maddox  Dr. 
Rome,  Georgia  30161 
(404)  235-3334 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  0.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D.  (St,  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H.  Shackleford.  M.  D. 

ORTHOPEDICS 

E L.  Barrett,  M.  D. 

R S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Lelbold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A Athari,  M.  D. 

J.  W.  Campbell.  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A Porterfield,  M.  D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R V.  Pangillnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D, 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  TIu,  M.  D. 

R G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 
Speech  Therapy/ Audiology 

J.  P.  Frum,  M.  S,,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 
Electrocardiography 
B.  Maguire,  R N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 
Roentgenology 
E Forester.  R.  T. 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  Ml. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  1701 1 / (717)  763-1422 


© 1904  Pennsylvania  Casualty  Company.  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — -Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


FAMILY  PRACTITIONER  NEEDED — Excellent  Practice 
opportunity  for  qualified  Family  Practitioner  who  is  in- 
terested in  doing  OB  and  possibly  cardiology  to  serve 
the  community  with  other  hospital  based  specialists  in- 
cluding Pediatrician,  Internist,  OB/GYN,  General  Sur- 
geon, and  E.N.T.  Jackson  General  Hospital  is  located 
conveniently  in  a small  community  35  miles  from  the 
state  capital.  Join  the  active  medical  staff  at  a 95  bed, 
non-profit,  acute  care,  J.C.A.H.  accredited  hospital.  Set 
up  your  practice  in  a private  medical  office  building  ad- 
jacent to  hospital.  Competitive  salary  guarantee  first 
year,  relocation  expenses  paid  and  professional  help  in 
setting  up  practice.  Reply:  Executive  Director,  Jackson 
General  Hospital,  Ripley,  WV  25271. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


UROLOGIST — Board  Certified/eligible  to  practice  in 
small  college  town;  eastern  mountains.  West  Virginia; 
111  bed  modern  hospital;  approximately  75  miles  from 
WVU  Medical  Center.  Excellent  skiing,  hunting,  fishing, 
canoeing.  Send  CV  to  Robert  Hammer,  C.E.O.,  P.  C. 
Box  1484,  Elkins,  WV  26241. 


PEDIATRICIAN  NEEDED- — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000.  Lo- 
cated one  and  a half  hours  from  Washington  or  Balti- 
more. Contact  Edward  F.  Arnett,  M.  D.,  F.  A.  A.  P.,  215 
South  Louisiana  Avenue,  Martinsburg,  WV  25401.  Tele- 
phone: (304)  263-8819. 


PRACTICE  FOR  SALE — Family  practice,  well  estab- 
lished, fully  equipped,  reasonable  terms.  Hospitals 
close  to  office  in  St.  Albans,  West  Virginia.  Send  letters 
of  interest  to  P.  C.  Box  1091,  St.  Albans,  WV  25177. 


WANTED  TO  BUY — Used  X-Ray  equipment  for  pri- 
mary care  practice.  Telephone:  (304)  358-2379. 


McLAIN  SURGICAL  SUPPLY,  INC. 

"Our  126th  Year” 

★ 

Featuring  the 

In-Office  Blood  Analyzer  and  Cell  Counter 

★ 

Equipment  leasing,  with  purchase 
option  ($1.00),  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 
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MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Miroslav  Kovacevich,  M.  D. 
Charles  C.  Weise,  M.  D. 
Thomas  S.  Knapp,  M.  D. 
Pablo  M.  Pauig,  M.  D. 

Ralph  S.  Smith,  M.  D. 

Lee  L.  Neilan,  M.  D. 

Edmund  C.  Settle,  Jr.,  M.  D. 
Gina  Puzzuoli,  M.  D. 

John  P.  MacCallum,  M.  D. 
Sid  Lerfald,  M.  D. 


925-0693 

925-2159 

925-3554 

343- 8843 
925-0349 
925-0349 
925-6914 
925-6914 
925-6966 

344- 0443 


CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Each  program  offers: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 


xxx 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane  ® m 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 


Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 
Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 
Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
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Dalmane®  (E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue dmg  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  [e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abmpt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported;  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 
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Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HCl /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfiUs  all  these 
important 
criteria: 

•Rapid  onset  of  sleep. 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.^ 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


15-mg/30-mg  capsules 
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Manati,  Puerto  Rico  00701 
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Additional  information 
available  to  the  profession 
on  request. 
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CUSTCMERSWHO  COULD  AFFORD 
HIGHER  PRICED  LUXURY  CARS 
ARE  ROLLING  IN  IT 


Man\’  people  who  find  high-priced  European 
sedans  well  wirhin  iheir  means,  find  rhe  Volvo 
760  GLE  more  to  their  liking. 

And  for  good  reiison. 

Inside,  a climate  control  system  completely 
changes  the  air  five  times  a miiuite— even 
when  the  car’s  standing  still.  And  for  even 
more  comfon,  electrically  heated,  onhopedi- 
cally  designed  front  seats  put  your  back 
at  ease. 

On  the  underside,  a unic|ue  rear  suspen- 
sion s\'stem  keeps  the  drive  wheels  in  con- 
stant alignment.  Which  helps  keep  the  car  on 


the  road  in  wet  or  slipper\-  conditicms. 

And  on  the  topside,  there’s  an  electric 
sunroof 

In  all,  the  760  GLE  is  the  finest,  most  com- 
fortable Volvo  ever  built. 

So  before  \’ou  spend  a small  fortune  on  a 
prestigious  European  sedan,  come  in  and  test 
drive  a gas  engine  or  Turbo  Diesel*  Volvo 
760  GLE.  In  addition  to  superior  comfort  and 
handling  on  die  road,  vou'll  find  it  a lot  easier  to 

The\0lvo760GLE 

A . WE  NEVER  SOLD  AVOLVO  THAT  WAS 

I rice.  WORTH  SO  much. 


See  VOLVO  at  TAG  GAL  YEAN 

1010  Washington  St.  East  — Heart  'O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 


*l)iv>el  not  be  j\.iilable  iii  California 


CHARLESTON  DATA  SYSTEMS 

CAMC  Medical  Staff  Building  3100  MacCorkle  Avenue.  S.E.  Charleston.  WV  25304  (304)  344-5803 


November,  1984 


Doctor: 

More  West  Virginia  physicians  prefer  Charleston  Data  Systems  than  all  other  companies 
combined!!  Compare  these  important  features; 


+ SOFTWARE 
+ HARDWARE 
+ PRICE 
+ SERVICE 
+ TRAINING 
+ OPTIONS 


Comprehensive,  proven,  reliable  programs 

High  quality,  multiuser,  expandable  microsystems 

Competitive,  cost  effective,  affordable 

Experienced,  factory  authorized  service  center 

Thorough,  professional,  office  staff  instruction 

Word  Processing,  AMA/NET,  MEDLINE,  General  Ledger,  Compu- 
Serve, DOW  JONES  News  Service. 


An  added  feature  we  will  be  implementing  soon  is  electronic  media  claims  billing  which 
will  expedite  collections  more  efficiently. 

We  welcome  the  opportunity  to  assist  you  and  show  you  how  our  exclusive  practice 
management  systems  service  can  bring  you  exceptional  results-  not  only  for  the  present, 
but  in  the  challenging  years  ahead.  Call  me  toll  free  1-800-344-5036. 


Sincerely, 


President 

Charleston  Data  Systems 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 
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Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone;  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


BUILD  ABETTER 
COMMUNITY 
WITH  TOUR 
BARE  HANDS 


When  you  give  to  United 
\\hy,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  United  Wdy 

A better  community  is  in  your  hands. 


Aftera  nitrate, 
add  ISOPTlff 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin.  ..for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPHNimm 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN, 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block;  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

C^.  KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


American  College  of  Physicians  announces.  . . 

^Medicine's  Landmark 
A^^Meeting  in 

America’s 
Landmark  City! 


Annual  Session  ’85 
Washington,  DC 
March  28-31,  1985 


Join  us  in 
Washington  for 
medicine’s  #1  scientific  meeting.  . . 


• Schedule  your  own  CME 
rogram  from  over  300  scientific 
presentations.  . .covering  the 
spectrum  of  internal  medicine 
yr  subspecialties. 

• Discuss  your  difficult  cases  with 
today’s  leaders  in  medical  practice. 

• Experience  a new  type  of  scientific 
presentation  format:  "Current  Topics  in 
Internal  Medicine." 


Washington 

185 


• Operate  a personal  computer.  . . 
discover  what  it  can  do  to  help  you 
and  your  practice. 

• Tell  your  spouse  about  the  full 
schedule  of  activities  for  the  family. 

Send  for  your  1985  Annual  Session 
Program  Guide. 


please  print  — — — — — — - 

YES,  please  mail  me  the  Program  Guide. 


CITY  STATE  ZIP 

ACP,  4200  Pine  Street,  Philadelphia,  PA  19104 
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Roche  salutes 

the  history  ot  West  Virginia  medicine 


THE  FIRST  STATE 
INSTITUTION  WEST 
OF  THE  ALLEGHENIES 


Mental  health  care  in  West  Virginia  began  in  1858 — 
before  statehood — when  the  Virginia  Assembly 
authorized  construction  of  the  first  public  institution 
west  of  the  Alleghenies,  at  Weston. ' 

Completed  by  West  Virginia,  it  opened  in  1864  os 
the  Trons-Allegheny  Lunatic  Asylum,  consisting  ot  three 
one-story  buildings  housing  nine  patients.  The  asylum 
was  virtually  the  only  tangible  property  West  Virginia 
had  to  show  tor  its  share  of  the  disputed  Virginia  debt 
of  more  than  13  million  dollars  at  the  end  of  the  War 
Between  the  States. ' 


supplied  the  institution's  kitchen.'  To  this  day,  Weston 
Hospital,  as  it  is  now  known,  maintains  its  own 
laundry,  plumbing,  maintenance  and  repair  shops  on 
spacious  grounds.  2 

More  important,  it  has  served — and  continues  to 
serve — the  mental  health  requirements  ot  the  people 
of  West  Virginia  with  the  most  advanced  skills  and 
sciences.  In  1957,  Weston  reached  a remarkable 
capacity  of  2300  patients^ — a far  cry  from  the  original 
nine — a tribute  to  the  growth  of  this  historically 
significant  hospital. 


Copyright  © 1984  by  Roche  Products  Inc  All  rights  reserved 


A self-sufficient  institution 

By  1880,  the  main  building  had  grown  to  nine  acres 
ot  floor  space — a handsome  gray  stone  structure  said 
to  be  the  largest  hand-cut  stone  building  in  the 
country.  Planned  to  be  as  self-sufficient  as  possible, 
the  main  building  was  set  on  a 350-acre  farm  that 


References:  1.  Writers'  Progrom  West  Virginia  A Guide  to  the  Mountain  State 
New  York,  Oxford  University  Press,  1956,  p 363  2.  Data  on  file,  Hoffmonn- 
Lo  Roche  Inc  , Nutley  NJ 


When  the  history  reveals 
mixed  depression  and  anxiety.. 

For  the  estimated  70  percent  ot  nonpsychotic  depressed  patients  who  are 
also  anxious,'  Limbitrol  provides  both  amitriptyline,  specific  for  symptoms  ot 
depression,  and  the  effects  of  Librium®  (chlordiozepoxide  HCI/Roche),  the 
tested  and  dependable  anxiolytic.  Limbitrol  is,  therefore,  o better  choice  for  these 
patients  than  dual  agents  that  contain  o phenothiozine,  o doss  of  antipsychotic 
drugs  which  has  been  associated  with  tardive  dyskinesia. 

62%  of  Overall  Improvement... Within  the  First  Week 

Limbitrol  also  has  a rapid  onset  of  action  which  may  lead  to  greater 
patient  compliance.  In  a multicenter  study,  patients  taking  Limbitrol  experienced 
62%  of  their  overall  improvement  within  the  first  week  of  therapy^ 

In  another  multicenter  study^  the  following  symptoms  associated  with  anx- 
ious depression  were  significantly  reduced  during  the  first  two  weeks  of 
therapy: 

□ Headache — 79% 

□ Early  insomnia— 91% 

Middle  insomnia — 87% 

Late  insomnia — 89% 

□ Gastrointestinal  upset — 73% 

In  two  multicenter  studies,  only  1.9%  of  Limbitrol  patients  experienced 
cardiovascular  side  effects.'^ 

Patients  should  be  cautioned  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental  alertness 
such  as  operating  machinery  or  driving  a car 

References:  1.  Rickels  K Drug  treatment  of  anxiety,  in  Psychopharmacology  In  the  Practice  of  Medicine,  edited  by  Jorvik  ME,  New 
York,  Appleton-Cenfury-Crofts,  1977,  p 316  2.  Feighner  JP  eto/  Psychopharmacology  61  217-229,  Mar  1979  3.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley  NJ 


In  moderate  depression  and  anxiety 


Limbitnol 


Tablets  5-12.5  each  containing  5 mg  chlordiazeooxiae  ana  '2  5 mg  amitriptyline 
(as  the  hyarochlonae  salt] 

Tablets  10-25  each  containing  10  mg  cnloraiazepoxiOe  ana  25  mg  amitriptyline 
(as  the  hyarochlonae  soil) 


Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  Tablets  (S  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Intormotlon,  a summary  of 

which  follows: 

Indicohons:  Relief  of  moderafe  fo  severe  depression  associoted  with  moderate  to 
severe  onxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  mohoamine  oxidase  (MAO)  inhibitors  or  withih  14  days  follow- 
mg  discontinudtioh  of  MAO  ihhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Controihdicoted  during  acute  recovery 
phase  followihg  myocardial  infarction 

Warnings:  Use  with  great  core  ih  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  moy  occur  in  potients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tochycordio  ond  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  inforction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  tfimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenitol 
malformahons  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  pahents  fo  discuss  therapy  if  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rorely  use  caution  in  administering  Limbitrol  to  oddiction-prone  individuals  or  those 
who  might  increose  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  tor 
chlordiazepoxide) 

Precauhons:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  fo  large  quontities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue severol  days  before  surgery  Limit  concomitant  administration  ot  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedatian, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reparted  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  becouse  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hollucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic  Incoordination,  otoxid,  numbness,  tingling  and  paresthesias  ot  the  extrem- 
ities, extrapyromidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  parolytic  ileus,  urinory  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  ond  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nousea,  epigastric  distress,  vomiting,  anorexia,  stomotitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement, 
galactoahea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  ot  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  ar  lass,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V odministrotion  ot  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  seventy  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
doily  dose  may  be  taken  at  bedtime  Single  h s dose  moy  suffice  for  some  patients 
Lower  dosoges  ore  recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  increased 
up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial 
dosoge  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate 
higher  doses 

How  Supplied:  White,  film-cooted  tablets,  each  containing  10  mg  chlordiazepoxide 
ond  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydro- 
chloride salt) — bottles  of  100  and  500,  Tel-E-Dose’  pockages  of  100,  Prescription 
Paks  of  50 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

Internal  Medicine, 

Obstetrics  and  Gynecology 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 

Internal  Medicine:  Dentistry: 

Karl  J.  Myers,  Jr.,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

J.  B.  Astik,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G. 

Telephone:  (304)  457-2800 


Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jacket,  M.  D. 

Kreider,  M.  D. 


The  West  Virginia  Medical  Journal 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


CaD  On  Someone 
^HiCanThist. 


P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 

Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
O.  LeRoyce  Royal.  M.D, 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
Psychiatric  Consultant 
D.  Wilfred  Abse.  M.D. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  weVe  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


leir^^ 
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PROFESSIONAL  LIABILITY 

FOR  YOUR 

PROFESSIONAL  NEEDS 

FROM 

THE  "PROFESSIONALS" 

RAMSEY  INSURANCE  AGENCY.  INC 

Charleston,  WV  25301 
343-8823  or  1-800-632-3012 

all  lines  of  insurance  — since  1950 


CRL 

TheCHtical 

Difference^ 


Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 


COME  TO  CRI  for  complete  cardiological 
services: 

• Non-Invasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 


COME  TO  CRI  for  speed  and  accuracy. 


c^uuhm: 

Rehabilitation  Institute 


COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
information,  call  today:  41 2/682-6201 . 


WHY  SETTLE  FOR 
A LITTLE  BROKERAGE  ADVICE 
WHEN  YOU  CAN  OWN  THE 
WHOLE  WORLD  OF  FINANCE. 


With  Kanawha  Valley  Bank's  exclusive  GAIN  System,  you 
can  have  a complete  range  of  financial  services  under  your 
direction.  Cash  management.  Lending.  Asset  management. 
Financial  analysis.  Tax  planning.  Real  estate  management. 
Trust  and  financial  specialties,  and  more.  Money  market 
accounts  with  associated  credit  lines,  easily  accessible 
through  our  automatic  teller  system.  Coordination  of  your 
tax  records.  Securities  management  with  objective  invest- 
ment advice.  Even  preferred  estate  management  services. 


GAIN  LETS  YOU  REVIEW 
YOUR  TOTAL 
FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  CAIN  System ' automatically  presents  you  with  a 
comprehensive  monthly  statement,  easy-to-read,  with  bal- 
ance and  transactions,  for  your  securities,  checking  account 
and  loans.  Additionally,  you'll  receive  an  annual  tax  letter, 
with  full  summary. 


GAIN  IS  PERSONAL 

GAIN  is  tailored  justforyou.  by  Kanawha  Valley  Bank 
professionals  with  the  investment  objectivity,  perspective, 
knowledge,  resources  and  services  of  West  Virginia's  leading 
bank.  It's  personal.  And  completely  confidential. 


GAIN  BEGINS  WITH  THE  END  RESULT 
YOUROBjECTIVES. 


most  effective  action,  unify  your  long-range  planning 
according  to  your  objectives,  and  then  access  the  many 
GAIN  services  available  to  build  you  a personal  program  that 
fits  your  needs  and  expectations. 


GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 

Because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work. 


THE  GAIN  SYSTEM®.  IT  KEEPS  YOU  FROM 
BEING  OVERCOME  WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial 
services,  call  john  Ziebold  (304)  348-09  I 9 or  Don 
Santee  (304)  348-738  I . You'll  have  all  you  need,  including 
discount  brokerage. 

[~  CALL  NOW 

I 1 -304  348-00l9or  I 304-348-7381 

I Yes.  I would  like  to  know  more  about  how  GAIN  can  help  me  manage 

I my  assets  Please  send  me  more  information 

NAME 

I ADDRESS CITY 

I STATE  ZIP  CODE 

HOME  BUSINESS 

' PHONE  ( ) PHONE  I ) 


Analysis  is  the  cornerstone  of  any  successful  financial 
plan.  Kanawha  Valley  Bank,  through  a GAIN  System  option, 
offers  you  a comprehensive,  objective  analysis  that  helps 
make  planning  effective. 

If  you  elect  this  option,  we  can  give  you  a total  perspec- 
tive of  your  financial  situation,  analyze  each  area  for  the 


lust  clip  and  mail  tO’  KVB  CAIN  PO  Box  1793  Charleston.  WV  25326 


Financial  Management  Account  from  Kanawha  Valley  Bank. 


WeVe 

©Kanawha  Vs 
Bank 


Kanawha  Valiev  Bankv>  • One  Valley  Square  • Box  I 793  • Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  I 867  • Member  FDIC 

AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC. 


Motrin  reduces 
inflanimation,  pain 

trice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe. . . less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


' ^ 


Duoroien 


Good  medicine...good  value 


TABLETS 

mg 


© 1984  The  Upjohn  Company 


The  Upiohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin"  Tablets  (ibuproten) 

Confraindications;  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS,  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets,  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done, 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-mflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy.  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-intlammatory  drugs.  It  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued 
Drug  interactions.  Asp/r/r?  used  concomitantly  may  decrease  Motrin  blood  levels, 

Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers. 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  m 4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)- Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  ot  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness,*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite:  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%— Probable  Causal  Relationship** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests:  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme.  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting,  anaphylaxis:  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis:  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis:  Hematologic:  Bleeding 
episodes  (eg , epistaxis,  menorrhagia),  Melabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia),  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis, 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked  ) 

**Reactions  are  classified  under  Probable  Causal  Relationship  (PCRf  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  ' if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t i d.  or  q,i  d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain:  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b z-s 


A Public  Service  of  This  Publication. 
©1984  The  Advertising  Council,  Inc. 
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Presidential  Address* 


CARL  R.  ADKINS,  M.  D. 

Chattanooga,  Tennessee,  formerly  of  Fayetteville, 
Immediate  Past  President, 

West  Virginia  State  Medical  Association 


Touring  the  past  year  I have  had  the  privilege 
of  serving  as  your  President.  I shall  always 
remember  and  cherish  this  opportunity  which  you 
have  granted  me.  Even  though  I am  standing 
before  you,  it  must  be  understood  that  whatever 
success  we  have  enjoyed  this  year  is  due  to  a 
most  dedicated  Executive  Committee,  Council, 
office  staff,  and  members  of  the  Association.  I 
truly  appreciate  the  support  which  you  have  given 
me. 

I would  like  to  introduce  to  you  my  mother- 
and  father-in-law,  Mr.  and  Mrs.  Erank  Hanlin. 
They  have  certainly  spent  a great  deal  of  time 
babysitting  for  us  this  year.  Also,  I want  to 
introduce  my  son,  Jonathan.  He  has  been  my 
number-one  assistant  this  year. 

I also  must  tell  you  that  Susan  has  been  a 
tremendous  asset  to  me  this  year.  She  has  been 
to  every  county  society  meeting  that  I have  at- 
tended and,  during  the  long  drive  home  in  the 
early  hours  of  the  morning,  she  was  quite  candid 
in  her  evaluation  of  my  remarks.  Susan  also  has 
adjusted  her  schedule  to  make  our  required  travel 
possible.  She  has  represented  the  Association 
through  me  in  an  outstanding  manner.  Susan, 
please  stand. 

Last  year  I did  not  propose  any  innovative  pro- 
grams to  develop  during  my  year  of  office.  I did 
suggest  that  perhaps  my  contribution  would  be  to 
act  as  a catalyst  as  this  Association,  through  its 
Executive  Committee  and  Council,  developed  a 
STRATEGY  EOR  CHANGE.  Let  me  review 
briefly  some  of  the  actions  that  the  Council  has 
implemented  this  year. 

Presented  at  the  second  and  final  session  of  the  House 
of  Delegates,  117th  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association,  the  Greenbrier,  White  Sulphur 
Springs,  W.  Va.,  Saturday,  August  25,  1984. 


The  building  program  for  the  Association 
headquarters  is  on  schedule.  We  plan  to  move 
into  the  new  offices  before  the  end  of  this  year — 
probably  October  or  November.  We  will  have 

6.000  square  feet  of  finished  space  and  about 

3.000  feet  of  unfinished  space  which  may  be  uti- 
lized for  rental  purposes  in  the  future.  This 
building  is  critical  to  the  success  of  the  Associa- 
tion since  additional  space  will  be  required  if 
we  are  to  provide  increasing  services  for  our 
membership.  The  bricks  and  mortar  that  are  now 
visible  have  been  a project  of  this  Association 
for  several  years.  We  all  owe  a debt  of  gratitude 
for  the  many  hours  of  work  donated  by  Dr. 
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Walter  Fix  and  Dr.  John  Markey  who  both  have 
served  as  chairmen  of  the  Properties  Association. 

Constitution,  Bylaws  Revision 

A major  concern  has  been  our  antiquated  Con- 
stitution and  Bylaws.  I am  happy  to  report  to 
you  that  a new  Constitution  and  Bylaws  have 
been  drafted  and  will  be  presented  to  the  House 
of  Delegates  for  final  action  next  year.  One  of 
the  most  important  changes  is  the  creation  of  a 
Judicial  Commission.  Our  immediate  Past  Presi- 
dent, Dr.  Harry  Shannon,  recommended  to  us 
last  year  in  his  Presidential  Address  that  the  Con- 
stitution and  Bylaws  be  rewritten.  1 want  to 
thank  Doctor  Shannon  and  Dr.  Dave  Morgan  for 
their  leadership  in  this  activity. 

A staff  reorganization  has  been  one  of  our 
most  time-consuming  and  important  activities 
this  year.  Due  to  the  unfortunate  illness  of  Mr. 
[Charles  R.]  Lewis,  it  was  necessary  to  recruit  a 
new  Executive  Director.  Mr.  Mert  Scholten  be- 
gan his  duties  in  April.  The  position  of  staff 
attorney  has  been  eliminated.  The  reorganiza- 
tion is  still  in  process  as  several  additional  em- 
ployees will  be  needed.  I want  to  thank  Mary 
[Hamilton],  Sue  [Shanklin],  Custer  [Holliday], 
and  Candy  [Sayre],  who  have  worked  many 
hours  of  overtime  during  our  staff  shortage  the 
past  year.  The  quality  of  their  work  is  excellent. 
I am  happy  to  report  to  you  that  Charlie  Lewis  is 
working  in  a part-time  capacity  as  Association 
Consultant  and  continues  to  be  very  active. 
Charlie  has  been  a tireless,  devoted  advocate  of 
physicians  since  he  has  been  with  the  Association. 

As  we  are  constantly  being  challenged  to  re- 
spond to  new  developments  in  the  health  care 
delivery  system,  it  is  obvious  that  any  new 
strategy  that  we  develop  is  dependent  upon  the 
Association  having  adequate  financial  resources. 
Because  of  certain  contracts  negotiated  by  the 
Executive  Committee  with  people  with  whom  we 
do  business,  we  have  generated  additional  sav- 
ings which  have  improved  our  financial  resources. 
Incidentally,  your  Executive  Committee  has  been 
most  active  this  year;  the  members  have  respond- 
ed to  the  increased  business  of  the  Association 
and  have  met  more  frequently  than  the  tradi- 
tional four  meetings  per  year. 

Loss  Control  Program 

The  loss  control  program  has  been  developed 
this  year,  and  the  first  formal  seminar  was  mod- 
erated by  Doctor  [Roland  J.,  Jr.]  Weisser  during 
this  Annual  Meeting.  This  is  an  excellent  pro- 
gram, and  we  all  should  thank  Doctor  Weisser, 
Chairman  of  the  Association’s  Loss  Control  Com- 
mittee, for  putting  together  this  comprehensive 


undertaking.  I will  have  more  to  say  about  the 
malpractice  problem. 

This  year  the  Council  elected  to  return  to  the 
practice  of  having  commercial  exhibits.  This 
project  was  suggested  by  Doctor  [Carl  J.]  Ron- 
caglione,  and  we  had  30  exhibitors.  This  should 
be  continued  as  it  provides  a source  of  non- 
dues  revenue  and  provides  an  opportunity  for 
physicians  to  discuss  products  with  well-trained 
professional  representatives.  Most  of  this  year 
has  been  devoted  to  restructuring  our  organiza- 
tion so  that  it  will  be  capable  of  responding  to 
the  challenges  and  issues  facing  Medicine  today 
and  in  the  future. 

What  about  the  future?  It  is  certain  that  the 
medical  environment  will  not  be  static  but  will 
be  one  of  dynamic  change.  This  Association  has 
the  foundation  to  enable  it  to  meet  these  changes. 
However,  much  work  needs  to  be  done  in  several 
critical  areas. 

Membership  is  the  lifeline  to  the  growth  of 
this  organization.  There  are  approximately  700- 
800  physicians  v/ho  practice  medicine  in  West 
Virginia  who  do  not  belong  to  our  Association. 
We  must  provide  programs  and  services  that  will 
make  physicians  want  to  join  us.  We  no  longer 
have  a captive  membership;  however,  merely 
increasing  our  numbers  will  not  be  sufficient. 
Apathy  has  pervaded  our  county  societies.  Con- 
sider that  only  166  physician  members  are  reg- 
istered for  this  meeting.  This  represents  seven 
per  cent  of  our  membership.  Remember  that  of 
the  166  who  are  registered,  almost  30  physicians 
are  required  to  be  here  by  the  nature  of  their 
responsibilities  (officers,  AMA  delegates,  etc.). 
Do  you  need  other  examples?  Consider  that  our 
Nominating  Committee  met  yesterday  afternoon 
and  only  one  Councilor  was  present  (six  were  on 
the  committee).  Consider  that  there  are  158 
Delegates  to  this  House;  many  are  not  here  to- 
day. Yes,  apathy  is  this  Association’s  most  criti- 
cal problem.  Physicians  are  turning  their  backs 
on  Organized  Medicine.  Could  it  be  that  their 
Association  is  perceived  as  being  ineffective  in 
representing  doctors?  Is  it  possible  that  their 
Association  may  need  to  redefine  its  purposes 
and  goals? 

Retreat  Recommended 

I strongly  recommend  that  the  Executive  Com- 
mittee sponsor  a retreat  for  strategic  planning 
within  the  next  two  months.  This  retreat  might 
consist  of  15-20  physicians  and  should  be  con- 
ducted over  a two-day  period.  This  planning  ses- 
sion should  be  chaired  by  someone  trained  and 
experienced  in  strategic  planning  for  medical 
associations.  I view  this  type  of  planning  as  a 
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necessary  prerequisite  if  our  Association  is  to  be 
a viable  organization  during  the  next  decade. 
The  entire  purpose  and  goals  of  the  Association 
need  to  be  crystallized. 

Although  our  current  financial  statements  re- 
veal adequate  reserves,  it  is  doubtful  that  this 
Association  can  continue  to  finance  needed  pro- 
grams and  expand  our  activities  without  signifi- 
cant non-dues  income.  I am  recommending  that 
we  establish  a for-profit  subsidiary  called  The 
West  Virginia  Medical  Services  Corporation.  All 
non-dues  income  could  be  channeled  into  this 
subsidiary.  Bylaws  for  this  proposed  subsidiary 
have  been  developed  this  year  but  would  need 
additional  study  before  implementation.  I be- 
lieve it  is  reasonable  that  non-dues  income  should 
equal  40  per  cent  of  our  total  revenue.  Various 
activities  to  consider  could  be  discussed  in  the 
retreat  which  I mentioned  previously. 

The  malpractice  climate  and  the  impending 
“malpractice  crisis”  is  a concern  that  requires 
immediate  action.  I have  written  about  this  crisis 
in  the  President’s  Page  of  the  August  Journal. 
I believe  that  it  must  be  recognized  that  we  are 
indeed  in  an  adversarial  position  with  the  trial 
lawyers,  and  it  is  doubtful  that  any  type  of  com- 
promise is  possible.  This  year,  physicians  in 
West  Virginia  must  be  prepared  to  present  a 
very  strong  legislative  program,  and  must  be 
willing  to  spend  the  resources  to  take  our  case 
to  the  public — our  patients.  We  must  establish 
credibility  for  our  positions  with  a legislative 
proposal  that  is  supported  by  facts  and  logical 
analysis.  We  must  make  it  clear  that  reform  is 
essential,  and  we  will  no  longer  tolerate  this 
absurd  malpractice  climate. 

Inept  Management 

We  must  also  address  the  problems  associated 
with  the  apparent  inept  management  of  the  State 
Department  of  Human  Services.  Physicians 
throughout  this  state  have  expressed  anger  and 
hostility  about  the  lack  of  professional  courtesy 
shown  to  them  by  people  w'ho  administer  this 
department.  Delays  after  delays  are  common- 
place; forms  seem  never  to  be  filled  out  correctly. 
Reimbursement  levels  do  not  cover  the  costs  of 
seeing  Medicaid  patients.  I have  had  discussions 
with  administrative  personnel  during  the  past 
four  months  and  have  been  assured  that  changes 
were  forthcoming.  However,  it  has  been  impos- 
sible to  have  any  of  these  changes  committed  to 
writing.  Our  past  state  presidents  and  I have 
urged  our  physicians  to  continue  to  participate 
in  the  program.  It  is  becoming  very  difficult  for 


us  to  continue  to  urge  our  physicians  to  support 
programs  that  have  so  many  flaws  and  so  little 
incentive  to  change.  Why  is  it  that  it  seems  to 
take  a crisis  to  force  action  by  the  state’s  execu- 
tive and  legislative  branches? 

Another  issue  that  must  be  addressed  is  our 
posture  in  regard  to  the  emergence  of  alternative 
health  care  delivery  systems.  It  is  my  belief  that 
these  alternative  systems  will  continue  to  expand 
during  the  next  several  years.  Physicians,  our 
membership,  will  expect  the  Association  to  be 
able  to  provide  factual  data  concerning  the  “me- 
chanics” of  these  plans.  In  fact,  many  of  our 
physicians  will  join  some  type  of  alternative  sys- 
tem. There  must  be  room  in  this  Association  for 
physicians  w'ho  choose  these  models  of  practice. 

An  article  in  The  Wall  Street  Journal  on  Au- 
gust 10,  1984,  described  the  grow'th  of  the  HMO 
movement: 

“There  are  now  more  than  300  HMOs  across 
the  country,  with  almost  15  million  members,  and 
the  growth  continues  at  a steady  pace.  Accept- 
ance of  HMOs  extends  to  just  about  every  major 
city  in  the  country  and  onto  Wall  Street.  For 
profit  HMOs,  currently  about  20  per  cent  of  all 
HMOs,  are  the  fastest  growing  part  of  the  indus- 
try. Quality  of  care,  meanwhile,  no  longer  seems 
to  be  a major  issue.  Although  HMOs  restrict  a 
patient’s  choice  of  doctors,  studies  have  generally 
shown  that  HMO  care  is  as  good  as  other  care. 
And  doctors,  who  are  watching  their  numbers  in- 
crease faster  than  the  size  of  the  population,  may 
find  the  market  share  offered  by  HMOs  more  and 
more  attractive.” 

Another  Reason  for  Retreat 

It  is  really  not  important  whether  I personally 
like  the  emergence  of  alternative  health  care  sys- 
tems; it  is  important  for  this  Association  to  un- 
derstand that  many  physicians  will  desire  to 
remain  a part  of  Organized  Medicine  and  to 
participate  in  these  alternative  health  care  sys- 
tems. Again,  our  response  and  planning  for 
these  changes  should  be  one  of  the  topics  dis- 
cussed in  the  retreat  which  I have  suggested. 

I again  want  to  thank  you  for  the  opportunity 
of  serving  as  your  President.  This  is  an  honor 
which  I shall  always  remember.  I appreciate  the 
support  of  the  Executive  Committee  and  Coun- 
cil. You  have  been  most  helpful  and  responsible 
for  whatever  success  we  have  enjoyed.  You  also 
have  been  tolerant  of  my  mistakes.  I can  assure 
you  that  I have  done  the  very  best  that  I could. 
I wish  Doctor  Roncaglione  and  the  State  Associa- 
tion much  success  during  the  coming  years. 
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Morgantown 
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The  latest  available  data  are  presented  on 
cancer  in  West  Virginia.  Only  mortality  data 
are  available.  Whereas  the  state  as  a whole,  for 
all  cancers,  is  at  the  national  average,  there  are 
counties  with  high  rates  for  individual  cancers; 
and  Ohio  County  has  been  high  for  all  cancers. 
Lung  cancer  occurs  most  frequently,  especially 
in  the  southern  counties.  Priorities  for  activity 
in  cancer  control  are  presented. 

Tnformation  on  cancers  in  West  Virginia  is 
-*•  confined  to  mortality  data.  There  currently 
is  no  information  on  new  cases  (incidence  rate). 
The  picture,  therefore,  that  we  have  on  cancers 
in  West  Virginia  may  not  be  altogether  accurate 
in  that  a high  mortality  may  be  due  to  three 
possible  causes:  there  is  indeed  a higher  inci- 
dence; or  cases  are  found  later  and  therefore 
die  of  the  condition  more  readily;  or  the  methods 
of  management  are  less  effective  than  those  used 
elsewhere.  A high  mortality  rate,  therefore,  indi- 
cates only  that  the  number  of  deaths  is  high,  not 
that  there  necessarily  are  more  cases. 

With  this  proviso  in  mind,  it  is  nevertheless 
useful  to  look  at  mortality  from  cancers  in  West 
Virginia  in  recent  years  for  two  reasons:  1.  ) to 
look  for  trends  over  time,  and  2. ) to  look  for 
“hot  spots”  in  the  state  where  cancer  mortality 
is  a special  problem. 

Data  provided  by  the  State  Health  Planning 
and  Development  Agency  of  the  West  Virginia 
Department  of  Health  have  been  analyzed  by  one 
of  us  ( LN  I . The  mortality  data  are  presented  as 
standardized  mortality  ratios  ( SMR) ; that  is,  the 
West  Virginia  rate  is  compared  with  the  national 
rate  and  is  found  to  be  high  when  the  SMR  is 
greater  than  1.00,  and  low  when  the  SMR  is  less 
than  1.00.  The  rate  is  significantly  high  or  low 
if  the  95-per  cent  confidence  limits  do  not  extend 
across  the  1.00  line.  The  standardization  is  done 
by  age,  sex  and  race. 

Time  Trend 

Cancers  in  West  Virginia  occurred  at  about 
the  same  frequency  as  in  the  country  as  a whole. 


both  in  the  five-year  period,  1968-72,  and  in 
1973-77  ( Table  1 ) . There  were  some  differences 
by  cancer  group,  however,  with  respiratory 
cancers  being  high  in  both  periods,  and  digestive 
and  breast  cancers  low  in  both  periods;  the 
grouping,  “all  other  cancers,”  was  high  in  the 
later  period.  Of  all  these  SMRs,  the  high  rates 
of  lung  cancer  and  the  low  rates  of  breast  cancer 
stand  out.  During  1984,  data  for  1978-82  will 
become  available  for  comparison. 

Counties  With  High  Rates 

Ohio,  Brooke,  Marion,  Cabell,  Logan,  Mingo, 
Kanawha,  Fayette  and  Raleigh  Counties  all  had 
high  SMRs  for  respiratory  cancers  in  the  earlier 
period,  but  in  the  late  period  only  Cabell,  Logan, 
Mingo,  Kanawha  and  Fayette  remained  high 
( Figure  1 ) . 

TABLE  1 


SMR  for  Cancers,  West  Virginia,  1968-72  and  1973-77 


1968-72 

1973-77 

Malignant  Neoplasm  total 

1.00 

0.99 

Digestive 

0.94  (0.97) 

0.90  (0.92) 

Respiratory 

(1.09)  1.13 

(1.05)  1.08 

Breast 

0.79  (0.84) 

0.83  (0.88) 

Genital 

(0.99)  1.03 

1.00 

Urinary 

0.92  (0.99) 

0.94  (1.01) 

Leukemia 

(0.93)  1.01 

0.95  (1.02) 

All  other 

(1.00)  1.04 

(1.05)  1.08 

Figures  in  brackets  refer  to  95-per  cent  confidence 
limits.  Brackets  on  the  left  refer  to  the  lower  limit;  those 
on  the  right,  to  the  higher  limit.  If  bracket  on  the  left  is 
above  1.00,  and  if  the  bracket  on  the  right  is  below  1.00, 
then  the  SMR  is  significantly  different  from  the  national 
rate. 


Figure  1.  High  SMR  lung  cancer.  West  Virginia 
Counties,  1968-1977. 
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For  genital  cancers  (Figure  2)  the  picture  is 
spotty:  in  the  earlier  period  Ohio  and  Mineral 
counties  were  high,  but  in  the  later  period 
Webster  and  Logan  appeared  high.  For  breast 
cancers  there  were  no  high  counties  in  the  later 
period,  and  only  Ohio  and  Pendleton  counties 


LE8END:  CANCER  U////i  HIGH  1968-1972  1 I LOU 

l_J  HIGH  1973-1077 

Figure  2.  High  SMR  genital  cancer,  West  Virginia 
Counties,  1968-1972  and  1973-1977. 


Figure  3.  High  SMR  breast  cancer.  West  Virginia 
Counties,  1968-1972  and  1973-1977. 


LE90€>  CANCER  iJJjJJl  HIGH  1968-1972  HIGH  ALL  PERIODS 

3 HIGH  1973-1977  t I i nu 

Figure  4.  High  SMR  digestive  cancer.  West  Vir- 
ginia Counties,  1968-1972  and  1973-1977. 


in  the  earlier  period  (Figure  3).  For  both  these 
cancers,  the  presence  of  counties  with  small  popu- 
lations suggests  a chance  occurrence. 

For  digestive  cancers  the  high  counties  in  the 
earlier  period  were  Ohio  and  Marshall;  in  the 
later  period,  Hancock  and  Ohio  (Figure  4). 
This  grouping  might  suggest  a common  factor 
such  as  the  Ohio  River  from  which  many  of  these 
counties’  inhabitants  get  their  water  supply. 

The  only  county  with  a high  SMR  for  urinary 
cancer  was  Ohio  in  the  earlier  period  only 
( Figure  5 ) . 

For  “all  other  cancers”  the  distribution  was 
spotty,  and  no  county  was  represented  in  both 
periods  I Figure  6 ) . Some  of  the  counties  have 
small  populations. 


It  is  noteworthy  that  Ohio  County  had  a high 
SMR  for  each  of  these  cancers  in  at  least  one  of 
the  periods. 


Figure  5.  High  SMR  urinary  cancer.  West  Vir^ 
ginia  counties,  1968-1972  and  1973-1977. 
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HIGH  1073-1077 

Figure  6.  High  SMR  all  other  cancer.  West  Vir- 
ginia counties,  1968-1972  and  1973-1977. 
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Recent  Data  by  Cities 

Data  for  1978-82  are  available  by  cities  in 
West  Virginia  by  cancer  groupings  and  by  sex 
(Tables  2 and  3).  The  rates  with  an  asterisk 
(Tables  2 and  3)  are  those  that  are  significantly 
higher  or  lower  than  the  national  rates  for  1978. 
For  males  there  are  no  rates  that  are  significantly 
lower,  but  six  cities  have  high  overall  cancer 
rates,  five  of  which  are  significantly  higher  for 

TABLE  2 
MALE 

Age-Sex  Standardized  Mortality  Ratios’  1978-82 


Malignant  Neoplasins 


Total 

Digestive 

Respiratory 

Genitourinary 

All  Other 

Chtr1 eston 

1.29* 

0.94 

1.53* 

1.03 

1.52* 

Mrtinsburg 

1.26* 

0.95 

1.34* 

1.60* 

1.22 

F«1nK0t 

1.25* 

1.29 

1.19 

0.90 

1.57* 

Huntington 

1.25* 

1.02 

1.64* 

0.99 

1.12 

Wheeling 

1.21* 

1.03 

1.39* 

1 .06 

1.22 

St.  Albens 

1.21 

1.26 

1.20 

1.21 

1.16 

Parkersburg 

1.19* 

1.22 

1.47* 

0.89 

0.99 

Morgantown 

1.17 

1.36* 

1.10 

0.76 

1.34 

Beckley 

1.14 

1.28 

1.05 

1.30 

0.97 

Clarksburg 

1.09 

1.07 

1.09 

0.93 

1.21 

Moundsville 

1.07 

0.69 

1.36 

1.34 

0.87 

Bfuefleld 

1.05 

0.68 

0.97 

1 .02 

1.40* 

Weirton 

1.01 

0.72 

1.21 

0.92 

1.16 

S.  Charleston 

0.96 

0.87 

0.85 

1.16 

1.08 

Vienna 

0.86 

0.72 

1.31 

0.63 

0.49 

“Significantly  different  from  the  national  rate  at  the  95- 
per  cent  confidence  level. 

’Indirect  method  using  the  1978  U.  S.  rates. 


TABLE  3 
FEMALE 

Age-Sex  Standardized  Mortality  Ratios’  1978-82 


Malignant  Neoplasms 


Total 

Digestive 

Respiratory 

Genitourinary 

All  Other 

S.  Charleston** 

1.28* 

1.02 

1.77* 

1.12 

1.35* 

Wheel 1ng 

1.16* 

0.98 

1.30* 

1 .20 

1.23* 

Charleston 

1.15* 

1.07 

1.56* 

0.98 

1.14 

Huntington 

1.12* 

0.92 

1.61* 

1.01 

1.14 

Clarksburg 

1.06 

0.91 

1.36 

1.00 

1.09 

Beckley 

1.05 

1.04 

1.38 

1.27 

0.88 

Fairmont 

1 .04 

1.02 

1.43 

0.85 

0.99 

Moundsville 

1 .04 

1.22 

1 .51 

1.02 

0.77 

Morgantown 

1.03 

0.92 

0.67 

1.01 

1.22 

Parkersburg 

1.01 

0.84 

1.81* 

0.90 

0.91 

St.  Albans 

1.00 

1.03 

0.86 

0.99 

1.03 

Weirton 

0.98 

0.97 

0.91 

1.04 

1.00 

Martinsburg 

0.94 

0.76 

1.16 

1.01 

0.97 

Bluefleld 

0.75* 

0.42* 

1.00 

0.79 

0.88 

Vienna 

0.70* 

0.66 

0.93 

0.93 

0.57* 

’Indirect  method  using  the  1978  U.  S.  rates. 

“Significantly  different  from  the  national  rate  at  the  95- 
per  cent  confidence  level. 

““Probably  due  to  a data  artifact. 


respiratory  cancers  and  two  of  which  are  signifi- 
cantly high  for  “all  other  cancers”  (Table  2). 

For  females  two  cities  have  significantly  low 
rates,  and  four  significantly  high  rates,  all  of 
which  also  are  significantly  high  for  respiratory 
cancers,  and  two  of  which  are  significantly  high 
for  “all  other  cancers”  (Table  3).  South 
Charleston’s  high  rate  for  women  appears  to  be 
an  artifact  related  to  elderly  women  retiring  from 
other  communities  to  a particular  housing  setting. 
The  high  rates  for  Charleston,  Wheeling  and 
Huntington  for  both  males  and  females  would 
be  expected  from  earlier  years’  data,  but  the  high 
rates  for  males  in  Martinsburg,  Fairmont  and 
Parkersburg  were  not  predictable. 

Discussion 

These  data  were  collected  and  are  presented  in 
order  to  set  priorities  for  cancer-control  activities 
in  West  Virginia.  Clearly  the  first  important 
thrust  should  be  targeted  to  cancers  that  occur 
with  above-average  frequency  and  in  counties 
that  stand  out  as  “hot  spots.” 

The  first  priority,  therefore,  may  be  seen  to 
be  respiratory  cancers  in  many  of  the  counties  in 
the  southern  part  of  the  state.  The  generally 
recognized  factor  of  greatest  importance  is 
cigarette  smoking.  Since  early  detection  and 
improved  management  of  established  cases  have 
been  shown  to  be  of  comparatively  little  value, 
the  only  program  likely  to  be  effective  would  be 
a drive  to  combat  cigarette  smoking  and  the  use 
of  tobacco  in  other  forms. 

A second  priority  is  to  study  in  greater  depth 
the  situation  in  Ohio  County  since  there  have 
been  high  rates  for  all  the  cancers  during  the 
past  15  years.  One  study  on  chlorophenols  in 
the  Ohio  River,  ^ conducted  by  the  State  Depart- 
ment of  Health,  demonstrated  a marked  drop  in 
their  presence  during  the  1950s.  This  would  fit 
in  with  the  pattern  of  falling  frequency  in  diges- 
tive cancers  in  the  period  studied.  A study  of  the 
stages  of  the  cancers  at  the  time  of  detection  also 
may  be  profitable  to  see  if  screening  efforts 
should  be  intensified. 

The  State  Department  of  Health  recently  has 
had  the  law  changed  as  regards  required  report- 
able  diseases.  Cancers  shortly  will  become  report- 
able.  The  goal  is  to  collect  minimal  data  — sites, 
hospital  where  treated,  age,  sex,  race  and  place 
of  residence  — so  that  cases  of  cancer  when  first 
diagnosed  can  be  studied  for  evidence  of  cluster- 
ing, either  by  family,  by  place  of  residence  or  by 
occupation. 
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Public  Educaton 

A second  important  thrust  that  needs  to  be 
developed  in  the  state  is  a concerted  effort  to 
reduce  the  occurrence  of  cancers  at  an  advanced 
and  inoperable  stage  when  first  presented.  This 
can  be  done  by  improving  public  education  of 
the  early  warning  signs  and  by  increasing  the 
coverage  of  screening  and  early  detection 
methods  such  as  breast  self-examination,  within 
the  state. 

The  third,  necessary  focus  is  to  institute  a 
concerted  effort  by  surgeons,  radio-therapists  and 
oncologists  to  use  the  most  modern  treatment 
protocols  for  all  the  cancer  patients  in  the  state. 
The  model  program  to  be  emulated  is  the 
perinatal  collaborative  program  which  has  been 
so  successful  in  reducing  infant  mortality  in 
recent  years  from  highest  in  the  nation  to  better 
than  the  national  average. 

This  three-pronged  approach  represents  the 
current  state  of  the  art  in  cancer  control.  The 
state’s  compact  nature  and  the  excellent  inter- 


personal relationships  that  exist  within  its  borders 
are  potent  factors  that  may  make  it  possible  for 
West  Virginia  to  achieve  a model  cancer  control 
program. 
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Appendix 

Selected  items  from  the  Cancer  Chapter  of  the  State 
Health  Plan  for  West  Virginia: 

1.  There  will  be  or  has  been  established  (by  July, 
1982)  a statewide  Cancer  Control  Council  (objective  CH 
1-1). 

2.  By  1986,  all  county  school  systems  will  have  10 
hours  of  cancer  instruction  in  the  curriculum  (objective 
CH  2-1). 

3.  There  will  be  planned  adult  education  programs 
(goal  CH  2). 

4.  Cigarette  smoking  will  be  reduced  (objective  CH 
3-1). 

5.  Breast,  cervical,  oral  and  colon-rectum  cancer 
screening  will  be  readily  available  (goal  PD  2). 

6.  Larger  acute  care  hospitals  will  have  a cancer  pro- 
gram approved  by  A.C.S.  (objective  DT  1-1). 
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A New  Indication  For  The  Lapides  Vesicostomy 


ELI  F.  LIZZA,  M.  D. 

STANLEY  J.  KANDZARI,  M.  D. 

GARY  A.  BAILEY,  M.  D. 

Department  of  Urology,  West  Virginia  University 
Medical  Center,  Morgantown 


A new  indication  for  the  use  of  the  Lapides 
cutaneous  vesicostomy  is  presented.  A patient 
with  chronic  renal  failure  and  intractable  urethral 
strictures  is  satisfactorily  converted  from  a 
chronic  indwelling  suprapubic  cystostomy  tube 
to  a cutaneous  vesicostomy  for  minimal  bladder 
drainage.  Indications  and  problems  associated 
with  a cutaneous  vesicostomy  are  discussed. 

A cutaneous  vesicostomy  fashioned  after  the 
technique  of  Lapides'  is  employed  to  replace 
a chronic  suprapubic  cystostomy  tube  in  a pa- 
tient with  chronic  renal  failure.  Because  of  the 
patient’s  chronic  urethral  strictures,  he  was 
forced  to  undergo  suprapubic  urinary  diversion 
for  the  five  to  10  cc’s  of  fluid  that  collected  in  his 
bladder  daily.  After  many  unhappy  years  of 
wearing  a suprapubic  tube,  the  patient  is  more 
comfortable  and  feels  more  socially  acceptable 
with  a cutaneous  vesicostomy. 

Case  Report 

D.  W.  presented  at  age  39  with  a history  of 
intermittent  urinary  tract  infections  over  the 
previous  20  years.  Since  the  patient  experienced 
reflux  into  a solitary  pelvic  horseshoe  kidney,  he 
developed  chronic  renal  insufficiency.  Because 
of  severe  posterior  urethral  strictures  that  devel- 
oped during  his  long  history  of  urinary  tract  in- 
fections, the  patient  required  a suprapubic  cath- 
eter for  bladder  drainage.  At  age  29  an  open 
cystostomy  was  performed.  By  the  age  of  30  the 
patient  required  chronic  dialysis;  his  bladder 
continued  to  drain  approximately  10  to  20  cc’s 
of  fluid  a day.  This  fluid  was  chronically  infect- 
ed with  Pseudomonas  aeruginosa  and  harbored  a 
foul  odor. 

The  patient  presented  for  evaluation  and  pos- 
sible removal  of  the  suprapubic  tube.  The  cath- 
eter had  to  be  changed  monthly  and  the  patient 
wore  a leg  bag.  The  tubing  and  leg  bag  were 
uncomfortable  and  difficult  to  conceal;  the  cys- 
tostomy site  was  fraught  with  strictures. 

Upon  evaluation  the  patient  was  noted  to  have 
a stricture  throughout  the  entire  posterior  urethra 
with  a pin-hole  opening.  Because  of  multiple 
medical  problems  including  hypertension  and 


severe  coronary  artery  disease,  the  patient  was 
not  a candidate  for  renal  transplantation  or  ure- 
thral reconstruction.  Because  of  the  persistent 
leakage  of  infected  urine,  it  was  felt  that  the  pa- 
tient required  long-term  bladder  drainage.  To 
achieve  this,  a cutaneous  vesicostomy  was  per- 
formed utilizing  the  method  described  by  La- 
pides.' After  appropriate  antibiotic  therapy,  a 
cutaneous  vesicostomy  was  fashioned  through  a 
Pfannenstiel  incision  utilizing  an  inferiorly-based 
skin  flap  and  a posteriorly-based  bladder  flap. 
Postoperatively  the  patient  did  well,  requiring  no 
external  equipment  other  than  a 4 x 4 gauze  that 
he  changes  daily.  After  one  year  of  followup,  he 
is  able  to  lead  a more  normal  life  and  is  quite 
satisfied  with  the  results. 

Discussion 

Tubeless  urinary  drainage  of  the  bladder  was 
first  proposed  by  Blocksom^  in  1957.  In  this 
technique  the  bladder  is  brought  out  to  the  skin 
of  the  abdomen.  The  bladder  is  sutured  at  the 
level  of  the  anterior  fascia  and  also  to  the  skin. 
Although  this  operation  is  frequently  utilized  for 
urinary  diversion  in  the  male  infant  with  neu- 
rogenic bladder,  it  is  associated  with  several 
problems  when  used  as  a permanent  method  of 
urinary  diversion.  These  include:  poor  vesicle 
emptying,  chronic  urinary  tract  infection,  cal- 
culus formation,  and  stomal  stenosis. 

In  an  attempt  to  overcome  some  of  these  diffi- 
culties, Lapides'  introduced  the  technique  for 
cutaneous  vesicostomy  which  utilizes  a flap  of 
bladder  sewn  to  the  skin  and  a flap  of  skin  sewn 
to  the  bladder.  This  method  alleviates  stricture 
formation  at  the  stomal  site.  Other  problems 
such  as  urinary  stasis  and  calculus  formation  still 
persist.  Original  indications  for  this  procedure 
include:  irremediable  urethral  obstruction  from 
stricture  or  prostatic  carcinoma,  neurogenic  blad- 
der, and  prostatism  associated  with  uremia. 
With  current  advances  in  the  use  of  percutaneous 
suprapubic  cystostomy  drainage  and  visual  ure- 
throtomy, the  use  of  Lapides  vesicostomy  has 
become  infrequent.  Indeed,  many  of  the  patho- 
logical processes  are  amenable  to  the  simpler 
therapeutic  modalities. 

Conclusion 

In  the  case  presented  the  simpler  forms  of 
treatment  could  not  be  employed  satisfactorily. 
The  patient’s  urethral  strictures  were  recurrent 
and  refractory  to  operative  intervention.  The 
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lack  of  urinary  flow  most  likely  contributed  to 
the  ultimate  failure  of  attempts  at  excision  of  the 
stricture.  The  patient  had  utilized  an  indwelling 
suprapubic  tube  to  drain  his  bladder  of  approxi- 
mately five  to  10  cc’s  a day.  This  technique  was 
fraught  with  several  persistent  problems  includ- 
ing stenosis  of  the  suprapubic  tract  that  required 
frequent  revision  and  dilatation  and  chronic 
Pseudomonas  aeruginosa  urinary  tract  infection. 
This  presented  a major  problem  for  the  patient 
who  also  was  being  treated  with  chronic  hemo- 
dialysis for  his  renal  failure.  The  patient  also 
found  the  suprapubic  tube  and  leg  bag  cumber- 
some, uncomfortable  and  socially  crippling. 

Since  the  creation  of  his  cutaneous  vesicosto- 
my,  the  patient  has  been  able  to  keep  himself  dry 
utilizing  a 4 x 4 gauze  pad  which  he  tapes  over 
the  vesicostomy  stoma.  He  changes  the  pad  once 
daily  and  he  remains  dry  24  hours  a day.  He 
finds  this  situation  much  more  convenient,  com- 
fortable and  socially  acceptable. 

A new  indication  for  the  use  of  the  Lapides 
cutaneous  vesicostomy  has  been  presented.  In 


this  specific  case  of  chronic  renal  failure  and 
chronic  urethral  strictures,  the  cutaneous  vesi- 
costomy provided  a beneficial  therapeutic  al- 
ternative for  a patient  who  was  not  a candidate 
for  renal  transplantation.  It  is  understood  that 
this  particular  combination  of  problems  leading 
to  the  use  of  the  cutaneous  vesicostomy  may 
rarely  be  found  in  practice.  It  is  hoped  that 
this  case  presentation  may  stimulate  the  reader 
to  keep  this  procedure  in  mind  when  dealing 
with  obstructive  uropathy.  The  urologist  should 
have  as  many  potential  solutions  in  his  armamen- 
tarium to  select  from  as  possible.  When  properly 
employed  the  cutaneous  vesicostomy  can  be  a 
viable  and  beneficial  solution  to  difficult  urologic 
problems. 
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Book  Offers  Sex  Information  For  Children 

Anew  American  Medical  Association  publication  fills  the  critical  need  for  information  phy- 
sicians, parents  and  teachers  can  use  to  help  children  avoid  molestation  and  sexual  abuse. 
Sex  Talk  for  a Safe  Child,  written  by  Loyola  University  (Chicago)  psychiatrist  Domeena  C. 
Renshaw,  M.  D.,  is  a coloring-book-style,  “read  aloud”  book  designed  to  teach  children  about 
both  healthy  and  “mixed  up”  sexuality.  To  order,  send  $3.00  (which  includes  postage  and 
handling)  to  Order  Department  OP-234,  American  Medical  Association,  P.O.  Box  10946, 
Chicago,  Illinois  60610. 


November,  1984,  Vol.  80,  No.  11 


249 


In  My  Opinion 


WRINGER  WASHERS  AND  SALT-LICK  GOITER: 
A CASE  FOR  RURAL  MEDICINE 


A year  after  I began  practice  in  rural  West 
Virginia,  a young  lady  came  into  my  office  hold- 
ing a tender  right  arm.  She  had  caught  it  in  the 
wringer  of  a washing  machine.  Despite  the  re- 
quired safety  release,  the  injury  was  significant. 
I was  concerned,  not  only  about  permanent  loss 
of  function,  but  because  I had  just  seen  a little 
boy  with  the  same  kind  of  accident.  I vaguely 
remembered  warnings  I heard  as  a child,  in  the 
1950s,  about  the  dangers  of  playing  with  the 
wringer  on  the  washing  machine. 

hen  most  washers  had  wringers  there  was  a 
low-grade  but  persistent  effort  to  warn  children 
and  parents.  In  rural  West  Virginia  most  wash- 
ers still  do  have  wringers.  The  laundromats 
which  have  replaced  older  washers  in  the  city  are 
rare  here  in  the  country.  Wringers  persist. 

ringer  injuries  persist.  The  education,  the 
warnings,  have  stopped.  They  stopped  when  the 
wringer  washers,  and  their  threat  to  urban  chil- 
dren, disappeared  from  the  cities. 

Five  years  ago  I saw  a little  boy,  a two-year- 
old,  who  was  growing  poorly.  He  had  many  signs 
and  symptoms  of  vague  ill  health.  In  addition  to 
serveral  mildly  abnormal  laboratory  values,  he 
had  an  elevated  serum  lead  level.  He  had  none  of 
the  classic  findings  of  overt  lead  toxicity  except  a 
mild  anemia. 

During  the  following  year,  with  the  help  of  Dr. 
John  Brough  and  others  at  the  State  Hygienic 
Laboratory,  we  screened  hundreds  of  rural  chil- 
dren for  elevated  blood  lead.  The  disease  was  un- 
common, but  it  existed — far  from  tenements  or 
lead-based  paint.  The  cases  bear  little  resem- 
blance to  descriptions  in  Nelson’s  Textbook  of 
Pediatrics. 

The  probable  sources  of  lead  are  related  to 
rural  ways  of  living.  Lead  in  putty  and  glass  in 
deteriorating,  abandoned  houses  and  barns  is 
available  to  children  who  play  in  the  rubble. 
Roadside  tar  containing  lead  is  chewed  by  little 
boys  emulating  their  fathers  and  brothers.  Gutter- 
pipe  linked  by  lead  solder  carries  water  to  back 
porches.  Burning  car  batteries  remains  common. 
The  expression  of  the  disease  is  simply  a differ- 
ent one  than  that  described  in  the  textbooks. 
They  describe  an  urban  disease,  with  urban 


causes.  Our  lead  poisoning  belongs  to  us,  with 
West  Virginia  sources.  It  remains  poorly  de- 
scribed. 

I saw  an  entire  family  with  goiters  over  several 
years.  They  live  in  a remote  part  of  Lincoln 
County.  Despite  the  goiters,  they  are  essentially 
healthy  folk.  I had  read  little  about  hereditary 
goiter,  but  I assumed  that  was  occurring  in  this 
family.  Iodine  deficiency  may  have  had  early  ef- 
fects on  the  older  members,  but  no  one  has  es- 
caped the  protection  of  iodized  salt.  No  one  is 
that  remote.  A dietary  history  didn’t  help.  Goi- 
trogens  were  an  interesting  possibility,  but  these 
people  were  eating  as  their  neighbors  eat.  At 
least,  I thought  so. 

One  day  a patient  described  his  habit  of  divid- 
ing the  salt  blocks  used  for  livestock  and  keeping 
part  for  his  own  kitchen.  I asked  if  saltblocks 
were  iodized  and  was  told  that  some  were  not. 
My  family  with  goiters,  it  turned  out,  had  used 
saltblocks  without  iodine  for  many  years  as  table 
salt. 

I cannot  say  that  the  use  of  salt  blocks  caused 
the  goiters  in  this  family.  They  had  since  stopped 
the  practice  and  were  all  in  normal  thyroid  lab- 
oratory status.  I am  fascinated  by  the  possibility. 

Rural  people  live  differently.  The  difference 
is  not  as  great  as  it  was,  but  it  is  real.  Health 
and  disease  are  grounded  not  only  in  the  biology 
of  our  species,  but  in  our  chosen  environments 
and  behaviors.  We  are,  by  and  large,  educated 
in  caring  for  urban  and  suburban  people.  Those 
of  us  who  choose  to  live  and  practice  in  rural 
areas  must  adapt.  Where  we  find  differences  we 
must  describe  them,  share  them,  and  appreciate 
them. 

Robert  B.  Walker,  M.  D. 

Associate  Professor  of 
Family  and  Community  Health, 
Marshall  University  School  of 
Medicine,  Huntington 


We  welcome  contributions  to  In  My  Opinion.  Sub- 
missions should  be  addressed  to  Stephen  D.  Ward, 
M.  D.,  Editor,  The  West  Virginia  Medical  Journal, 
Box  1031,  Charleston,  West  Virginia  25324. 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic®  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobannate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia  Pa  19101 
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See  important  information  on  next  page 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic " 

(meprobamate  with  aspirin)e  Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pam  accom- 
panied by  tension  and  or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  m these  situations  relief  of 
pam  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  m long-term  use,  i e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodoi 
mebutamate.  or  carbromal 
WARNINGS 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia,  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  hfe-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics ar>d  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusionai  slates, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  t2  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  t to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  substituted  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  lor  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION; 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordiazepoxide.  and 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  In  several  stud- 
ies. Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  In  umblHcal-cord  blood  at 
or  near  maternal  plasma  levels  and  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  Is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  In 


breast  milk  as  compared  to  maternal 

plasma  levels 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 
PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  m elderly  and'or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  m 
its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  bo  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS 
ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses,  eosi- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol.  artd  cross-sensitivity  between  mepro- 
bamate mebutamate  and  meprobamate 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema.  broncfK>spasm.  oliguria,  and 
anuna  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC")  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVEROOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomilir>g  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
ihrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  m the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  lertgth  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  biood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mitd-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  m stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Aikaiinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  lOO.  Redipak®  strip 
pack  25  s.  Redipak®  unit  dose  lOO  s.  individ- 
ually wrapped 
Cl  3343-1  9'6  63 
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A Continuing  Medical  Education  Event! 

The  18th  Mid -Winter  Clinical 
Conference 

Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  25-27,  1985 

West  Virginia  State  Medical  Association 
West  Virginia  University  School  of  Medicine 
Marshall  University  School  of  Medicine 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  William  O.  McMillan,  Jr.,  M.  D.,  of  Charleston.  Other  members  of 
the  Program  Committee  are  Joseph  T.  Skaggs,  M.  D.,  and  C.  Carl  Tully,  M.  D.,  both  of  Charleston; 
Maurice  A.  Mufson,  M.  D.,  Huntington;  Robert  H.  Waldman,  M.  D.,  Morgantown,  and  Richard  C.  Starr, 
M.  D.,  Beckley. 

THE  ADVANCE  REGISTRATION  FEE  is  $60;  $75  at  the  registration  desk.  Please  make  checks  pay- 
able to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  The  program  has  been  approved  for  14  hours  of  Category  I CME  credit,  and 
AAFP  Prescribed  Credit  has  been  requested. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reser\ation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  be  made  by  January  4.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  with  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Chnical  Conference.  Group  rates  are  $54  for  a single  room  and 
$62  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VIR- 
GINIA STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  1031,  CHARLESTON,  W.  VA.  25324. 


Please  register  me  for  the  18th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  25-27,  1985. 
My  $60  registration  fee  (is  not)  enclosed. 


Name  {please  print)  Specialty 


Address  City 


November,  1984,  Vol.  80,  No.  11 


251 


The  President’s  Page 

Guest  Author 

Esther  H.  CMrs.  Harry  S.,  Jr.')  Weeks,  President 
Auxiliary  to  the 

West  Virginia  State  Medical  Association 


CALL  ON  US  FOR  HELP! 


'^HANK  you  for  the  privilege  of  being  guest 
author  for  your  President’s  Page. 

Your  Auxiliary  is  hard  at  work,  and  I’d  like  to 
share  with  you  our  main  emphases:  membership, 
health  projects,  education  and  legislation. 

Membership  is  of  crucial  importance,  for  if 
we’re  to  be  your  Auxiliary,  your  spouse  must 
join  our  ranks.  Yes,  we’re  a social  group  but 
we’re  much,  much  more.  We’re  the  support 
group  for  the  medical  family  and  a public  rela- 
tions plus  for  the  medical  image  in  the  com- 
munity. 

Under  the  umbrella  of  “Shape  Up  For  Life,” 
National’s  Health  Project  this  year  is  continu- 
ing the  theme  of  Child  Abuse  with  the  emphasis 
to  improve  prenatal  and  postnatal  care  and  to 
intervene  in  the  vicious  cycle  of  children  having 
children  with  no  idea  of  how  to  care  for  them. 
We  will  be  having  a seminar  in  March  on  this 
subject,  and  each  county  auxiliary  is  charged 
to  do  a health  project  as  a part  of  its  year’s  pro- 
gramming. 


Many  of  you  who  have  received  benefits  from 
AMA-ERF  while  in  medical  school  know  the 
importance  of  this  fund.  Last  year  we  contribut- 
ed $27,650.17  to  AMA-ERF  in  addition  to  tbe 
bequest  from  the  widow  of  C.  Clyde  Coffindaffer, 
M.  D.,  of  $440,000.  We  work  hard  for  AMA- 
ERF  but  we  also  have  a Health  Careers  Loan 
Fund  for  the  West  Virginia  youth  seeking  train- 
ing in  a health-related  field. 

The  problems  facing  us  this  year  go  beyond 
the  normal  range  of  Auxiliary  activities.  We  all 
are  feeling  the  many  pressures — rapid  change, 
economic  stress,  malpractice  threats  and  govern- 
ment intrusion — and  we  must  be  ready  to  meet 
these  challenges.  I was  pleased  by  your  response 
to  WESPAC  this  year  but  the  job  is  not  finished 
with  the  election.  Get  to  know  your  legislators; 
tell  them  the  problems  and  concerns  facing  doc- 
tors. Your  Auxiliary  bas  a legislative  alert  sys- 
tem througout  the  state,  and  is  prepared  to  help 
you  in  dealing  with  the  Legislature.  Call  on  us! 
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The  West  Virginia  Medical  Journal 


The  ViiglDia  riedical  Journal 

Editorials 

The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements  made  by  authors  or 
in  communications  submitted  to  this  Journal  for  publication.  The  author  shall  be  held  entirely  responsible. 
Editorials  printed  in  The  Journal  do  not  necessarily  reflect  the  official  position  of  the  West  Virginia  State 
Medical  Association. 


Changes  in  medical  care  cost  inflation  rates 
and  hospital  ulilization  rates  are  the  subject  of 
analysis  or  speculation  for  some  and  the  source 
of  hope  or  anxiety  for  many.  Patients  seem  to 
have  gone  into  hiding. 

Hospital  utilization  rates  have  plummeted. 
Even  the  busiest  hospitals  have  seen  a 10-per  cent 

drop  in  their  total  pa- 
WHERE  HAVE  ALL  tient  days.  Some  say 
THE  PATIENTS  GONE?  this  proves  the  effective- 
ness of  cost  control 
measures  such  as  the  hospital  Cost  Control  Com- 
mission, and  Prospective  Payment  Systems  such 
as  the  DRG  system. 

You  might  be  a bit  premature,  however,  in 
concluding  that  this  drop  in  patient  demand  is 
attributable  to  any  one  sector  or  even  any  com- 
bination of  a relative  few  of  those  forces  which 
have  been  applied  to  the  medical  care  cost  spiral. 

The  National  Conference  of  State  Legislatures, 
in  early  October,  released  the  results  of  a survey 
which  indicated  that  more  than  800  state  pro- 
grams alone  had  been  instituted  to  hold  down 
health  care  costs.  The  very  number  of  these 
would  tend  to  be  a measure  of  an  individual 
Lilliputian  effect.  But  like  the  Lilliputian  effort 
with  Gulliver,  the  total  effect  is  to  immobilize  the 
giant  medical  care  cost  surge. 

The  medical  care  cost  component  of  the  Con- 
sumer Price  Index  has  dropped  dramatically.  We 
are  pleased  to  see  these  figures  go  down  but,  at 
the  same  time,  we  are  concerned  about  what  must 
be  the  rising  cost  of  medical  care  cost  control 
systems.  Eight  hundred  government  programs  of 
any  kind  do  not  come  cheap.  We  never  hear 
about  these  costs.  Perhaps  they  are  listed  in  the 
medical  care  cost  column  itself.  If  this  be  so,  a 
cancer  has  been  grafted  onto  the  body  of  the 
medical  care  system  and  is  now  feeding  on  the 
entrails  of  that  system. 


In  a way,  it  is  a bit  like  controlling  obesity  by 
inducing  cancer.  That  remedy,  too,  would  work, 
but  the  end  result  could  be  less  than  satisfactory. 
Although  the  final  messages  are  similar,  the  pro- 
motion of  cures  such  as  hospital  cost  contain- 
ment commissions  has  had  fewer  problems  than 
the  mythical  ad  agency  which  came  up  with  a 
new  slogan  in  their  tobacco  industry  campaign, 
“Cancer  is  good  for  you.” 

There  is  little  doubt  that  the  largest  factor  in 
taming  the  medical  care  cost  inflation  rate  has 
been  the  dramatic  reduction  in  the  Consumer 
Price  Index  from  near  20  per  cent  to  a near 
three  per  cent.  There  is  likewise  little  doubt  that 
unemployment  and  loss  of  hospitalization  bene- 
fits have  been  responsible  for  a significant  mod- 
eration in  demand  for  hospital  care.  This  simply 
confirms  that  first-dollar  medical  benefit  coverage 
stimulates  demand  beyond  any  ordinary  means 
of  control.  Such  an  effect  would  have  occurred 
under  these  economic  conditions  without  the 
simultaneous  imposition  of  a prospective  pay- 
ment system. 

An  additional  and  as  yet  little  noted  factor 
in  the  reduction  of  demand  for  hospital  beds  is 
the  increased  number  of  physicians  in  practice 
and  the  increased  number  of  them  who  use  their 
office  more  and  hospitals  less.  A new  phenom- 
enon seldom  observed  previously  is  the  family 
practitioner  with  a life  and  practice  unencumber- 
ed by  hospital  responsibilities. 

Where  have  all  the  patients  gone?  Don’t  ex- 
pect to  find  all  the  missing  in  one  place.  Medical 
care  costs  have  been  such  an  economic  and  such 
a political  problem  that  a lot  of  people  decided 
individually  to  fix  the  problem.  It  has  been  like 
target  practice  at  the  rifle  range.  Some  shots  hit 
the  target  but  it  is  hard  to  say  who  fired  them. 
In  the  meantime  patients  with  any  option  are 
staying  out  of  the  line  of  fire. 
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It’s  increasingly  clear,  literally  with  every 
passing  day,  that  more  and  more  roadblocks  are 
emerging  as  far  as  accessibility  of  millions  of 
Americans  to  quality  medical  care  is  concerned. 

The  American  Medical  Association’s  Execu- 
tive Vice  President,  James  H.  Sammons,  M.  D., 
told  the  Maryland  Chapter  of 
A BLEAK  FUTURE  the  American  College  of  Sur- 
geons that  the  Medicare  fee 
freeze  as  mandated  by  the  Deficit  Reduction  Act 
makes  it  economically  impossible  for  some  phy- 
sicians to  continue  treating  Medicare  patients. 

On  other  fronts,  new  and  critical  crises  which 
are  centered  around  ballooning  medical  malprac- 
tice insurance  premiums — and,  in  West  Virginia, 
continued  long  delays  in  payment  of  providers  by 
the  Department  of  Human  Services  under  the 
Medicaid  program — are  creating  additional  hur- 
dles to  provision  of  vital  health  and  medical  care 
services. 

With  respect  to  those  dependent  on  Medicare, 
physicians — for  the  limited  amount  of  reimburse- 
ment available — simply  cannot  provide  the  level 
and  kind  of  care  needed.  And,  as  Doctor 
Sammons  has  stressed,  if  physicians  are  forced  to 
withdraw  from  the  program,  patients  will  be 
denied  their  right  to  choose  wdiatever  physicians 
they  want. 

Current  law  prohibits  physicians  not  partici- 
pating in  Medicare  from  increasing  their  charges 
during  the  existing  freeze.  That  kind  of  eco- 
nomic restriction  does  not  apply  against  any 
other  element  of  the  economy,  and  is  clearly 
discriminatory. 

At  the  end  of  the  freeze,  physicians  who  par- 
ticipated will  have  their  customary  charge  pro- 
files raised,  which  will  allow  them  to  charge 
more  for  a service.  Because  Medicare  pays  80 
per  cent  of  the  approved  amount,  patients  of 
non-partieipating  physicians  will  be  reimbursed 
less  than  patients  of  partieipating  physicians  for 
the  same  servdce. 

Results  of  current  increases  in  malpractice 
premiums  that  can  amount  to  as  much  as  an 
astronomical  300  per  cent  can  be  equally  dis- 
astrous. In  increased  numbers,  physicians  can 
be  expected  to  cut  back  on  their  practices,  par- 
ticularly as  far  as  more  risky  procedures  are 
concerned.  That  means  increased  inaccessibility 
to  quality  care.  Defensive  medicine  and  related 
costs  become  more  and  more  of  a problem. 

As  for  Medicaid,  long-suffering  providers  of 
medical  and  health  care  need  no  further  evidence 
of  troubles  caused  by  inadequate,  much  less  long- 
delayed,  payment  for  services  rendered  those  in 
low  income  and  public  assistance  categories. 


Some  hospitals  in  the  state  were  complaining  in 
October  that  they  had  not  been  reimbursed  for 
services  rendered  in  February. 

At  some  point,  the  whole  system  of  govern- 
ment intervention,  regulation  and  inadequate 
reimbursement  must  reach  a breaking  point. 


There  is  no  “quick  fix”  to  the  current  problem 
of  increasing  health  care  costs.  The  reason  is 
obvious — too  many  factors  influence  such  costs. 
And  that  gives  rise  to  another  potential  negative 
in  the  form  of  a short-sighted  approach  to  a 
single  factor. 

Fred  Holt,  M.  D.,  a Republican  candidate  for 
the  State  Senate  from  Kanawha  County,  has  sug- 
gested that  trying  to  influence 
NO  'QUICK  FIX'  over-all  health  care  costs  by 
regulating  one  factor  — hos- 
pital rates  — is  an  example  of  such  an  approach. 

Doctor  Holt  points  to  many  other  elements  that 
influence  health  care  costs  — technology,  infla- 
tion in  salary  and  equipment  costs,  defensive 
medicine,  an  aging  population  which  demands 
more  health  services,  the  third-party  reimburse- 
ment system  and  the  American  lifestyle. 

It  has  been  estimated,  the  Charleston  physician 
notes,  that  up  to  50  per  cent  of  health  care 
expenditures  are  for  diseases  caused  by  smoking, 
alcohol  and  preventable  trauma. 

The  state’s  Health  Care  Cost  Review  Authority 
as  created  by  a 1983  legislative  act  is  seen  by 
Doctor  Holt  as  “another  expanding  bureaucracy 
which  probably  will  increase  rather  than  decrease 
health  care  costs.”  He  contends  that  the  Fegis- 
lature  “should  resist  the  temptation  to  create 
commissions  to  try  and  solve  all  of  our  problems. 
We  need  less  government  and  more  efficiency  in 
government,  not  more  regulatory  commissions.” 

While  the  Fegislature  was  establishing  the 
HCCRA  to  regulate  hospital  costs,  it  ignored  a 
Sl-million  program  for  preventive  medical  serv- 
ices, Doctor  Holt  observes.  “I’d  call  that  mis- 
placed priorities,”  he  says. 


Cause  Of  Death  Often  Unclear 

The  Special  Article,  “The  Death  Certificate;  A Mirror 
of  Life,”  in  the  September,  1984,  issue  of  The  West  Vir- 
ginia Medical  Journal  is  not  fully  adequate  to  its  purpose. 
The  article  describes  in  plain  language  the  statements 
that  should  appear  in  the  labeled  blanks  of  the  death 
certificate.  The  article  does  not  address  the  fine  points 
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and  unclear  circumstances  faced  on  a daily  basis.  Several 
hypothetical  vignettes  follow  below  to  illustrate  confusing 
areas  which  I hope  the  authors  of  the  article  in  question 
would  be  willing  to  take  another  run  at. 

Case  1.  An  80-year-old  widowed  white  female  is  found 
by  neighbors  when  she  did  not  come  to  get  her  mail 
that  day.  She  had  apparently  died  during  her  sleep.  She 
lives  alone  and  there  are  no  witnesses.  She  had  been 
under  regular  care  of  a physician  for  mild  hypertension, 
and  when  last  seen  two  months  prior,  was  in  good 
health.  How  should  the  death  certificate  be  completed? 

Case  2.  A 56-year-old  white  male  is  found  to  have 
Duke’s  “C”  carcinoma  of  the  colon  at  resection.  One 
year  later,  he  is  found  to  have  multiple  metastases  to  tire 
liver,  and  subsequently  to  the  brain.  He  had  been 
hospitalized  frequently  in  his  final  six  months  of  life 
with  increasing  cachexia,  multiple  intercurrent  infections, 
and  finally  hospitalized  in  a comatose  state  for  one  week. 
He  had  an  anemia  of  chronic  disease,  syndrome  of  in- 
appropriate ADH  secretion,  protein  calorie  malnutrition 
and  mild  jaundice.  He  is  receiving  nasogastric  feedings 
and  was  considered  a “no-code”  patient  receiving  terminal 
care.  He  is  found  at  3 A.  M.  by  a member  of  the  nurs- 
ing staff  without  pulse  and  respiration  and  is  pronounced 
dead  by  the  Emergency  Room  physician  on  duty.  His 
most  recent  set  of  electrolytes  were  normal.  There  is 
no  particular  evidence  of  infection  at  tlie  time  of  death. 
Which  of  these  many  diagnoses  should  be  included  on 
the  death  certificate? 

Case  3.  A 75-year-old  male  is  a chronic  pulmonary 
cripple  with  black  lung  disease  and  emphysema.  He  takes 
oral  bronchodilators,  inhaled  bronchodilators  and  inhaled 
steroids  and  has  required  hospitalization  for  “tune-ups” 
about  four  times  a year.  He  has  continued  to  smoke. 
For  a week  or  two,  he  has  complained  of  not  feeling  well, 
has  had  poor  appetite  and  eaten  little,  but  has  otherwise 
been  unchanged.  He  had  refused  his  wife’s  attempts  to 
convince  him  to  return  to  the  doctor.  One  morning  he  is 
found  to  have  died  during  his  sleep.  How  should  his 
death  certificate  be  completed? 

As  the  above  cases  indicate,  some  people  really  do 
seem  to  die  of  “old  age.”  Yet,  what  physician  would 
want  to  risk  appearing  a simpleton  by  lisbng  this  com- 
mon lay  term  as  a “cause  of  death?”  At  other  times, 
patients  may  have  known  chronic  illnesses  but  be  in  a 
stable  clinical  condition.  Certainly  their  chronic  condition 
probably  in  some  fashion  contributed  to  the  death,  but 
in  what  way?  What  was  the  proximate  cause?  Then 
again,  there  is  the  patient  with  multiple  organ  system 
failure  who  could  have  easily  died  from  any  of  a number 
of  diagnoses.  How  can  it  be  determined  which  is  to 
blame?  It  is  because  of  cases  similar  to  these  that  I 
have,  at  times,  thrown  up  my  hands  and,  with  a some- 
what jaundiced  eye,  written,  “Cause  of  death:  cardio- 

respiratory arrest.” 

Dennis  F.  Saver,  M.  D. 

P.O.  Box  9 

Newburg  26410 


Author's  Response 

In  reply  to  Dr.  Dennis  F.  Saver’s  letter  of  September  4, 
1984,  to  you  concerning  the  article,  “The  Death  Certifi- 
cate: A Mirror  of  Life,”  appearing  in  the  September, 
1984,  issue  of  The  West  Virginia  Medical  Journal,  I offer 
the  following: 

The  three  cases  Doctor  Saver  mentioned  in  his  letter 
are  typical  of  the  confusion  that  often  prevails  over  the 
listing  of  the  cause  of  death  in  a person  who  dies  of 
natural  causes.  Chances  are  that  the  80-year-old  female 


suffered  a hypertensive  crisis  with  a fatal  cerebral  hemor- 
rhage, and  the  75-year-old  male  probably  died  from  a 
cardiovascular  accident.  In  either  of  these  cases  the  at- 
tending physician,  finding  no  cause  for  an  UNNATURAL 
cause  of  death,  could  indicate  the  immediate  cause  of 
death  as  “Natural”  or  “Senility”  or  “ASCVD.”  As  long 
as  the  attending  physician  has  no  suspicions  of  foul  play 
there  is  no  cause  for  concern.  Obviously,  if  foul  play  is 
suspected,  the  medical  examiner  should  be  contacted  and 
the  case  discussed  in  order  to  determine  whether  or  not 
it  is  a medical  examiner’s  case. 

Physicians  must  realize  that  people  do  “die  of  old  age” 
and,  since  the  most  common  cause  of  death  in  persons 
75  years  and  older  is  some  cardiac  problem,  e.g., 
dysrhythmia  or  arrest,  a diagnosis  of  ASCVD  is  appropri- 
ate. 

The  second  case  Doctor  Saver  reports  concerning  the 
56-year-old  male  with  carcinomatosis  should  be  recorded 
as: 

Part  I.  a.  Metastatic  carcinoma  of  the  brain 

b.  Carcinomatosis 

c.  “C”  Carcinoma  of  the  colon 

Part  II.  1)  Liver  failure  2)  Anemia 

Since  this  patient  had  a documented  brain  lesion,  it 
is  not  unlikely  that  destruction  of  the  cardiac  or  respira- 
tor>  center,  or  both,  were  present  and  the  patient  died 
a “cardiac”  death.  Since  we  know  (or  have  every  reason 
to  believe)  that  the  brain  tumor  probably  precipitated  his 
death,  the  brain  lesion  can  be  cited  as  the  immediate 
cause  of  death. 

In  cases  where  there  are  multiple  systems  failure,  it 
is  often  difficult  to  determine  which  one  actually  caused 
the  patient’s  demise.  The  attending  physician  is  not 
expected  to  be  all-knowing  or  completely  confident  in 
the  immediate  cause  of  death.  He  or  she  is  only  expected 
to  use  reasonable  judgment  based  upon  clinical  and 
historical  information.  Obviously,  the  pathologist  can 
determine  causes  of  death  more  accurately  than  the 
clinician  in  most  cases,  but  even  the  best  cannot  always 
be  certain  since  some  people  do  die  of  “old  age,”  and 
the  immediate  cause  is  nowhere  recorded  in  the  body. 

In  instances  where  an  autopsy  is  to  be  performed  the 
attending  physician  should  write  “pending”  in  the 
immediate  cause  of  death  blank  and  sign  the  certificate. 
Upon  receipt  of  the  autopsy  report,  the  attending  physi- 
cian must  submit  the  cause  of  death  by  letter  over  his 
signature  to  the  state  registrar.  The  medical  examiner 
is  responsible  for  completion  of  the  cause  of  death  sec- 
tions in  those  accepted  as  medical  examiner’s  cases. 

There  are  many  misconceptions  as  to  the  need  to  call 
the  medical  examiner.  Some  physicians  feel  that  they 
must  call  whenever  a patient  dies  at  home  or  if  a patient 
should  die  of  natural  causes  in  the  emergency  depart- 
ment. Again,  if  the  attending  physician  or  the  physician 
present  at  the  time  of  death  does  not  have  any  suspicion 
of  foul  play  or  an  unnatural  cause  of  death,  he  or  she 
has  nothing  to  fear  by  recording  the  cause  of  death  based 
upon  personal  knowledge  and  judgment.  Should  facts 
come  to  light  following  tlie  submission  of  the  death 
certificate,  the  physician  or  medical  examiner  may  by 
affidavdt  amend  the  cause  of  death  within  90  days  fol- 
lowing the  date  of  death  he  certified  unless  a certified 
copy  of  the  death  certificate  has  been  issued.  Any 
amendment  after  a certified  copy  has  been  issued,  or 
after  90  days  following  death,  can  be  made  only  by  court 
order  — provided,  however,  that  the  cause  of  death  may 
be  amended  at  any  point  upon  submission  of  a report  of 
autopsy  findings. 

We  hope  that  this  response  at  least  partially  clarifies 
the  problems  mentioned  by  Doctor  Saver. 

Fred  M.  Cooley,  M.  D. 

Director,  Emergency  Medical  Services 
West  Virginia  Department  of  Health 
Charleston  25305 
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Type  II  Diabetic,  Laser 
Therapy  Topics  Set 


Stephen  R.  Grubb,  M.  D.  Abnash  C.  Jain,  M.  D. 

The  Type  II  diabetic  and  laser  therapy  for 
atheroscelorsis  will  be  among  discussion  topics 
for  the  18th  Mid-Winter  Clinical  Conference  next 
January  25-27. 

Dr.  Stephen  R.  Grubb  of  Charleston  will  speak 
on  “Management  of  the  Type  II  Diabetic”  during 
the  opening  diabetes  session  on  Friday  after- 
noon, January  25,  and  Dr.  Abnash  C.  Jain  of 
Morgantown  will  present  a paper  on  “New  Mo- 
dalities in  Treatment  of  Atherosclerosis  with  Re- 
ferral to  Laser  Therapy”  during  the  New  Tech- 
nology session  Saturday  morning. 

The  CME  conference,  which  will  be  held  at  the 
Charleston  Marriott  Hotel,  is  sponsored  by  the 
State  Medical  Association  and  the  West  Virginia 
University  and  Marshall  University  schools  of 
medicine.  It  will  end  at  noon  on  Sunday. 

Doctor  Grubb  is  Associate  Professor  of  Medi- 
cine, West  Virginia  University  Medical  Center, 
Charleston  Division,  and  Doctor  Jain  is  WVU 
Professor  of  Medicine. 

Sessions  on  Preventive  Medicine  and  Psychi- 
atry for  the  Non-Psychiatrist  are  scheduled  for 
Saturday  afternoon  and  Sunday  morning,  respec- 
tively. 

A mock  trial  in  a simulated  malpractice  case 
will  be  presented  as  the  physicians’  session  Friday 
evening.  Incorporating  courtroom  “props,”  there 
will  be  the  “defendant  doctor,”  a “plaintiff’s  law- 
yer,” a “defense  lawyer,”  and  the  “judge.” 


“Learning  Disabilities:  Defining  and  Treat- 

ing a Growing  Population”  will  be  the  title  of 
the  public  session  to  be  held  concurrently  with 
the  physicians’  session  on  Friday  evening.  Edu- 
cation professors  from  MU  and  WVU  are  plan- 
ning the  program  for  a joint  presentation. 

Other  Speakers,  Topics 

The  opening  diabetes  session  on  Friday  after- 
noon also  will  include,  as  announced  previously, 
papers  on  “The  Dietary  Approach  to  Diabetes,” 
by  Dr.  Margaret  J.  Albrink  of  Morgantown,  and 
on  “The  Insulin  Pump.”  Brief  remarks  will  be 
made  on  Type  I diabetes  by  the  moderator. 

Doctor  Albrink  is  WVU  Professor  of  Medicine, 
Section  of  Endocrinology /Metabolism. 

The  Saturday  morning  New  Technology  ses- 
sion also  will  include,  as  announced,  presenta- 
tions on  “Lasers  in  Ophthalmology,”  by  Dr. 
Robert  E.  O’Connor  of  Charleston,  and  on  “Mag- 
netic Resonance  Imaging  (MRI),”  Dr.  Ronald 
E.  Cordell,  also  of  Charleston. 

Doctor  O’Connor  is  WVU  Clinical  Associate 
Professor  of  Ophthalmology;  Doctor  Cordell, 
WVU  Clinical  Assistant  Professor  of  Radiology. 

Papers  scheduled  for  the  Preventive  Medicine 
session  Saturday  afternoon  are  “Car  Design  Is  a 
Factor  in  Motor  Vehicle  Accidents,”  “The  Role 
of  Exercise  in  Preventive  Medicine:  How  Doctors 
Can  Convince  Patients  of  the  Importance  of  Ex- 
ercise,” and  “Continuing  Controversy  About 
DTP  Immunizations.”  The  latter  paper,  as  an- 
nounced previously,  will  be  delivered  by  Edwin 
L.  Anderson,  M.  D.,  MU  Associate  Professor  of 
Medicine  and  Pediatrics. 

The  Sunday  morning  session  on  Psychiatry  for 
the  Non-Psychiatrist  will  include  papers  on  “The 
Clinical  Management  of  Depression,”  “Drugs  to 
Use  for  Depression,”  and  “Anxiety  and  Psy- 
chosomatic Diseases.” 

Doctor  Grubb  is  certified  by  the  American 
Board  of  Internal  Medicine  and  the  American 
Board  of  Endocrinology  and  Metabolism.  A Fel- 
low of  the  American  College  of  Physicians,  he 
has  made  numerous  presentations  at  ACP  region- 
al meetings. 
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CAMC  Foundation  Grant 

Under  a Charleston  Area  Medical  Center 
Foundation  Grant,  he  is  principal  investigator 
for  a study  on  “The  Relation  of  Mitral  Valve 
Prolapse  to  Hyperthyroidism  and  TSI,”  and  is 
Co-Director  of  WVU/CAMC  staff  endocrine  con- 
ferences. 

Doctor  Grubh  was  graduated  from  West  Vir- 
ginia Wesleyan  College,  and  received  his  M.  D. 
degree  in  1969  from  the  Medical  College  of  Vir- 
ginia. He  interned  and  took  his  residency  there 
and  at  Queen’s  Medical  Center  in  Honolulu, 
Hawaii,  and  then  completed  a fellowship  in  en- 
docrinology/metaholism at  the  Medical  College 
of  Virginia. 

He  has  heen  a speaker  for  a number  of  state 
professional  and  lay  conferences,  and  was  Chair- 
man of  the  1983  annual  meeting  of  the  West  Vir- 
ginia Affiliate,  American  Diabetes  Association. 

Doctor  Jain  is  Chief  of  the  Section  of  Cardi- 
ology at  WVU,  and  Director  of  the  WVU  Cor- 
onary Care  Unit. 

A native  of  India,  he  is  certified  by  the  Ameri- 
can Board  of  Internal  Medicine  and  the  American 
Board  of  Cardiovascular  Disease.  He  received 
his  medical  education  in  India,  the  United  King- 
dom and,  in  the  United  States,  at  Albany,  ( New 
\ork  ) Medical  Center,  University  of  Illinois  Hos- 
pital, Chicago,  and  Mercy  Hospital,  Chicago. 


Advance  Fee  Of  $60  Set 
For  Mid-Winter  Meet 

An  advance  registration  fee  of  S60  will  be 
charged  for  the  18th  Mid-Winter  Clinical  Con- 
ference to  be  held  January  25-27  in  Charleston 
at  the  Marriott  Hotel. 

The  fee  at  the  conference  registration  desk 
will  be  $75. 

Please  make  checks  payable  to  “West  Vir- 
ginia State  Medical  Association,”  and  mail  to: 
West  Virginia  State  Medical  Association,  P.  0. 
Box  1031,  Charleston,  WV  25324. 

There  will  be  no  fee  for  nurses,  medical 
students  and  residents. 

Advance  registrants  will  receive  from  the 
Association  a postage-paid  Marriott  reserva- 
tion request  card  specifically  designed  for  the 
Mid-Winter  Clinical  Conference.  Group  rates 
at  the  Marriott  will  be  $54  for  a single  room 
and  $62  for  a double  room. 

The  lower  advance  fee  is  being  offered  for 
the  first  time  for  the  1985  conferenee,  the 
Program  Committee  noted. 


Professional  Memberships 

Doctor  Jain,  who  joined  the  WVU  staff  in 
1977,  is  a Fellow  of  the  American  College  of 
Chest  Physicians,  American  College  of  Cardi- 
ology, American  College  of  Physicians,  and 
American  Heart  Association,  Clinical  Council. 
He  was  Governor  for  the  American  College  of 
Cardiology  for  the  State  of  West  Virginia  in 
1976-79,  and  was  President  of  the  West  Virginia 
Heart  Association  in  1977-79. 

The  program  has  been  approved  for  14  hours 
of  credit  in  Category  1,  and  also  is  expected  to 
be  approved  by  the  American  Academy  of  Family 
Physicians. 

Members  of  the  Program  Committee  are  Drs. 
William  0.  McMillan,  Jr.,  of  Charleston,  Chair- 
man; Joseph  T.  Skaggs  and  C.  Carl  Tully,  both 
also  of  Charleston;  Robert  H.  Waldman,  Mor- 
gantown; Maurice  A.  Mufson,  Huntington,  and 
Richard  G.  Starr,  Beckley. 

Additional  information  concerning  other 
speakers  and  subjects  will  be  provided  in  up- 
coming issues  of  The  Journal. 


Review  A Book 


The  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virginia  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Surviving  Your  Heart  Attack,  by  James  V. 
Warren,  M.  D.;  and  J.  Subak-Sharpe.  184  pages. 
Price  $13.95.  Doubleday  & Company,  Inc.,  245 
Park  Avenue,  New  York,  New  York  10167. 
1984. 

Lupus,  The  Body  Against  Itself,  by  Sheldon  P. 
Blau,  M.  D.  125  pages.  Price  $12.95.  Double- 
day & Company,  Inc.,  245  Park  Avenue,  New 
York,  New  York  10167.  1984. 

Diabetes,  by  John  F.  Aloia,  M.  D.;  Patricia 
Donahue-Porter,  R.N.,  M.S.N.;  and  Laurie 

Schlussel,  R.D.,  M.A.  414  pages.  Price  $19.95. 
Doubleday  & Company,  Inc.,  245  Park  Avenue, 
New  York,  New  York  10167.  1984. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
Kristofco,  WVU  Assistant  to  the  Dean /Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.  ) 

The  program  is  tentative  and  subject  to 
change.  It  should  be  noted  tliat  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Eurther  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Oliio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 
Nov.  3,  Huntington,  Pediatrics 
Nov.  10,  Huntington,  Geriatrics 
Dec.  15,  Huntington,  3rd  Annual  Marshall 
Memorial  Sports  Medicine  Conference  — A 
Program  for  Primary  Care  Providers 

West  Virginia  University 

Nov.  1-2,  Charleston,  Cardiac  Rehabilitation 
"Nov.  2-3,  Morgantown,  5th  Sports  Medicine 
Symposium 

Nov.  10,  Charleston,  Sudden  Infant  Death  Syn- 
drome 

Nov.  16-17,  Morgantown,  Ultrasound  Update  ’84 
Nov.  16,  Morgantown,  Care  & Preservation  of  the 
Diabetic  Eoot 

Nov.  17,  Charleston,  ENT  for  the  Primary  Care 
Physician 

"m  conjunction  with  WVU  football  game 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Nov.  15, 
“Treatment  & Evaluation  Protocols  for  Return- 
ing Occupationally  Injured  Patients  to  Work” 
(co-sponsored  with  the  WV  Workers’  Com- 
pensation Eund),  William  G.  Sale,  M.  D. 
Dec.  20  ( vacation  ) 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Nov. 
14,  “Treatment  & Evaluation  Protocols  for 
Returning  Occupationally  Injured  Patients  to 
Work”  (co-sponsored  with  the  WV  Workers’ 
Compensation  Eund)  (speaker  to  be  announc- 
ed I 

Dec.  12,  “Diagnosing  & Treating  Breast  Can- 
cer: Update  for  Primary  Care  Providers” 

( speaker  to  be  announced  ) 

Gassaway,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Nov.  7,  “Treatment 
& Evaluation  Protocols  for  Returning  Occupa- 
tionally Injured  Patients  to  Work”  (co-spon- 
sored  with  the  WV  Workers’  Compensation 
Fund),  Robert  L.  Ghiz,  M.  D. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — Nov.  13, 
“Treatment  & Evaluation  Protocols  for  Return- 
ing Occupationally  Injured  Patients  to  Work” 
( co-sponsored  with  the  WV  Workers’  Compen- 
sation Fund),  Robert  L.  Ghiz,  M.  D. 

Dec.  11,  “Update:  Cancer  Research  & Prac- 
tice” ( speaker  to  be  announced) 

Oak  Hill,  Oak  Hill  High  School  (Oyler  Exit,  N 
19 ) 4th  Tuesday,  7-9  P.  M.  — Nov.  27,  “Hos- 
pital Acquired  Infections,”  Elizabeth  Funk, 

M.  D. 

Dec.  25  (vacation — Christmas  Day) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Nov.  22 
(vacation — Thanksgiving  Day) 

Dec.  27  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Nov.  21,  “Protocols  for 
Diagnoising  Cancer  at  the  Primary  Care 
Level”  (speaker  to  be  announced) 

( continued  on  next  page ) 
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Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Nov.  28, 
“Orthopedic:  Infections  & Joints,”  William 

G.  Sale,  M.  D. 

Dec.  26  (vacation) 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Nov.  1,  “State- 
of-the-Art  Onology  Research  & Practice  Up- 
date” (speaker  to  be  announced) 


WVU  Sports  Med,  Ultrasound, 
Diabetic  Foot  Programs 

CME  program  subjects  at  West  Virginia  Uni- 
versity in  Morgantown  in  November  will  range 
from  sports  medicine  to  ultrasound  and  the  dia- 
betic foot. 

Offering  10  hours  of  Category  1 credit,  the 
“Fifth  Sports  Medicine  Symposium”  will  be  held 
November  1-2.  The  first  day  of  the  program 
will  be  devoted  to  arthroscopic  surgery,  its  his- 
tory, indications  for  surgery,  postoperative  re- 
habilitation, and  complications  of  surgery.  The 
Saturday  portion  of  the  program  will  review  the 
spine  in  sports  medicine. 

“Diagnostic  Ultrasound  Update  ’84,”  approv- 
ed for  6.75  hours  of  Category  1 credit,  is  sched- 
uled November  16-17.  Guest  faculty  members 
will  be  Drs.  Arthur  C.  Fleischer,  Associate  Pro- 
fessor of  Radiology  and  Assistant  Professor  of 


Obstetrics  and  Gynecology,  and  Chief,  Ultra- 
sound Section,  Vanderbilt  University,  Nashville, 
Tennessee;  Matthew  F.  Pasto,  Assistant  Profes- 
sor of  Radiology,  Thomas  Jefferson  University 
Hospital,  Philadelphia,  and  M.  Feon  Skolnick, 
Professor  of  Radiology,  University  of  Pittsburgh 
School  of  Medicine,  and  Director  of  Ultrasound 
Laboratory,  Presbyterian  University  Hospital, 
Pittsburgh. 

“The  Care  and  Preservation  of  the  Diabetic 
Foot,”  to  be  held  November  16,  has  the  premise 
that  many  amputations  are  unnecessary.  The 
visiting  professor  will  be  William  Wagner,  M.  D., 
Clinical  Professor,  University  of  Southern  Cali- 
fornia. He  has  pioneered  the  out-patient,  non- 
surgical  treatment  of  diabetic  foot  ulcers  and 
partial  amputation  for  osteomyelitis. 

The  course  will  offer  5.5  hours  of  Category  1 
credit. 

For  registration  and  other  additional  informa- 
tion concerning  the  above  courses,  contact  tbe 
WVU  Office  of  Continuing  Medical  Education 
at  ( 304  ) 293-3937. 


Cancer  Society  President 

Dr.  John  M.  Grubb,  Point  Pleasant  obstetri- 
cian-gynecologist, has  been  elected  President  of 
tbe  American  Cancer  Society,  West  Virginia  Di- 
vision, Inc.  Doctor  Grubb,  who  also  serves  as 
Mason  County  Medical  Examiner,  is  a 20-year 
Cancer  Society  volunteer. 


In  the  left  photo.  Dr.  L.  Mildred  Williams  (left),  Charles  Town,  a 1983-84  member  of  the  Council  of  the 
State  Medical  Association,  chats  with  Nancy  Kintzel,  Chicago,  AMA  Representative  for  West  Virginia, 
during  the.  1984  pre-convention  meeting  of  the  Council  at  the  Greenbrier.  In  the  right  photo,  Alice  (Mrs.  T. 
Keith)  Edwards,  Blueheld,  1983-84  President  of  the  Association’s  Auxiliary,  presents  a check  for  $9,096.11 
to  Dr.  Robert  W.  Coon,  Vice  President  and  Dean  of  Marshall  University  School  of  Medicine,  at  the  first 
House  session  during  the  Association’s  Annual  Meeting.  Mrs.  Edwards  also  presented  a check  for  $23,761.72 
to  Dr.  Richard  A.  DeVaul,  left.  Dean  of  the  West  Virginia  University  School  of  Medicine.  Dr.  Carl  R.  Adkins 
(third  from  left),  now  of  Chattanooga,  Tennessee,  formerly  of  Fayetteville,  1983-84  Association  President, 
presided  at  the  House  session.  The  checks  represent  an  annual  contribution  by  West  Virginia  physicians 
and  the  Auxiliary  to  the  medical  schools  through  the  Education  and  Research  Foundation  of  the  AMA 
(AMA-ERF). 
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Dr.  Tara  C.  Sharma,  left,  Huntingrton,  presents  a 
plaque  to  Dr.  Stanley  J.  Kandzari,  Morg^antown, 
during  the  meeting  of  the  State  Medical  Associa- 
tion’s Section  on  Urology  and  the  West  Virginia 
Urological  Society  held  in  conjunction  with  the 
Association’s  1984  Annual  Meeting  at  the  Green- 
brier. The  plaque  was  in  recognition  of  Doctor 
Kandzari’s  accomplishments  in  urology  and  as  an 
early  organizer  and  Past  President  of  the  Section 
and  Society. 


Marshall  Pharmacology  Head 
To  Take  Research  Post 


Dr.  Donald  S.  Robinson,  Chairman  of  Phar- 
macology at  the  Marshall  University  School  of 
Medicine,  is  resigning  his  post  to  become  Di- 
rector of  Clinical  Central  Nervous  System  Re- 


search for  Bristol-Myers 
Robert  W.  Coon,  M.  D. 


■m 


Co.,  according  to  Dean 

“We  deeply  regret 
that  he  is  leaving  us. 
Doctor  Coon  said.  “Al- 
though he  will  be  leav- 
ing in  late  November, 
he  will  continue  to 
serve  on  our  volunteer 
faculty  as  Clinical  Pro- 
fessor of  Pharmacology 
and  Psychiatry.  He 
will  spend  some  time 
here  working  with  on- 
going programs  in 
these  areas.” 


Donald  S.  Robinson,  M.  D. 

Doctor  Robinson,  in- 
ternationally recognized  as  an  authority  on  anti- 
depressant drugs,  said  that  he  will  continue  as  a 
consultant  with  the  MU  Mood  Disorders  Clinic, 
which  he  founded. 


Medical  Meetings 

Nov.  4-7 — Southern  Medical  Assoc.,  New  Orleans. 

Nov.  10 — Am.  Cancer  Society,  New  York  City. 

Nov.  11-15 — Am.  Academy  of  Ophthalmology,  At- 
lanta. 

Nov.  12-15- — Am.  Heart  Assoc.,  Miami  Beach. 

Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 

Dec.  8-9,  National  Kidney  Foundation,  Washington, 
DC. 

1985 


Jan.  20-25,  Am.  College  of  Medical  Imaging,  Lake 
Tahoe,  NV. 

Jan.  24-26 — Neurosurgical  Society  of  the  Virginias, 
Hot  Springs,  VA. 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  7-8 — University  Associate  for  Emergency  Medi- 
cine, Orlando,  FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  20-24 — Am.  Medical  Student  Assoc.,  Chicago. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 

March  28-31 — Am.  College  of  Physicians,  Washing- 
ton, DC. 

March  29-31 — Am.  College  of  Preventive  Medicine, 
Atlanta. 

April  18-21 — Am.  Medical  Society  on  Alcoholism, 
Inc.,  Washington,  DC. 

April  21-25 — Am.  Academy  of  Neurological  Sur- 
geons, Atlanta. 

April  21-26 — Am.  Assoc,  of  Pathologists,  Anaheim, 
CA. 

April  28-May  4 — Am.  Academy  of  Neurology,  Dallas. 

May  18-24 — Am.  Psychiatric  Assoc.,  Dallas. 

May  20-23 — Am.  Lung  Assoc.,  Miami  Beach. 
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SAABS  ARE  BUILT 
TO  WEATHER  TOUGH  WINTERS 

ANYWHERE. 


Even  if  the  toughest  thing  about  your  winter  is  deciding  between  the  beach  and  the  ski 
slopes,  a Saab  can  make  winter  better. 

For  instance,  you  don’t  need  ice-coated  roads  in  order  to  appreciate  Saab’s  superb 
handling.  Front-wheel  drive,  oversized  wheels  and  an  exquisitely  balanced  suspension  give  you 
the  same  confidence  and  control  on  dry  asphalt  or  desert  tracks  as  they  do  in  snow. 

And  you  don’t  need  subzero  temperatures  to  enjoy  the  sparkling  performance  that  the 
Saab’s  two-liter,  fuel-injected  engine  gives  back  in  return  for  modest  amounts  of  fuel  It  doesn’t 
have  to  get  cold  enou^  to  turn  on  the  electric  seat  heaters  for  you  to  enjoy  the  comfort  of  firm, 
orthopedically-shaped  front  seats. 

We  don’t  build  Saabs  just  for  Scandinavians,  you  know.  We  build  them  for  anybody  who 
wants  to  weather  the  year  in  comfort  and  style. 

The  most  intelligent  car  ever  built. 


Harvey  Shrewe,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
yews  Service,  Morgantown,  W.  Va. 


$ 1-Million  Grant  Awarded 
For  New  Residencies 

WVU  School  of  Medicine  has  been  awarded 
federal  grants  totaling  nearly  $1  million  for  a 
new  program  of  primary  care  training  for  in- 
ternists and  pediatricians. 

The  award  of  $330,030  for  each  of  the  next 
three  years  is  one  of  the  largest  ever  received  by 
a WV  U Medical  Center  unit.  It  is  one  of  about 
60  health  manpower  training  grants  made  by  the 
U.S.  Public  Health  Service  this  year.  Only  four 
institutions  in  New  York  and  California  received 
more. 

The  WVU  program  is  one  of  only  two  in  the 
nation  that  include  a combination  of  internal 
medicine  and  pediatrics  leading  to  board  eligi- 
bility in  both  specialties.  It  also  involves  addi- 
tion of  an  adolescent  medicine  specialist  to  the 
WV'U  faculty  and  use  of  a full-time  educational 
specialist. 

Project  Director  Robert  D’Alessandri,  M.  D., 
said  the  program  will  have  two  parts — a four- 
year  residency  combining  internal  medicine  and 
pediatrics,  and  a three-year  sequence  in  primary 
care  internal  medicine. 

Four  Residents  Annually 

Kenneth  L.  Wible,  M.  D.,  of  the  pediatrics 
faculty  heads  the  combined  portion,  and  Roxann 
L.  Powers,  M.  D.,  the  latter  sequence.  Each  will 
admit  four  new  residents  annually. 

“The  entire  program  aims  to  move  away  from 
the  traditional  emphasis  on  subspecialty  and 
acute  hospital  training,”  Doctor  D’Alessandri 
said.  “It  will  stress  continuing  care  for  ambula- 
tory patients  while  retaining  most  of  the  train- 
ing now  provided  in  the  traditional  programs. 

“There  wall  be  more  emphasis  on  health  care 
systems  and  office  practice  management,  behav- 
ioral medicine,  patient  interviews,  geriatrics, 
legal  and  ethical  issues,  plus  working  with  phy- 
sician extenders,”  he  said. 

Doctor  Powers  said  residents  will  be  required 
to  spend  a fourth  of  their  time  in  continuing  care 
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clinics  with  their  own  patients.  Medicine-pedi- 
atrie  residents  will  spend  a half  day  a week  in 
the  Pediatric  Group  Practice  and  a half  day  a 
week  in  the  General  Medicine  Clinic.  Medicine 
residents  will  be  required  to  spend  a full  two 
months  of  their  second  year  in  the  Medical  Group 
Practice,  now  an  elective  for  internal  medicine 
residents. 

“All  of  the  residents  will  be  able  to  see  more 
patients  and  follow  individual  patients  more 
closely,”  she  said.  “They’ll  be  trained  to  offer 
complete,  coordinated  medical  care  and  use  a 
team  approach  to  delivery  of  that  care  when  ap- 
propriate.” 

The  program  also  will  provide  training  at  loca- 
tions away  from  the  Medical  Center  eampus  in- 
cluding the  Monongalia  County  Health  Depart- 
ment, clinics  at  Grafton  and  Harrisville,  and  a 
physician’s  office. 


Doctor  Waldmaii  Gets  National 
Editorial  Board  Post 

Robert  H.  Waldman,  M.  D.,  Chairperson  of 
the  Department  of  Medicine,  has  been  named 
to  the  Editorial  Board  of  the  Annals  of  Internal 
Medicine,  the  premier  publication  in  its  field. 

Doctor  Waldman,  who  was  Interim  Dean  of 
the  medical  school  in  1982-83,  will  serve  a three- 
year  term  as  one  of  a dozen  members  of  the 
hoard. 

Members  are  nominated  by  Edward  J.  Muth, 
editor  of  the  95,000-circulation  medical  journal, 
and  voted  on  by  other  board  members.  They 
must  be  members  of  the  American  College  of 
Physicians,  chosen  from  among  the  nation’s 
leading  doctors.  The  Annals  magazine  is  the 
official  publication  of  the  College  of  Physicians. 

“The  internal  medicine  program  headed  by 
Doctor  Waldman  is  among  the  national  leaders 
based  on  the  performance  of  its  residents  in  na- 
tional board  examinations,”  said  Richard  A. 
DeVaul,  M.  D.,  Dean  of  the  WVU  School  of 
Medicine.  “His  election  to  the  Editorial  Board 
of  the  Annals  of  Internal  Medicine  reflects  great 
credit  on  Doctor  Waldman  personally  and  on 
West  Virginia  University.” 
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If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decida 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package"**  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  ^ j.  1 

frUata(jeneral 


EISEHF"  sustains,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


Third-Party  News,  Views 
and  Program  Concerns 


Freeze  Stymies  Treatment 
Of  Medicare  Patients 

The  Medicare  fee  freeze,  as  mandated  under 
the  Deficit  Reduction  Act,  makes  it  economically 
impossible  for  some  physicians  to  continue  treat- 
ing Medicare  patients,  American  Medical  Asso- 
ciation Executive  Vice  President  James  H.  Sam- 
mons, M.  D.,  told  the  Maryland  Chapter  of  the 
American  College  of  Surgeons  in  October.  “For 
the  limited  amount  of  reimbursement  available, 
they  simply  cannot  provide  the  level  and  kind 
of  care  needed,”  Doctor  Sammons  said. 

If  physicians  are  forced  to  withdraw  from  the 
program,  patients  will  be  denied  their  right  to 
choose  whatever  physician  they  want,  he  said 
at  the  Baltimore  meeting.  The  law  prohibits  non- 
participating physicians  from  increasing  their 
charges  during  the  freeze.  “That  kind  of  eco- 
nomic restriction  doesn’t  exist  against  any  other 
element  of  the  economy  and  is  clearly  discrim- 
inatory,” the  AMA  leader  said.  At  the  end  of 
the  freeze,  physicians  who  participated  will  have 
their  customary  charge  profile  raised,  which  will 
allow  them  to  charge  more  for  a service.  Be- 
cause Medicare  pays  80  per  cent  of  the  approved 
amount,  patients  of  non-participating  physician? 
will  be  reimbursed  less  than  patients  of  partici- 
pating physicians  for  the  same  service.  The  ori- 
ginal Medicare  law  guaranteed  equal  treatment 
of  beneficiaries  regardless  of  their  choice  of 
physician.  The  new  law'  clearly  violates  that 
guarantee. 

“Whether  \ve  choose  to  participate  or  not,  it 
is  our  responsibility  to  see  that  our  patients  re- 
ceive the  care  they  need,  and  that  it  is  in  keep- 
ing with  their  ability  to  pay,”  Doctor  Sammons 
said. 


Cost  Still  Biggest  Concern 
In  Physician  Poll 

The  cost  of  medical  care  remains  the  Number 
One  problem  facing  Medicine  today,  physicians 
said  in  a poll  conducted  by  the  AMA  Depart- 
ment of  Survey  and  Opinion  Research.  The  data 
were  derived  from  1,000  telephone  interviews 
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with  randomly  selected  physicians.  Half  of  the 
physicians  queried  this  year  said  cost  was  their 
greatest  concern,  down  slightly  from  a peak  of 
58  per  cent  in  1982. 

In  contrast,  concern  about  government  reg- 
ulation, which  reached  its  lowest  point  in  1982, 
increased  five  points  by  1983  and  an  additional 
four  points  this  year.  A total  of  19  per  cent  of 
the  physicians  said  that  government  regulation 
was  the  main  problem  facing  Medicine.  The  rea- 
son for  the  increase  may  be  that  the  federal 
government  has  initiated  several  programs  with 
major  impact  on  the  delivery  of  medical  care,  in- 
cluding DRG  reimbursement  for  Medicare,  the 
so-called  “Baby  Doe”  regulations,  and  the  recent 
Medicare  reimbursement  changes. 

Physician  concern  about  malpractice  also  con- 
tinued to  grow,  with  some  85  per  cent  of  the 
respondents  indicating  that  professional  liability 
was  a very  important  problem.  Concern  about 
physicians’  public  image  has  remained  the  same 
since  last  year,  with  39  per  cent  of  the  physicians 
indicating  that  it  was  very  important.  Finally, 
physician  hospital  competition  is  seen  by  30 
per  cent  of  physicians  as  a very  important  issue 
facing  Medicine.  Tins  figure  increased  by  three 
points  since  1983. 


CHAMPUS  Revises  Mental  Health 
Regulation  For  Claims 

In  a move  to  insure  quality  care  and  to  make 
more  efficient  use  of  government  funds,  the  Civil- 
ian Health  and  Medical  Program  of  the  Uniform- 
ed Services  ( CHAMPUS ) has  simplified  and 
strengthened  its  rules  on  mental  health  care.  The 
changes  become  effective  November  13. 

The  new  CHAMPUS  rules  now  clearly  spell 
out  a long-standing  CHAMPUS  policy  that  only 
significant,  professionally  recognized  mental  dis- 
orders qualify  for  coverage — those  that  not  only 
cause  distress  but  also  impair  a patient’s  ability 
to  function.  CHAMPUS  families  should  check 
with  their  health  benefits  adviser  before  getting 
mental  health  care  because  certain  reviews  and 
paperwork  still  must  be  completed. 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

rostoaduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


Obituaries 


GEORGE  H.  COOK,  JR.,  M.  D. 

Dr.  George  H.  Cook,  Jr.,  formerly  of  Red 
Jacket  and  Whitesville,  died  on  September  18  in 
a Nitro  nursing  home.  He  was  66. 

Doctor  Cook  was  former  physician  for  medical 
centers  in  Whitesville  and  Smithers,  and  a former 
coal  company  physician  in  McDowell  and  Lin- 
coln counties  from  1956  to  1966. 

He  was  a former  member  of  the  West  Virginia 
State  Medical  Association. 

Survivors  include  the  wife,  Mrs.  Jewell  Cook; 
three  daughters,  Sarah  Cook,  a student  at  Mar- 
shall University;  Eugenia  Cook,  a student  at 
Concord  College,  and  Luana  Cook,  at  home;  two 
sons,  George  H.  Cook  V of  Homestead,  Florida, 
and  Charles  S.  Cook,  with  the  U.  S.  Army  in 
Germany,  and  one  brother,  Richard  A.  Cook  of 
Concordia,  Kansas. 


CARDIOLOGIST 

Opportunity  to  practice  cardiology  with  well-estab- 
lished practice  conveniently  located  to  a large 
teaching  hospital.  Duties  include  supervising  and 
interpreting  Treadmills,  Holter  monitors,  2D  and 
M-Mode  Echocardiography  performed  in  office,  pa- 
tient examinations,  hospital  rounds  and  cardiac 
catheterizations.  Abilities  to  do  streptokinase  and/ 
or  angioplasty  desirable.  Excellent  beginning  salary 
and  fringe  benefits.  Located  in  Pennsylvania.  Im- 
mediate Opening.  Reply  with  CV  to  Box  PAL  c/o 
The  WV  Medical  Journal 
P.  O.  Box  1031 
Charleston,  WV  25324 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
QPR-nfiQR  maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit,  bach  program  oners: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State  Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


McDowell 

The  McDowell  County  Medical  Society  met  on 
September  12  in  Welch  at  Stevens  Clinic  Hos- 
pital. 

Dr.  Arthur  A.  Carr  of  Welch  encouraged  mem- 
bers of  the  Society  who  wished  to  make  donations 
in  memoriam  of  any  sort  to  remember  AMA- 
ERF  as  a possible  recipient.  He  pointed  out  that 
the  Auxiliary  of  the  Society  often  has  led  the 
state  in  per  capita  donations  to  AMA-ERF. 

Dr.  John  S.  Cook  of  Welch  discussed  pro- 
fessional relationships  between  the  Society  and 
Stevens  Clinic  and  Welch  Emergency  hospitals. 
— John  S.  Cook,  M.  D.,  Secretary. 

« « # 

MERCER 

Dr.  C.  P.  Vasudevan  of  Bluefield  spoke  on 
Chronic  Obstructive  Pulmonary  Disease  at  the 
meeting  of  the  Mercer  County  Medical  Society 


on  September  17  in  Bluewell  at  Frankie’s  La 
Saluta  Club. 

Doctor  Vasudevan  reviewed  the  categories  of 
the  disease  as  well  as  the  important  diagnostic 
procedures  for  differentiation. 

Dr.  David  F.  Bell,  Jr.,  of  Bluefield  urged  better 
attendance  at  the  State  Medical  Association’s 
yearly  meeting.  He  also  urged  membership  in 
the  State  Medical  Association  and  the  American 
Medical  Association  as  the  only  way  to  influence 
the  important  medical  decisions  that  are  being 
made  in  this  decade. — David  F.  Bell,  Jr.,  M.  D., 
Secretary-Treasurer. 

« » # 

WESTERN 

Dr.  John  Huntwork  of  Marshall  University  was 
the  speaker  for  the  meeting  of  the  Western  Medi- 
cal Society  on  September  11  at  Jackson  General 
Hospital  in  Ripley.  Doctor  Huntwork  discussed 
arthritis  and  new  medication  and  modes  of  treat- 
ment. 

Dr.  Ali  H.  Morad  of  Ripley  gave  a brief  de- 
scription of  future  activities  of  the  Society,  and 
commented  on  the  effect  of  Medicare  regulations 
on  regional  hospitals  and  individual  physicians. 
— Ali  H.  Morad,  M.  D.,  Secretary-Treasurer. 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M D (St.  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E,  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 
Nephrology/Hyperlenslon 

D.  L.  Lalos,  M.  D. 

M.  H Drews,  M.  D. 

Pulmonary 
C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D, 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 
THORACIC  AND 
CARDIOVASCULAR  SURGERY 
H,  Shackleford,  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M D, 

R.  S.  Glass,  M.  D, 

UROLOGY 

D C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R,  W.  Lelbold,  M,  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M.  D, 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A Porterfield,  M,  D. 

(St.  Clairsville) 
OPHTHALMOLOGY 
W.  F Park,  M.  D. 

M.  E.  Nugent,  M,  D. 

R V.  Panglllnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M,  D. 

W.  Zyznewsky,  M.  D, 

J.  G.  Tellers,  M,  D. 

Neuropathology 
S.  Govindan,  M,  D. 


PSYCHIATRY 

S.  D.  Ward,  M,  D, 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D, 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 
Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P,  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T, 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B,  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N.,  CMET 
J.  Green,  R.  N. 
Roentgenology 
E Forester,  R.  T. 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes; 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 
•T  raining 

•After  Sale  Support 

•Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


•Patient  Profiles 
•Accounts  Receivable/Billing 
•Insurance  Processing/Tracking 
•Collection  System 
•Recall  Notices 

•Full  line  of  Management  Reports 
•And  much  more  . . . 


•Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 


YES! 


or 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to;  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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=Thomas  Memorial  Hospital  = 

is  pleased  to  announce  a new 

Alcohol /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 

•Detoxification 
•Medical  Management 
•Daily  Group  Therapy 
• Educational  Lectures 
•Alcoholics  Anonymous  Oriented 
•Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 
and  Services 

For  more  information,  call 

304/768-2817,  304/768-3961,  ext.  413  or  443,  or  304/925-3554 

4605  MacCorkle  Avenue,  S.W. 

South  Charleston,  West  Virginia  25039 


The  Professional  Staff 

•Two  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
•Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 


J 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D, 

H,  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L,  Pfeiff,  M.  D. 

Audiology 

Robert  L,  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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For  more  information,  call 
1-800-231-2615;  in  Texas  call 
1-800-392-9702. 


claims  defense  posture  in  the 
business. 

Additionally,  our  “Consent 
to  Settle”  clause  assures  that 
only  you  can  make  the  decision 
to  settle  a claim.  With  commit- 
ments like  these,  your  defense 
concerns  can  be  put  on  ice. 


The  last  concern  you  need 
in  a malpractice  suit  is  a 
watered  down  defense.  At  In- 
surance Corporation  of  Amer- 
ica, we  believe  your  reputation 
as  a doctor  is  your  most  valuable 
asset.  And  we’ve  backed  that 
up  with  the  most  aggressive 


The  Preferred  Underwriter 


If  Faced 


a Claim, 
Will  Your 
Defense 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps 
working!  Lease  CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412/741-3310 

jIU  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 


STATEMENT  REQUIRED  BY  THE  ACT  OF  OCTOBER  23, 
1962;  SECTION  4369,  TITLE  39,  UNITED  STATES  CODE 
SHOWING  THE  OWNERSHIP,  MANAGEMENT  AND  CIRCU 
RATION  OF  THE  WEST  VIRGINIA  MEDICAL  JOURNAL. 

The  West  Virginia  Medical  Journal  is  published  monthly  at 
1526  Charleston  National  Plaza,  Charleston,  West  Virginia  25301. 

The  names  and  addresses  of  the  publisher,  editor  and  managing 
editor  are:  Publisher,  the  West  Virginia  State  Medical  Association, 
Box  1031,  Charleston,  WV  25324;  Editor,  Stephen  D.  Ward, 
M.  D.,  The  Wheeling  Clinic,  Wheeling,  WV  26003;  and  Man- 
aging Editor,  Mr.  Merwyn  G.  Scholten,  Box  1031,  Gharleston,  WV 
25324. 
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The  average  number  of  copies  each  issue  during  preceding 
twelve  months  are:  (A)  Total  number  of  copies  printed:  2,834 

(B  1)  Paid  circulation  through  dealers  and  carriers,  street  vendors 
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50,000 people 
will  be  saved  from 

colorectal  cancer 
this  year. 

\bu  can  save  one. 


Save  yourself!  Colo- 
rectal cancer  is  the  second 
leading  cause  of  cancer 
deaths  after  lung  cancer. 
More  than  90%  of  colorectal 
cancers  occur  equally  in  men 
and  women  past  age  50. 

Early  detection  provides  the 
best  hope  of  cure.  That’s  why 
if  you’re  over  50,  you  should 
take  this  simple,  easy  Stool 
Blood  Test  every  year.  The 
test  kit  is  chemically  treated 
to  detect  hidden  blood  in  the 
stool  and  can  be  done  at  the 


time  of  your  periodic  health 
examination  so  your  doctor 
will  know  the  results. 

Two  days  before  the  test, 
you  begin  a diet  you  might 
enjoy  all  the  time.  Plenty  of 
fresh  vegetables  raw  or 
cooked,  especially  com, 
spinach  and  lettuce.  Lots  of 
plums,  grapes,  apples  and 
pmnes,  moderate  amounts  of 
peanuts  and  popcorn.  No  red 
meat,  turnips  or  horseradish. 
Do’s  and  don’t’s  are  listed  in 
the  kit. 

The  presence  of  hidden 
blood  usually  indicates  some 
problem  in  the  stomach  or 
bowel,  not  necessarily  cancer. 
Positive  tests  must  be  fol- 
lowed by  further  testing  to 
find  out  what  the  problem  is. 

Other  tests  for  colorectal 
cancer  you  should  talk  to 
your  doctor  about:  Digital 


rectal  exam  (after  age  40);  the 
procto  test  (after  age  50).  It  is 
important  to  report  any  per- 
sonal or  family  history  of  in- 
testinal polyps  or  ulcerative 
colitis,  and  any  change  in 
your  bowel  habits,  which 
could  be  a cancer  warning 
signal. 

The  American  Cancer 
Society  wants  you  to  know. 


Kaimen  Normon  Ng 


AAAERIOW 
VOWCER 
^ SOQETY* 


This  space  contributed  as  a public  service. 


CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


EWIERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  □.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  RotDert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  O.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


FAMILY  PRACTITIONER  NEEDED— Excellent  Practice 
opportunity  for  qualified  Family  Practitioner  who  is  in- 
terested in  doing  OB  and  possibly  cardiology  to  serve 
the  community  with  other  hospital  based  specialists  in- 
cluding Pediatrician,  Internist,  OB/GYN,  General  Sur- 
geon, and  E.N.T.  Jackson  General  Hospital  is  located 
conveniently  in  a small  community  35  miles  from  the 
state  capital.  Join  the  active  medical  staff  at  a 95  bed, 
non-profit,  acute  care,  J.C.A.H.  accredited  hospital.  Set 
up  your  practice  in  a private  medical  office  building  ad- 
jacent to  hospital.  Competitive  salary  guarantee  first 
year,  relocation  expenses  paid  and  professional  help  in 
setting  up  practice.  Reply:  Executive  Director,  Jackson 
General  Hospital,  Ripley,  WV  25271. 


OFFICE  SPACE  AVAILABLE — Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


UROLOGIST — Board  Certified/eligible  to  practice  in 
small  college  town;  eastern  mountains.  West  Virginia; 
111  bed  modern  hospital;  approximately  75  miles  from 
WVU  Medical  Center.  Excellent  skiing,  hunting,  fishing, 
canoeing.  Send  CV  to  Robert  Hammer,  C.E.O.,  P.  0. 
Box  1484,  Elkins,  WV  26241. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000.  Lo- 
cated one  and  a half  hours  from  Washington  or  Balti- 
more. Contact  Edward  F.  Arnett,  M.  D.,  F.  A.  A.  P.,  215 
South  Louisiana  Avenue,  Martinsburg,  WV  25401.  Tele- 
phone: (304)  263-8819. 


PRACTICE  FOR  SALE — Family  practice,  well  estab- 
lished, fully  equipped,  reasonable  terms.  Hospitals 
close  to  office  in  St.  Albans,  West  Virginia.  Send  letters 
of  interest  to  P.  O.  Box  1091,  St.  Albans,  WV  25177. 


WANTED  TO  BUY^ — Used  X-Ray  equipment  for  pri- 
mary care  practice.  Telephone:  (304)  358-2379. 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year" 

★ 

Ask  About  Our  Complete  Line  of  Blood 
Analyzers  and  Cell  Counters  — Why  lose 
out  on  Medicare  Lab  Procedures? 

★ 

Leasing  with  purchase  option  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


PRACTICE  FOR  SALE 

GENERAL  SURGERY  PRACTICE  FOR 
SALE — Beautiful  Shenandoah  Valley,  80 
miles  from  Washington,  DC.  Established 
16  years.  $200,000  plus  annual  gross. 
Low  overhead.  304-267-2929. 
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THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
U/ortfiington,  Ohio  43085 
614/885-5381 

George  Harding.  Jr . M D , Medical  Diiector 
Thor^  Pitiman,  M P H . /“dminisBator 
A Blue  CiDSS  Member  Hospital 

Accredited  By  Tine  Joint  Commission  On  Accreditation  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 


XXX 


The  West  Virginia  Medical  Journal 


The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' *2 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.*^ 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Cuir  Ther  Res 
/3:18-22,  Jan  1971.  4.  Kales  A el  al:  JAMA  24/:1692-1695, 
Apr  20,  1979.  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  JAm  Cerialr  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  11.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ. 

Dalmane*  (S 

(flurazepam  HCl/Roche) 

Before  prescribing,  piease  consuit  complete  prod- 
uct information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
tciken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.^.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  cige.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  cind/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  cind  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 

Dalmane®  [flurazepam  HC I /Roche]  Stands  Apart 


Only  one 
sle^  medication 
obiectively 
fulfills  aU  these 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  to  14  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.'  ’''^ 


15-mg/30-mg  capsules 


ROCHE  ^ Roche  Products  Inc. 

' Manati,  Puerto  Rico  00701 

CopyrishI  © 1984  by  Roche  Products  Inc.  All  nghts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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WV5MA  Survey  Card 
Following  Page  276 
(Please  fill  out  and  return!) 


18th  Mid-Winter  Clinical  Conference 
January  25-27,  1985 


Volume  80  Number  12 
December  1984 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules’^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consull  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor’  icefacloi.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  tespiraiorv  infections  including  pneumonia  caused  by 
Sirepiococcus  pneumoniae  iDiplococcus  pnemomaei.  Haemoph 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
sueptococcil 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-specirum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Closindium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  in  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacterioiogic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  alleroic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  In  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superintection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitesf 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 lo.  0 20. 0 21 . and  0 16  mcg/ml  at  two. 
three  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastroiniestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-iike  reactions 
(erythema  muliitorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Afore  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 
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Additional  information  available  to 
the  profession  on  leouesi  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  Intfflstries.  Inc 
Carolina.  Puerto  Rico  00630 


Charlie  Lewis  Dies  November  17 


Charles  R.  (Charlie)  Lewis,  Executive 
Secretary  of  the  State  Medical  Association  from 
1975  until  last  spring,  died  of  cancer  on  November 
17  in  a Charleston  hospital  after  a long  illness. 
He  was  66 . 

Lewis  became  a part-time  staff  consultant 
last  spring  because  of  his  illness,  and  had 
continued  to  work  on  that  basis  until  some  five 
weeks  before  his  death. 

He  first  became  an  employee  of  the 
Association  in  1970  as  Executive  Assistant , 
resigning  in  October , 1972,  to  become  Executive 

Director  and  Secretary  of  the  West  Virginia 
Railroad  Association.  He  returned  to  the 
Association  in  August,  1973,  and  then  organized 
the  West  Virginia  Medical  Institute , serving  as 
its  first  Director  until  becoming  Association 
Executive  Secretary  in  1975,  as  noted. 

Before  joining  the  Association  staff  in  1970, 
Lewis  had  served  for  seven  years  as  Executive 
Secretary  of  the  West  Virginia  Department  of 
Welfare,  and  earlier  had  worked  as  Statehouse 
reporter  in  Charleston  for  United  Press 
International  and  The  Associated  Press.  He  was  a 
member  of  Sigma  Delta  Chi,  professional  journalism 
society . 

A native  of  Middleport,  Ohio,  and  a graduate 
of  Ohio  University , he  started  his  newspaper 
career  on  the  Canton  (Ohio)  Repository . 

He  served  during  World  War  II  as  a PT  Boat 
commander , and  retired  from  the  Navy  as  lieutenant 
commander . 

Lewis  was  a member  of  Sacred  Heart 
Co-Cathedral  in  Charleston  and  Secretary  of  the 
Kanawha  Council , Navy  League  of  the  United  States. 
He  also  was  a member  of  the  Society  of 
Professional  Journalists , the  West  Virginia  Press 
Association , the  Association  of  Medical  Society 
Executives , and  the  state  Advisory  Board  of  the 
Department  of  Human  Services. 

Graveside  services  for  the  immediate  family 
were  held  on  November  20,  with  a memorial  service 
to  be  conducted  later. 

Survivors  include  the  wife,  Jane  Veazey 
Lewis;  two  sons,  Charles  R.  Lewis  II  of  Charleston 
and  Richard  V.  Lewis  of  Lake  Worth,  Florida;  three 
daughters,  Mary  Alicia  Lewis  of  Charleston,  Mrs. 
Lanette  Anderson  of  Huntington  and  Regina  Lewis  of 
Jacksonville,  Florida,  and  two  grandchildren. 

The  family  suggested  that  donations  be  made 
to  Pastoral  Care  at  St.  Francis  Hospital  in 
Charleston . 
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This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engine’s  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


TheV)lvo760Tjrbo 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 


> 1964  VOLVO  OF  AMERICA  CORPORATION. 
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CRL 

TheCRItical 

Difference 

Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 

COME  TO  CRI  for  complete  cardiological 
services: 

• Non-Invasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 

COME  TO  CRI  for  speed  and  accuracy. 

COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
Rehabilitation  Institute  information,  call  today;  41 2/682-6201 . 
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BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 

BARE  HANDS. 


When  you  give  to  United 
\\hy,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  UnlfcedW&y 

A better  community  is  in  your  hands. 


© United  Way  1984 


A PUBLIC  SERVICE  fW 
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THE  ADVERTISING  COUNCIL  CduxiI 


Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/KnolI) 


To  protect  your  patients,  as  well  astheir  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLETS 

(verapamil  HCl/KnolI) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used,  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g,,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C, -cardioversion,  AV  block  may  occur  (3rd 
degree,  0,8%),  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN, 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored,  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents,  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2,9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0,8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3,6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O.  KNOLL  PHARMACEUTICAL  COMPANY 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council. 


Choosing  professional  liabil- 
ity insurance  should  not  be 
a gamble.  You  need  someone 
who  lays  all  his  cards  on  the 
table  and  shows  you  the  best 
deal  available.  That’s  why  In- 
surance Corporation  of  America 
markets  its  policies  only  through 


the  preferred  hand.  Call  1-800- 
231-2615  for  the  name  of  your 
nearest  independent  agent;  in 
Texas  call  1-800-392-9702. 


Independent  Agents.  Experi- 
enced agents  who  specialize  in 
providing  an  objective,  knowl- 
edgeable solution  to  your  profes- 
sional liability  needs.  So  when 
one  suggests  ICA,  you  know 
it’s  the  best  policy  you  can  buy. 

Find  out  how  you  can  hold 


The  Preferred  Underwriter 


—Thomas  Memorial  Hospital » 

is  pleased  to  announce  a new 

Alcohol /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 
•Detoxification 
•Medical  Management 
•Daily  Group  Therapy 
•Educational  Lectures 
•Alcoholics  Anonymous  Oriented 
•Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 
and  Services 

For  more  information,  call 

304/768-2817,  304/768-3961,  ext.  413  or  443,  or  304/925-3554 

4605  MacCorkle  Avenue,  S.W. 

South  Charleston,  West  Virginia  25039 


The  Professional  Staff 

•Two  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
•Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 


reserpine  0.1  mgr,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


American  College  of  Physicians  announces.  . . 

Medicine’s  Landmark 
Meeting  in 
America's 

ndmark  City! 


Annual  Session  '85 
Washington,  DC 
March  28-31.  1985 


loin  us  in 
Washington  for 
medicine’s  #1  scientific  meeting.  . . 


Schedule  your  own  CME 
program  from  over  300  scientific 
presentations.  . .covering  the 
spectrum  of  internal  medicine 
subspecialties. 

• Discuss  your  difficult  cases  with 
today's  leaders  in  medical  practice. 

• Experience  a new  type  of  scientific 
presentation  format:  "Current  Topics  in 
Internal  Medicine." 


WasWngton 


• Operate  a personal  computer.  . . 
discover  what  it  can  do  to  help  you 
and  your  practice. 

• Tell  your  spouse  about  the  full 
schedule  of  activities  for  the  family. 

Send  for  your  Scientific  Program  Guide: 

please  print 

YES,  please  mail  me  the  Scientific  Program  Guide. 
□ ACP  Member  □ Non-Member 


ADDRESS 


CITY  STATE.  ZIP  4WI2 

ACP,  4200  Pine  Street,  Philadelphia,  PA  19104 


McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Motrin  reduces 
inflanimation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe. ..  less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 

ibuorofen 


TABLETS 
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Good  medicine...good  value 


© 1984  The  Upiohn  Company 


The  Upjohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin'  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  m individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents. 

Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS.  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  m humans  treated  with  Motrin  Tablets, 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary.  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done. 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added. 

The  antipyretic,  anti-mflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy.  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  m less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  jaundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e.g.  eosmophilia,  rash,  etc  ).  Motrin  should  be  discontinued. 

Drug  interactions.  Asp/r/r).  used  concomitantly  may  decrease /Wofr/n  blood  levels, 

Coumann  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  than  3%)— Probable  Causal  Relationship 
Gastrointestinal:  NauseaT  epigastric  painT  heartburn,*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness,*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus:  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%— Probable  Causal  Relationship** 

Gastrointestinal;  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests;  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma,  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS), Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosmophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  m patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations,  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS), 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  1%— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis.  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (e.g,,  epistaxis,  menorrhagia).  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis,  Renal:  Renal  papillary 
necrosis. 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  "Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown’"  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t.i.d.  or  q i d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain;  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Eederal  law  prohibits  dispensing  without  prescription  med  b 7S 
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Special  Article 


The  Impact  Of  DRGs  On  The  Physician* 


RICHARD  A.  BERMAN 

'New  York  City,  Executive  Vice  President, 

New  York  University  Medical  Center;  and  Professor, 
Health  Administration,  New  York  University 
School  of  Medicine 


The  health  care  system  of  the  80s  is  changing 
in  an  environment  affected  by  evolving  societal 
trends,  all  of  which  is  diminishing  the  physician’s 
autonomy  and  income.  DRGs  focus  on  proced- 
ures and  costs,  and  encourage  standardization 
while  de-emphasizing  traditional  individual  pro- 
fessional judgment.  Physicians  must  examine  the 
process  of  Medicine  and  health  care  delivery  as 
closely  as  they  examine  the  process  of  disease. 
If  physicians  do  not  begin  to  provide  the  “clini- 
cal link,”  ivise  cuts  which  are  necessary  tvill  not 
be  made,  and  unwise  cuts  tvill. 

jVyTR.  President,  ladies  and  gentlemen  — What 

"^-better  place  to  choose  for  a few  days  of  de- 
liberation and  professional  camaraderie  than  a 
mountain  retreat  which  seems  so  far  removed 
from  a world  of  dissent,  a society  in  perpetual 
motion  and  a profession  in  flux. 

The  doctors  of  West  Virginia  have  a proud 
inheritance,  a tradition  of  service  and  an  under- 
standing of  modern-day  practice  that  is  both 
challenging  and  frustrating.  Few  regions  better 
exemplify  the  multiple  features  of  contemporary 
medical  practice  than  West  Virginia  — a state 
that  has  managed  to  combine  direct  family  and 
general  care  with  the  constant  demand  to  fortify 
knowledge  with  new  therapies  and  new  tech- 
nology. The  prevailing  feature  of  Medicine  in 

“Presented  as  The  Thomas  L.  Harris  Address  during 
opening  exercises  of  the  117th  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association,  the  Greenbrier. 
White  Sulphur  Springs,  Thursday,  August  23,  1984. 


West  \ irginia  remains  the  direct  provision  of 
care  to  a population  which  reflects  the  tensions 
and  inequities  in  our  national  economy  buffeted 
by  the  trauma  of  a modern  society. 

The  late  Doctor  Harris,  whom  we  memorialize 
in  this  talk,  understood  the  role  and  place  of  the 
physician  as  family  counselor,  friend  and  neigh- 
bor. The  drift  in  our  society  is  toward  institu- 
tional depersonalization,  and  this  affects  the  phy- 
sician more  than  any  other  leader  in  the  com- 
munity. For  illness  is  the  common  denominator 
of  all — rich  and  poor,  young  and  old,  worker  and 
manager.  The  gainfully  employed  or  the  tem- 
porarily dislocated  ...  all  rely  on  the  “family 
doc.”  All  take  comfort  from  the  healer  and  the 
presumed  knowledge  of  the  physician. 

In  America  where  “community”  is  an  opera- 
tive word  for  interdependence  and  neighborly 
concern.  West  Virginia  is  still  fortunate  to  have 
that  remnant  of  a society  willing  to  extend  a 
helping  hand  to  a friend  and  neighbor  in  need. 

Doctor  Harris  obviously  understood  this  and 
managed  to  personify  the  doctor  that  America  is 
longing  for  and  finding  so  hard  to  give  up.  The 
pressure  is  on  — government  and  “third-party” 
influences  are  no  longer  the  subject  of  specula- 
tion. They  are  here;  they  are  with  us  and  they 
are  present  in  this  room  and  in  these  magnificent 
mountains.  Republican  or  Democrat,  liberal  or 
conservative,  government  at  all  levels  is  an  in- 
tegral. if  not  indispensable,  element  in  medical 
care  and  the  provision  of  health  care  services  to 
the  American  people. 

It’s  a very  special  privilege  for  me  to  return  to 
West  Virginia,  and  to  give  this  Thomas  L.  Harris 
address.  My  father  was  born  in  Parkersburg, 
W est  Virginia,  just  10  years  after  Doctor  Harris 
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was  born.  My  mother,  an  Angel  (one  of  nine 
children),  was  raised  in  Huntington,  West  Vir- 
ginia. In  addition,  my  uncle,  Moe  Angel,  was  a 
colleague,  friend  and  business  partner  of  Gover- 
nor Okey  Patteson,  the  Governor  who  was  re- 
sponsible for  recommending  and  implementing 
the  penny  tax  on  the  nickel  soft  drinks  in  order 
to  support  the  establishment  of  the  West  Virginia 
University  School  of  Medicine. 

Governor  Patteson,  in  1948,  in  his  address  to 
the  49th  Legislature  supporting  the  Medical 
School,  said,  “there  is  a distressing  shortage  of 
doctors,  dentists,  and  nurses  in  most  all  sections 
of  the  United  States,  and  especially  is  this  true 
in  our  own  state  . . . Statistics  show  that  there  is 
only  one  doctor  in  West  Virginia  for  every  one 
thousand  and  four  hundred  residents.” 

Envy  of  the  World 

The  high  cost  of  inaccessible  and  inconsistent 
quality  care  has  been  a recurring  popular  health 
theme  over  the  past  50  years.  Whatever  the  prob- 
lems — and  they  are  real  — Americans  still  have 
a health  system  that  is  the  envy  of  the  world, 
both  in  terms  of  sophistication  and  access. 

Children  with  cancer  now  have  a better  than 
50-50  chance  of  survival,  as  do  three-pound 
babies.  Chronic  kidney  failure  is  no  longer  a 
certain  death  sentence,  and  hip  fractures  among 
the  elderly  no  longer  lead  to  certain  immobility. 
Americans  are  demonstrably,  measurably  health- 
ier than  they  have  ever  been,  and  while  our  health 
care  system  may  be  only  partly  accountable  for 
that,  it  is  at  least  partly  responsible.* 

According  to  a 1982  National  Access  Survey 
by  the  renowned  pollster,  Louis  Harris,  and  the 
Robert  Wood  Johnson  Foundation  Special  Re- 
port, 90  per  cent  of  all  Americans  have  a physi- 
cian or  suitable  health  facility  at  their  disposal, 
and  an  amazing  78  per  cent  stated  that  they 
generally  were  pleased  with  the  health  care  they 
received.^ 

Despite  these  statistics,  problems  of  access, 
cost  and  quality  remain.  As  many  of  you  know: 

• Health  care  expenditures  accounted  for  11.9 
per  cent  of  the  gross  national  product 
( GNP  I in  1980.  Forecasts  predict  that  this 
figure  could  rise  as  high  as  15  per  cent  in 
the  year  2000.^  Rising  health  care  costs 
have,  in  part,  contributed  towards  a fear  of 
bankruptcy  in  Medicare’s  $44. 2-billion  hos- 
pital trust  fund  by  the  end  of  the  decade. 

• We  still  have  a population  of  “medically 
disadvantaged.”  That  approximates  12  per 
cent  of  the  population  — 24  per  cent  of  the 


poor  and  one  third  of  the  unemployed.  This 
category  includes  6.2  per  cent  of  the  elderly, 
20  per  cent  of  hispanics  and  15  per  cent  of 
the  blacks."* 

But  I am  not  here  to  dwell  on  the  weaknesses 
of  our  health  care  system  or  to  relive  the  prob- 
lems of  the  past.  The  world  has  enough  cynics 
and  doom-and-gloom  orators.  I’d  prefer  to  talk 
about  the  future. 

Societal  Trends 

There  are  four  major  societal  trends  that,  to- 
gether, will  affect  your  practice  more  drama- 
tically in  the  next  decade  than  all  the  changes 
combined  over  the  last  five  decades.  Author  John 
Naisbitt,  in  his  recent  edition  of  Megatrends, 
highlighted  some  of  these 

1.  A decline  of  the  United  States  as  the  world’s 
dominant  economic  force.  The  United  States 
no  longer  holds  the  world’s  leading  position 
as  an  industrial  power.  Japan  has  surpassed 
us  in  both  steel  and  automobile  production. 
On  a per-capita  basis,  Japan’s  G.N.P.  is  ap- 
proximately even  with  ours.  We  are  ahead 
only  because  of  the  size  of  our  economy.  We 
are  in  the  middle  of  an  economic  change 
which  has  resulted  in  a shift  from  being  an 
isolated,  almost  self-sufficient  economy  to 
becoming  a part  of  an  interdependent  global 
economy.  Despite  the  fact  that  our  G.N.P.  is 
still  the  world’s  largest,  we  no  longer  enjoy 
the  world’s  highest  standard  of  living. 

The  lack  of  real  growth  in  our  G.N.P.  and 
the  negative  balance  of  trade  mean  that  gov- 
ernment and  business  can  no  longer  increase 
their  investment  in  health  care  costs  without 
reducing  expenditures  in  other  areas. 

2.  A shift  from  an  industrial  society  to  an  in- 
formation-based society.  The  rapidly  grow- 
ing communications  and  computer  technology 
fields  have  catalyzed  newer,  faster-paced  ac- 
tivities, processes  and  products  resulting  in 
an  increase  in  the  quantity  and  accessibility 
of  information.  Computers  will  continue  to 
accelerate  the  pace  of  change  by  collapsing 
the  “information  float.”  Compare  the  differ- 
ences in  the  time  required  for  news  of  the 
assassination  attempts  on  Presidents  Lincoln 
and  Reagan  to  reach  England  as  evidence  of 
society’s  change  to  a high-speed  information 
system.  Word  of  Lincoln’s  death  reached 
England  five  days  after  the  shooting.  In 
1981,  pictures  of  the  attempted  assassination 
on  President  Reagan  reached  England  in  less 
than  five  minutes  via  telecommunication  sat- 
ellites. 
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3.  A parallel  growth  of  a high-technology,  high- 
touch  society.  “High  touch”  is  a reaction  of 
human  nature  in  response  to  a high-tech,  com- 
puter-dominated world.  High-touch  balances 
are  already  evident  in  health  care.  The  high 
technology  of  heart  transplants  and  brain 
scanners  has  been  accompanied  by  new  in- 
terest in  the  family  doctor  and  neighborhood 
clinics.  High-tech,  life-sugtaining  equipment 
in  hospitals  has  catalyzed  concern  about  the 
quality  of  death.  This  heightened  interest  in 
quality  of  life  and  death  has  led  to  the  hospice 
movement.  As  more  complex,  high-tech  pro- 
cedures have  developed  such  as  neurosurgery, 
artificial  pancreas  and  “walking  dialysis,” 
simultaneously,  more  personalized  medicine 
such  as  home  health  care,  birthing  centers 
and  the  use  of  primary  nursing  care  have  be- 
come more  desirable  and  sought  after. 

4.  A demographic  change.  The  evolution  from 
an  industrial  to  an  information  and  high- 
technology  model  has  driven  a population 
shift  from  the  Northeast  to  the  South  and 
West.  The  younger,  more  mobile  population 
has  been  the  major  participant  in  this  move. 
However,  the  poor  and  elderly  have  been  left 
in  those  locations  where  the  socioeconomic 
trends  are  sloping  downward.  The  “graying 
of  America”  — the  fact  that  an  increasing 
percentage  of  the  U.S.  population  is  living 
past  65  — has  left  large  problems  for  some 
of  our  hardest  hit  areas. 

These  trends  have  created  a swiftly  changing 
society  within  which  the  health  care  system  has 
been  left  to  function  and  adapt. 

Health  Care  System  Changes 

In  addition  and  at  the  same  time,  there  have 
been  fundamental  changes  in  the  health  care  sys- 
tem, some  of  which,  I believe,  will  reduce  signi- 
ficantly the  physician  s autonomy  and  income: 

1.  End  of  ‘‘seller’s  market”  for  the  physician. 
Such  factors  as  the  increasing  supply  of  physi- 
cians, the  reduction  in  third-party  benefits, 
the  change  in  consumer  demand  and  the 
reduction  of  hospital  beds  indicate  the  end 
of  the  era  of  the  physician  operating  in  a 
“seller’s  market.”  The  Health  and  Human 
Services  administration  estimates  that  in  1980 
there  were  197  physicians  for  every  100,000 
population.^  Predictions  indicate  that  supply 
will  outdistance  demand,  and  projected  fig- 
ures indicate  that  this  physician-client  ratio 
will  increase  23  per  cent  by  1990  and  27 
per  cent  by  the  year  2000.  This  increase  in 
physician  numbers  indicates  that  by  1990, 


every  person  will  be  able  to  have  a physician, 
and  that  competition  within  the  medical  field 
for  building  and  maintaining  a patient  base 
will  be  inevitable. 

The  capacity  to  absorb  the  increasing  sup- 
ply of  resources  is  questionable  in  view  of 
the  projected  decay  of  the  consumer-demand 
curve  and  the  reduction  in  hospital  beds  per 
capita.  The  implications  of  the  increased 
supply  of  physicians  and  the  decreased  de- 
mand for  services  will  increase  competition 
among  clinicians  for  hospital  beds  and  their 
subsequent  resources.  Health  care  trends  in 
West  Virginia  only  reinforce  this  conclusion. 
In  the  period  from  1981  to  1982,  7.8  per  cent 
of  hospital  beds  closed  as  opposed  to  a na- 
tional figure  of  .5  per  cent.  Inpatient  admis- 
sions increased  .2  per  cent  as  compared  to  a 
.7-per  cent  increase  nationally.^ 

2.  Reduced  autonomy  — groivth  of  corporate 
medicine.  There  will  be  a movement  away 
from  independent,  autonomous  practice  ar- 
rangements toward  more  traditional  business 
arrangements  where  physician  hours,  fees, 
selection  of  patients,  etc.,  will  be  managed  or 
determined  by  others.  Medicine  is  now  as- 
suming a different  organizational  structure  as 
evidenced  in  the  development  of  health  main- 
tenance organizations,  “surgicenters”  and 
“ergicenters.”  Physicians  are  competing  with 
organized  elements  that  may  be  more  appeal- 
ing to  the  consumer  in  terms  of  convenience, 
cost  and  care.  A small  but  growing  number 
of  physicians  already  are  practicing  in  al- 
ternative delivery  systems.  West  Virginia  is 
ahead  of  the  trend  with  two  surgicenters  cur- 
rently operational  in  the  Charleston  area  of- 
fering physicians  an  alternative  to  the  in- 
creased competition  for  hospital  beds.  The 
organizational  trends  will  follow  those  of  hos- 
pitals— from  a cottage  industry  to  a corporate 
structure,  from  a not-for-profit  base  to  growth 
in  for-profit-managed  hospitals,  and  other 
corporate  forms  ( i.e.,  HMOs,  PPOs,  surgi- 
centers, etc.). 

3.  Increased  technical  as  well  as  economic  over- 
sight. We  have  awakened  the  Sleeping  Giant 
— Government  and  Third-Party  Payers  — 
and  have  given  them  the  capacity  to  monitor 
physician  practice  behavior.  With  the  ad- 
vent of  the  computer  and  “professionally  de- 
veloped screens,”  any  large  payer  can  moni- 
tor whom  you  see,  what  you  prescribe,  etc., 
as  well  as  your  patterns  relative  to  those  of 
your  peers. 
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Consistent  with  this  trend,  government’s  role 
changed  from  that  of  the  70s  as  the  “regula- 
tor/rate-setter” to  that  of  the  payer  in  the  80s, 
as  evidenced  in  West  Virginia  where  it  is 
the  single  largest  purchaser  of  health  care. 
In  fiscal  year  1982,  government  reimbursed 
50.3  per  cent  of  all  hospital  inpatient  days.^ 
Third  parties  which  previously  acted  as  pass- 
through mechanisms  for  health  care  expendi- 
tures are  now  more  active  regarding  costs 
and  physician  behavior.  Insurance  screens, 
physician  and  consumer  incentives  directed 
towards  lower-cost  health  care  options,  and 
identification  of  procedures  which  will  not  be 
reimbursed  by  third-party  payers  have  been 
instituted.  The  “payer”  era  has  generated 
cost-  and  quality-control  methods  which  di- 
rectly affect  the  practitioner.  One  of  the 
latest  regulatory  thrusts  to  impact  the  phy- 
sician has  come  by  way  of  prospective  price- 
per-case  reimbursement,  referred  to  as  diag- 
nosis related  groups  ( DRGs  ) . 

Even  though  costs  and  access  are  still  im- 
portant issues,  tomorrow’s  focus  is  on  Quality 
and  Quality  Control.  The  goal  of  any  Quality 
Control  function,  be  it  NASA  or  McDonalds,  is 
to  reduce  the  variances,  tolerances  and  variety 
in  a single  product. 

DRGs  and  Standardization 

Therefore,  I submit  to  you  that  the  most  signi- 
ficant impact  in  the  future  for  you,  the  practicing 
physician,  is  not  the  loss  of  economic  position 
or  autonomy  but  the  fundamental  shift  in  per- 
ception of  Medicine  from  a “special  profession,” 
which  combined  science  and  public  interest,  to  a 
technical  entrepreneur  producing  a standard 
product  driven  by  financial  incentives. 

Rather  than  to  use  this  occasion  to  discuss  the 
technical  weaknesses  of  DRCs  — and  there  are 
plenty  — let  me  examine  DRCs  as  one  example 
of  a tool  to  standardize  and  evaluate  physician 
performance. 

Some  have  referred  t o DRCs  as  “Doctors 
Regulated  by  Government. ” Reimbursement 

through  a DRC  system  generally  can  be  regard- 
ed as  “reimbursement  on  the  average.”  The 
DRC  is  an  attempt  to  classify  patients  based  on 
the  resources  they  consume.  Generally,  the  diag- 
nosis, treatment,  and  specific  patient  character- 
istics are  related  to  hospital  resources  consumed, 
that  is,  hours  of  care,  lab  tests,  procedures,  etc. 
Tlie  reimbursement  formula  is  based  on  patient 
attributes  and  treatment  processes  rather  than 
on  hospital  or  medical  staff  characteristics.  Pa- 
tients are  classified  into  a standard  DRC,  and 
an  average  price  is  established  based  on  a nation- 


wide average  cost  for  treating  this  standard  pa- 
tient regardless  of  the  actual  length  of  stay  or 
resources  used  in  a particular  case. 

DRC  reimbursement  requires  physicians  to 
devote  additional  time  and  attention  to  adminis- 
trative detail,  particularly  the  completion  of  pa- 
tient charts.  Since  DRC  reimbursement  is  con- 
tingent upon  diagnosis  and  procedures,  the  medi- 
cal record  thus  replaces  the  hospital  bill  as  the 
currency  in  the  health  care  economy. 

Administrative  concern  with  financial  solvency 
assures  that  management  will  try  to  develop  ways 
to  encourage  physicians  to  modify  their  medical 
practices  to  conform  at  least  to  the  norm. 

Patient  care  reviews  could  become  focused  on 
the  financial  aspects  of  a patient’s  stay,  specific 
tests,  or  treatment  as  opposed  to  quality-of-care 
issues.  That  such  an  approach  to  physician  audits 
can  in  fact  reduce  costs  has  been  documented  by 
a 1980  study  at  George  Washington  University 
Medical  Clinic.^  This  study  indicates  that  over- 
all laboratory  charges  declined  29  per  cent,  and 
charges  generated  by  high-cost  doctors  fell  52 
per  cent.  A previous  study  in  Vermont,  conduct- 
ed with  a larger  sample  size,  indicated  a 46-per 
cent  drop  in  the  incidence  of  tonsillectomies  per- 
formed over  a five-year  period  after  a peer  re- 
view {)rocess  which  included  an  audit  and  feed- 
back. 

DRGs  Encourage  Procedures 

Since  the  current  physician  fee  schedule 
I BC  BS  and  Medicare ) provides  incentives 
which  encourage  procedures,  ancillary  services 
and  surgical  treatments,  this  bias  is  carried  for- 
ward in  the  DRC  computation.  Cases  which 
traditionally  have  utilized  a high  number  of  diag- 
nostic and  therapeutic  procedures  are  most  likely 
to  generate  higher  reimbursement  rates  under  the 
new  system.  Therefore,  medical  specialties  which 
routinely  use  fewer  procedures  in  their  patient 
care  activities  will  generate  lower  reimbursement 
charges. 

Currently,  no  allowances  have  been  made  with- 
in the  context  of  the  DRC  schedule  to  reimburse 
for  cognitive  services  such  as  “.  . . the  applica- 
tion, based  on  relevant  knowledge  and  experience 
of  such  skills  as  data  gathering  and  analysis,  plan- 
ning, management,  decision-making,  and  judg- 
ment relating  to  the  prevention,  diagnosis,  and 
treatment  of  health  problems  and  communica- 
lion  of  such  information  to  the  patient.”'*  Since 
“cognitive’'  time  is  unaccountable  in  the  DRC, 
more  utilization  of  procedures  and  less  interpre- 
tation and  synthesis  of  the  patient’s  health  status 
will  he  rewarded  with  higher  reimbursement  fac- 
tors. Thus,  the  economic  advantages  associated 
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with  high  procedure  usage  may  influence  physi- 
cian practice  to  limit  history-taking,  planning 
and  decision-making  time  in  favor  of  higher  rev- 
enue-producing procedures. 

This  impact  has  been  felt  already  as  witnessed 
by  a recent  statement  by  a family  practice  phy- 
sician in  Maine.  “Doctors  coin  money  when  they 
do  procedures.  Family  practice  doesn’t  have 
any  procedures.  A urologist  has  cystoscopies;  a 
dermatologist  has  biopsies.  They  can  do  three  or 
four  of  those  and  make  five  or  six  hundred  dol- 
lars in  a single  day.  We  get  nothing  when  we 
use  our  time  to  understand  the  lives  of  our  pa- 
tients. Technology  is  rewarded  in  Medicine,  it 
seems  to  me,  and  not  thinking.”'’ 

Are  these  the  economic  incentives  that  you 
want  to  continue  to  embrace? 

The  medical  profession  has  continued  to  oc- 
cupy a unique  role  in  society,  a profession  root- 
ed in  the  principles  of  the  sciences  combining  the 
arts  of  humanism,  caring,  and  self-sacrifice.  Re- 
gardless of  the  financial  incentives  inherent  in  the 
medical  care  system,  you  have  continued  to 
strive  for  excellence  in  the  clinical  care  of  the 
individual  patient. 

However,  most  physicians  have  unnecessarily 
and  unduly  restricted  themselves  to  the  clinical 
role,  leaving  the  overall  management  of  the 
health  care  system  to  economists,  administrators 
and  budgeteers.  The  latter  group,  not  surprising- 
ly, press  forw'ard  with  solutions  most  in  keeping 
with  their  oivn  training  and  perspective. 

Simply  railing  against  such  solutions  in  the 
name  of  concern  for  their  individual  patients, 
professional  freedom,  the  vaunted  reputation  of 
American  Medicine,  or  whatever,  is  not  produc- 
tive. It  is  inconsistent  with  the  high  standards 
of  the  medical  profession  to  resist  self-examina- 
tion necessary  to  propose  better  allocations  of 
medical  resources,  grounded  in  clinical  insight 
and  practice. 

Clinical  Dimension  — The  Missing  Link! : 

Some  observers  contend  that  the  links  relevant 
to  the  appropriate  distribution  and  use  of  medi- 
cal resources  have  always  been  clear;  they  may 
even  argue  that  those  factors  have  been  articulat- 
ed forcefully  in  health  policy  circles.  Both  in 
this  country  and  abroad,  rates  of  use  of  services 
( mostly  surgical  procedures  ) have  been  found  to 
differ  greatly.  The  rate  ranges  up  to  three  to  four 
times  among  geographic  areas,  and  they  even 
occur  for  seemingly  non-discretionary  services 
such  as  major  surgery.  Such  differential  rates 
have  not  been  explained  satisfactorily  by  eco- 
nomic, professional,  or  population  characteristics 


— even  age,  health  status  or  informed  consumer 
preferences.'^ 

Even  for  services  for  which  rates  of  use  have 
been  studied  to  some  extent,  we  know  relatively 
little  about  the  association  among  acceptable  in- 
dications for  use,  actual  use,  and  eventual  health 
outcomes.  We  know  even  less  about  what  it 
means  to  observe  that  the  per-person  rate  of,  say, 
endoscopy  or  cardiac  bypass  surgery  in  State  A is 
four  times  that  in  State  B: 

a.  Is  the  procedure  overperformed  in  Area  A? 

b.  Is  the  procedure  underperformed  in  Area 
B? 

c.  Or,  is  it  possible  that  both  explanations 
could  be  true  or  false? 

d.  Are  indications  for  which  the  procedure  is 
performed  different  among  geographic 
areas? 

e.  Are  some  indications  more  discretionary 
than  others? 

You,  the  professional,  must  undertake  to  study 
tlie  clinical  links  between  a purported  need  for 
medical  care  ( “indications”  for  use  of  a proced- 
ure or  service ) and  the  ultimate  results  of  that 
care  (“outcomes”  of  care). 

If  the  medical  community  remains  unwilling  to 
look  critically  at  these  problems,  physicians’ 
ability  to  influence  health  care  policy  will  be 
correspondingly  reduced.  The  areas  where  phy- 
sicians have  their  greatest  expertise  will  be  those 
where  their  light  will  not  shine. 

Conclusions 

So,  in  summary  and  conclusion,  if  you,  the 
physician,  do  not  begin  to  provide  that  clinical 
link,  you  will  not  bring  anything  unique  to  the 
table,  and  therefore,  will  not  be  invited  to  par- 
ticipate. Wise  cuts,  which  are  necessary,  will  not 
be  made.  Unwise  cuts  will.  And  you,  as  physi- 
cians, will  lose  the  battle  of  control  and  be  sub- 
ject to  the  standards  of  those  who  can  least 
count  the  cost  of  medical  care  accurately. 

Physicians,  you  must  begin  to  examine  the 
process  of  Medicine  and  health  care  delivery  as 
closely  as  you  examine  the  process  of  disease. 
Only  then  can  you  assume  the  leadership  role 
for  which  you  have  been  so  uniquely  prepared, 
and  provide  the  clinical  knowledge  base  that  has 
been  missing  between  practice  and  policies  af- 
fecting the  distribution,  costs  and  use  of  medical 
services. 

I would  hope  this  address  will  have  stimulated 
you  to  debate. 

For  a list  of  references  contact  The  Journal. 
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1984  Van  Liere  Memorial  Student  Research 
Convocation,  WVU  School  Of  Medicine 


^ I ‘he  1984  Van  Liere  Memorial  Research 
Convocation  for  students  in  the  West  Vir- 
ginia University  School  of  Medicine  was  held 
on  March  29.  These  yearly  convocations  enable 
students  in  the  School  of  Medicine  to  present 
the  results  of  their  research  activities  in 
competition  for  the  Edward  J.  Van  Liere  Award 
and  other  prizes. 

The  Van  Liere  Award,  consisting  of  a plaque 
and  $200,  was  established  in  1965  by  the  action 
of  the  faculty  of  the  School  of  Medicine  to 
recognize  the  research  efforts  of  the  students 
and  to  honor  the  late  Dr.  Edward  J.  Van  Liere, 
who  served  as  Chairman  of  the  Department  of 
Physiology  from  1921-1955  and  as  Dean  of  the 
School  of  Medicine  from  1935-1961.  The  Van 
Liere  Award  competition  is  open  only  to  stu- 
dents presenting  data  from  research  done  by 
them  as  undergraduate  or  medical  students. 

This  year,  for  the  first  time,  graduate  students 
in  the  Basic  Sciences  departments  of  the  School 
of  Medicine  participated  in  the  convocation. 

There  were  25  entries  in  the  convocation  (the 
20th  in  the  series)  — 11  in  the  Van  Liere 


Award  competition  and  14  in  the  graduate 
student  category. 

The  winner  of  the  Van  Liere  Award  was 
Robert  Johnson  II,  a second-year  student.  The 
first  runner-up  and  winner  of  $100  was  Steven 
McCormick,  a fourth-year  student,  and  the 
second  runner-up  and  winner  of  $50  was 
Douglas  Milam,  a second-year  student. 

A check  for  $200,  the  first  prize  in  the 
graduate  student  research  competition,  was 
awarded  to  Lisa  Cassis;  the  second  prize,  $100, 
to  Gregory  Bohach,  and  the  third  prize,  $50, 
to  Steven  Meyer. 

The  publication  of  the  abstracts  of  the  top 
two  winning  presentations  for  each  category 
in  The  West  Virginia  Medical  Journal  consti- 
tutes an  important  and  greatly  appreciated 
recognition  of  the  research  efforts  of  our 
students. 

W.  E.  Gladfelter,  Ph.D. 

Chairman,  Van  Liere  Memorial 

Research  Convocation  Committee 


The  Interaction  of  Insulin,  Glucocorticoids  and  Ethanol 
In  The  Regulation  Of  Triglyceride  Formation 
In  Primary  Cultures  of  Rat  Hepatocytes 


ROBERT  R.  JOHNSON  II 
Medicine  II,  Vienna 


T n vivo  studies  have  established  that  insulin, 
adrenal  glucocorticoids  and  ethanol  indi- 
vidually promote  fat  synthesis.  It  is  known  that 
excessively  high  levels  of  glucocorticoids  cause 
hyperlipidemia  and  that  ethanol  excess  causes 
disturbances  in  lipid  metabolism  leading  to  de- 
velopment of  alcoholic  fatty  liver.  However,  with 
in  vivo  studies,  it  is  difficult  to  ascertain  whether 
an  effect  is  caused  by  an  individual  agent  or  by 
a combination  of  agents  interacting  with  one 
another.  The  purpose  of  this  study  was  to 


determine  the  individual  and  combined  effects  of 
insulin,  adrenal  glucocorticoids  and  ethanol  in 
a tightly  controlled  system  using  rat  hepatocytes 
maintained  in  a chemically  defined  medium. 

Hepatocytes  were  chosen  for  this  study  since 
the  liver  is  the  main  site  of  fatty  acid  synthesis 
in  mammals.  The  rat  liver  was  perfused  in  situ, 
and  the  hepatocytes  were  plated  on  100-mm 
Petri  dishes  in  6 ml  Waymouth  media  with 
Gentamycin  added.  After  four  hours,  the  media 
was  changed  and  the  desired  hormone-ethanol 
combinations  were  added.  Einal  concentrations 
of  14  munits  insulin  ml  media,  one  ft  M 
dexamethasone  ( a long-acting  analogue  of 
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cortisol ) and  20  mM  ethanol  were  added  indi- 
vidually and  in  combination  with  one  another  to 
the  hepatocyte  cultures. 

Subject  to  Analysis 

At  the  end  of  48  hours,  the  cells  were  sub- 
jected to  chemical  analysis  of  triglyceride  con- 
tent and  radioisotope  analysis  of  fat  synthesis. 
Radioisotopic  analysis  was  done  by  pulsing  the 
cells  with  the  desired  radiolabeled  isotope  for 
60  minutes.  The  cells  were  then  harvested  and 
the  lipids  extracted  with  chloroform.  The  extract 
was  taken  to  dryness,  leaving  just  the  dried  lipids 
which  were  then  solubilized  into  scintillation 
fluid  and  counted  in  a scintillation  counter.  In 
chemical  analysis,  the  cells  were  harvested, 
homogenized  and  centrifuged,  yielding  a super- 
natant. Triglyceride  analysis  was  performed  on 
the  supernatant  by  saponifying  the  triglycerides 
to  yield  glycerol  and  free  fatty  acids.  The 
glycerol  was  then  measured  enzymatically  by 
the  amount  of  NADH  converted  to  NAD  through 
a series  of  coupled  reactions.  The  amount  of 
NADH  oxidized  to  NAD,  which  is  represented 
by  a decrease  in  absorbance  in  a spectrophoto- 
meter, is  equivalent  to  the  glycerol  formed,  which 
in  turn  is  proportional  to  the  original  triglyceride 
concentration  in  the  hepatocyte. 

Chemical  analysis  revealed  that,  when  com- 
pared to  the  control,  the  sum  of  the  individual 
dexamethasone  and  insulin  treatments  had  an  in- 
crease of  14.4  /u,  g triglyceride /mg  protein  while 
the  dexamethasone-insulin  combination  treatment 


had  an  increase  of  20.4  ft  g triglyceride/mg 
protein.  In  addition,  an  increase  of  26.0  ft  g 
triglyceride/mg  protein  was  seen  with  the  sum 
of  the  individual  dexamethasone,  insulin  and 
ethanol  treatments  while  the  combination  dexa- 
methasone-insulin-ethanol  treatment  showed  a 
31.1  ft  g triglyceride/mg  protein  increase,  again 
compared  to  the  control.  This  appears  to  show 
an  effect  that  is  slightly  more  than  additive  in 
both  the  dexamethasone-insulin  and  dexametha- 
sone-insulin-ethanol  combination  treatments  when 
compared  to  the  respective  sums  of  the  individual 
treatments,  in  regard  to  triglyceride  accumula- 
tion. 

Radioisotopic  Analysis 

Radioisotopic  analysis  using  *‘^C-acetate, 
^■^C-glucose  or  ^H-iO  revealed  1.6-,  1.8-  and  2.7- 
fold  increases  ( respectively ) when  comparing 
the  sums  of  the  individual  dexamethasone  and 
insulin  treatments  to  the  controls,  while  the  com- 
bination dexamethasone-insulin  treatments  show- 
ed 3.2-  ( *‘^C-acetate ),  3.3-  ( ^'^C-glucose),  and 
4.2-fold  ( ^H20  ) increases  in  fatty  acid  synthesis 
compared  to  the  controls,  indicating  a synergistic 
effect  between  dexamethasone  and  insulin  in  re- 
gard to  fat  synthesis. 

From  these  studies,  it  was  concluded  that 
insulin  and  glucocorticoids  in  combination  have 
a synergistic  effect  on  fatty  acid  synthesis  in  the 
liver  and  that,  in  some  circumstances,  ethanol 
may  have  some  effect  on  the  action  of  the 
hormones. 


Ocular  Chrysiasis 


STEVEN  A.  McCORxMICK 
Medicine  IV,  Logan 

ANTHONY  G.  DiBARTOLOMEO,  M.  D. 
V.  K.  RAJU,  M.  D. 

IVAN  R.  SCHWAB,  M.  D. 


deposition  of  gold  in  ocular  tissues  in 
patients  receiving  chrysotherapy  for  rheu- 
matologic  disease  is  a well-documented  pheno- 
menon. However,  review  of  the  literature  reveals 
major  contradictions  regarding  the  pattern  of 
distribution  and  prevalence  of  the  condition. 
Further,  reported  series  have  included  only  small 
numbers  of  patients  or  have  dealt  with  patients 
on  short  courses  of  chrysotherapy. 

In  an  effort  to  resolve  some  of  these  questions, 
we  examined  34  patients  who  have  received  over 


1,000  mg  of  gold  compounds.  Ninety-seven  per 
cent  of  the  patients  receiving  chrysotherapy  at  the 
time  of  ocular  examination  exhibited  corneal 
chrysiasis.  With  few  exceptions,  corneal  gold 
deposits  were  limited  to  the  posterior  third,  or 
rarely,  one  half  of  the  corneal  thickness.  In  no 
instances  were  epithelial  or  sub-epithelial  de- 
posits noted.  Deposits  tended  to  concentrate 
inferiorly  and  to  spare  the  superior  and 
peripheral  cornea. 

Duration  of  chrysotherapy  correlated  positively 
with  the  clinically  graded  density  of  deposits. 
Lenticular  chrysiasis  previously  has  been  re- 
ported as  a rare  phenomenon.  In  this  series,  55 
per  cent  ( 16/29  ) of  the  patients  on  gold  therapy 
for  three  years  or  more  had  lens  deposits.  Our 
data  suggest  that  gold  is  deposited  in  ocular 
tissues  from  the  anterior  chamber  aqueous  fluid. 
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Vascular  Neuroeffector  Mechanisms 
In  Spontaneously  Hypertensive  Rats 


LISA  A.  CASSIS 
Charleston 

R.  E.  STITZEL,  Ph.D. 
R.  J.  HEAD,  Ph.D. 


'^HE  spontaneously  hypertensive  rat  ( SHR  I is 
considered  to  he  a vahiahle  animal  model  in 
the  study  of  human  hy]iertension.  This  study 
examined  a resistance  vessel  in  the  SHR.  namely, 
that  rat  tail  artery  to  see  if  differences  exist 
between  a blood  vessel  from  hypertensive  and 
normotensive  rats. 

The  first  parameter  measured  was  the 
endogenous  norepinephrine  ( NE ) content  in 
caudal  arteries  from  SHR  and  normotensive  rats 
( WKY  I.  Contents  of  NE  were  determined  using 
high-performance  liquid  chromatography  in  con- 
junction with  electrochemical  detection.  En- 
dogenous NE  levels  in  proximal  segments  of 
caudal  arteries  from  SHR  rats  were  significantly 
greater  than  the  contents  in  WKY.  To  see  if 
these  greater  NE  levels  in  caudal  arteries  from 
the  SHR  resulted  in  increased  perfusion  pres- 
sures in  the  artery,  we  developed  an  in  vitro- 
isolated  perfused  system  for  the  caudal  artery  to 


evaluate  activity  of  the  sympathetic  nerves  and 
smooth  muscle  of  the  artery. 

Electrical  Stimulation 

Electrical  stimulations  of  perfused  caudal 
arteries  from  SHR  and  WKY  rats  showed  greater 
resjionses  in  the  SHR  at  high  frequencies  of 
stimulation.  When  electrical  stimulation  was 
repeated  in  the  presence  of  the  neuronal  uptake 
inhibitor  cocaine,  the  magnitude  of  the  leftward 
shift  of  the  frequency  response  curve  was  greater 
in  the  SHR.  To  assess  the  status  of  the  neuronal 
uptake  system,  caudal  arteries  from  SHR  and 
WKY  rats  were  incubated  with  ^H-NE  and 
analyzed  for  ^H-NE  uptake.  Results  suggest 
greater  neuronal  uptake  in  caudal  arteries  from 
tlie  SHR. 

Erom  the  results  of  greater  endogenous  NE 
levels  and  greater  neuronal  uptake  in  the  SHR 
the  possibility  arises  that  there  is  a greater  num- 
ber of  nerve  endings  in  the  caudal  artery  of 
hyjiertensive  rats,  and  thus  an  increase  in 
peripheral  resistance  in  these  animals  resulting 
in  hvpertension. 


Purification  And  Partial  Characterization 
Of  E.  Coli  Alpha  Hemolysin 


GREGORY  A.  BOHAGH,  M.  S. 

Central  City,  Pennsylvania 
IRVIN  S.  SNYDER,  Ph.i:). 


Tj'  coli  strains  that  cause  hemolysis  of 
er}'throcytes  in  vitro  are  usually  more 
virulent  than  non-hemolytic  strains.  The  active 
hemolysin  is  believed  to  be  a jirotein  hut  is 
sensitive  to  inactivation  by  both  jiroteases  and 
lipases.  We  have  devised  a three-step  })rocedure 
for  isolation  of  hemolysin  produced  in  chemically 
defined  culture  medium.  Culture  supernatants 
are  first  concentrated  by  ultrafiltration  and  then 
fractionated  by  gel  filtration  with  Sephacryl 
S-IOOO.  Hemolytic  activity  elutes  from  the 
column  as  a single  jirotein  peak.  Eractions  con- 
taining maximum  hemolytic  activity  are  separ- 
ated by  ion  exchange  chromatography.  Hemoly- 
sin hinds  to  DEAE-.Sephadex  at  pH  1.0  and  is 
eluted  by  increasing  ionic  strength  in  stepwise 
increments.  This  results  in  separation  of  hemoly- 


sin into  two  major  hemolytic  species  based  on 
differences  in  their  net  charges. 

Quantitatively,  both  species  possess  similar 
liemolytic  capability  but  differ  in  specific  activity 
and  carhohydrate-to-protein  ratios.  Both  hemoly- 
sin fractions  contained  several  types  of  fatty  acids 
with  palmitic  acid  predominating.  The  fraction 
with  tlie  highest  specific  activity  resolved  into  a 
single  protein  hand  during  electrophoresis  in  the 
presence  of  sodium  dodecyl  sulfate. 

These  findings  suggest  that  the  hemolysin 
normally  exists  as  a macromolecular  complex. 
These  structures  could  he  formed  intact  by 
release  of  large  fragments  of  tlie  bacterial  cell 
wall.  An  alternative  explanation  could  he  that 
the  hemolysin  is  released  as  a homogenous 
molecule  which  then  combines  with  other  re- 
leased bacterial  jiroducts.  Both  fractions  are 
ecpially  toxic  for  human  leukocytes. 


268 


The  West  Viuc.inia  Medic.\i,  Journ.\i. 


From  the  West  Virginia  University 
Medical  Center 

Edited  By 

Irma  H.  Ullrich,  M.  D. 

Professor  of  Medicine 


Sudden  Cardiac  Death 


Discussant; 

L.  P.  MAXWELL,  M.  D. 

Senior  Fellow,  Section  of  Cardiology 


Sudden  cardiac  death  is  unpredictable  and 
afflicts  the  apparently  normal  person.  The  advent 
of  emergency  medical  treatment  ivith  basic  and 
advanced  life  support  has  resulted  in  the 
reassessment  of  sudden  cardiac  death.  Sudden 
cardiac  death  is  not  the  inexorable  culmination 
of  advanced  coronary  disease  but  is  the  result 
of  ventricular  fibrillation,  and  should  be  re- 
versible. The  concept  that  ventricular  fibrillation 
is  an  electrical  problem  and  not  an  anatomic 
one  leads  one  to  redefine  the  basis  for  sudden 
cardiac  death  and  its  management. 

CuDDEX  cardiac  death  is  tlie  leading  cause  of 
^ death  in  the  industrialized  countries.  In  the 
United  States  approximately  1,200  die  daily. 
It  is  the  leading  cause  of  death  for  men  in  the 
20-  to  64-year-old  group  representing  32  per 
cent  of  fatalities.  Sudden  death  is  often  the  first 
clinical  manifestation  of  heart  disease  with 
approximately  2.5  per  cent  of  persons  dying  sud- 
denly, having  had  no  prior  symptoms.'  " 

Sudden  cardiac  death  can  he  defined  as  an 
unexpected,  nontraumatic  death  occurring  within 
one  hour  of  onset  of  symptoms.  It  also  has  been 
defined  as  death  occurring  within  24  hours  of 
the  onset  of  symptoms.' 

Etiology 

Coronary  artery  disease  ( CAD ) is  the  most 
common  cause  of  sudden  cardiac  death  iSCDl. 
Ninety-one  per  cent  of  SCD  is  due  to  CAD  when 


death  occurs  within  one  hour  of  the  onset  of 
symptoms.'  However,  SCD  should  not  be  con- 
sidered equivalent  to  myocardial  infarction  be- 
cause the  majority  of  victims  have  not  suffered 
myocardial  damage. 

A list  of  entities  which  also  cause  SCD  should 
include: 

Prolonged  QT  syndrome,  hypertrophic 
cardiomyopathy,  aortic  stenosis,  anomalies 
of  coronary  artery  circulation,  Ebstein’s 
anomaly,  mitral  valve  prolapse,  Wolff- 
Parkinson-Wliite  syndrome,  heart  block  in- 
cluding Eev’s  and  Lenegre’s  disease,  Prinz- 
metal’s angina,  dissecting  aortic  aneurysm, 
pulmonary  embolism,  coronary  artery 
embolism,  digitalis  with  hypokalemia,  anti- 
arrhythmic  drug  toxicity,  liquid  protein 
diets,  and  pacemaker  malfunction. 

Pathophysiology 

As  |ireviously  stated,  while  CAD  is  found  in 
the  majority  of  SCD  victims,  only  15-33  per 
cent  will  have  evidence  of  acute  or  recent 
myocardial  infarction.'  Even  though  bradyar- 
rhythmias  are  associated  with  SCD,  ventricular 
tachycardia  degenerating  into  ventricular  fibril- 
lation is  the  most  common  arrhythmia  associated 
with  SCD.  Tachyarrhythmias  account  for  75  per 
cent  of  arrhytlimias  compared  to  25  per  cent  for 
the  bradyarrhythmias.  Those  patients  who  are 
resuscitated  from  SCD  are  predisposed  to  recur- 
rent ventricular  fibrillation  with  a mortality  rate 
of  26  per  cent  in  the  first  year  and  36  per  cent 
at  the  second  year."’^ 

Pratt  et  al.^  have  the  largest  case  series  of 
ambulatory  ECG  recordings  obtained  at  the  time 
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of  ventricular  fibrillation.  They  analyzed  16,500 
ambulatory  ECG  recordings  obtained  over  a 
three-and-one-half-year  period  and  found  15 
patients  ( 0.09  per  cent ) who  had  ventricular 
fibrillation  that  led  to  SCD.  Ten  were  men.  The 
mean  age  was  59  + /-  years  with  a range  of 
45-79  years.  Eight  died  and  seven  were  resusci- 
tated. Ventricular  tachycardia  ( VT ) initiated 
ventricular  fibrillation  ( VF ) in  all  15  patients. 

The  runs  of  VT  that  degenerated  into  VF  were 
significantly  longer  (560  '+  j-  536  beats  vs.  27.3 
+ /-  51.2  beats)  and  significantly  faster  (241 
+ /-  45  beats  per  minute  (bpm)  vs.  193  + /- 
51  beats  per  minute)  within  the  two  hours  prior 
to  the  development  of  VF. 

R on  T premature  ventricular  contractions 
(PVC ) occurred  in  two  of  15,  prolonged  QTc  in 
three  of  15,  and  none  had  ST-T  wave  depression. 

Pratt  et  al.  compared  their  data  to  ambulatory 
ECGs  of  55  patients  with  CAD  who  had  non- 
sustained  VT.  The  duration  of  VT  was  shorter 
and  the  rate  also  was  slower  with  a mean  of  146 
bpm.  Also,  the  hourly  frequency  of  PVCs  was 
lower  in  the  group  with  nonsustained  VT  ( 130 
+ /-  175  per  hour  vs  438  + /-  598  per  hour). 

Pratt  et  al.  also  found  left  ventricular  dysfunc- 
tion ( mean  left  ventricular  ejection  fraction  34.9 
+ /-  9.9  per  cent ) and  CAD  to  be  nearly  always 
present.  The  cardiac  medications  most  frequently 
associated  with  SCD  were  digitalis  and  quinidine. 

Patients  at  Risk 

Many  authors  as  well  as  Kempf  and  Josephson^ 
and  Pratt  et  al.^  have  found  that  ventricular 
irritability  worsens  in  the  form  of  increased 
frequency  and  complexity  of  ventricular  ectopics 
prior  to  SCD.  This  finding  has  led  many  authors 
to  attempt  to  correlate  PVCs  with  the  risk  of 
SCD.  This  correlation  has  been  difficult  for 
many  reasons.  Premature  ventricular  contrac- 
tions are  ubiquitous  and  occur  in  normal  healthy 
hearts.  Almost  one  per  cent  of  healthy  indi- 
viduals will  have  PVCs  on  a standard,  12-lead 
ECG.  Fifty  per  cent  will  have  PVCs  on  a 24-hour 
ambulatory  monitor.  They  are  usually  few  in 
number  and  rarely  multiform.*  If  one  chooses 
to  try  to  manage  PVCs  medically,  there  is  dif- 
ficulty in  assessing  a “successful”  end  point  be- 
cause of  spontaneous  variation  in  PVC  frequency 
occurring  in  individual  patients  from  day  to  day. 

To  distinguish  a reduction  in  PVC  frequency 
attributable  to  therapeutic  intervention  rather 
than  biologic  or  spontaneous  variation  alone 
requires  a greater  than  83-per  cent  reduction  in 
PVC  frequency  if  only  two  24-hour  monitoring 


periods  are  compared.^  Even  in  those  patients 
with  arrhythmias  and  symptoms  of  dizziness  or 
syncope,  there  is  often  little  correlation  of  these 
symptoms  with  the  ECG. 

This  was  well  demonstrated  by  Clark  et  al.,^ 
who  investigated  a group  of  98  patients  aged 
25-82  with  the  symptoms  of  dizziness  and 
syncope  referred  for  24-hour  ambulatory  monitor- 
ing. Only  42  per  cent  had  their  symptoms  during 
the  recording.  Arrhythmias  were  recorded  in 
64  per  cent  of  those  with  symptoms  during  the 
recording.  In  only  two  per  cent  were  the 
symptoms  and  the  arrhythmias  correlated,  sug- 
gesting little  benefit  in  improvement  of  symptoms 
from  any  medical  treatment  of  these  arrhythmias. 

Even  though  the  mere  presence  of  ventricular 
arrhythmia  cannot  be  a significant  prognostic 
discriminator  of  risk  for  SCD,  it  has  been  many 
authors’  view,  especially  Town,  that  PVCs  need 
to  be  graded  according  to  frequency,  persistence, 
multiformity,  repetitive  pattern,  and  degree  of 
prematurity.  The  risk  of  SCD  is  thought  by  them 
to  be  related  to  advanced  grades  or  complexity 
of  PVCs. 

The  following  grading  system  was  proposed 
by  Lown  in  1971:“ 

Grade  0,  none;  Grade  lA,  occasional, 
isolated  PVCs  (less  than  1/min,  less  than 
30/hr);  Grade  IB,  occasional,  isolated 
PVCs  (greater  than  1/min,  less  than 
30/hr);  Grade  2,  frequent  PVCs  (greater 
than  30/hr);  Grade  3,  multiform  PVCs; 
Grade  4 A,  couplets;  Grade  4B,  salvos  of 
three  or  more;  Grade  5,  early  PVC  abutting 
or  interrupting  the  T wave. 

Conflicting  Data: 

The  literature  contains  conflicting  data  as  to 
whether  or  not  suppression  of  chronic  PVCs 
protects  against  SCD.  Myerburg  et  al.^  found 
that  predictable  suppression  of  PVCs  did  not 
correlate  with  protection  from  SCD.^  On  the 
other  hand,  Grayboys  et  al.^  concluded  that 
abolition  of  certain  advanced  grades  of  PVCs 
provided  an  effective  therapeutic  objective. 

With  these  conflicting  data  most  believe  there 
is  no  ready  method  for  identifying  the  patient 
with  an  enhanced  susceptibility  for  VF  except 
retrospectively  or  when  certain  advanced  grades 
of  PVCs  have  been  documented.  There  also  is 
no  convincing  evidence  that  treatment  with  anti- 
arrhythmic  drugs  increases  longevity  of  patients 
with  chronic  CAD  and  asymptomatic  PVCs  or 
patients  without  overt  heart  disease  and 
asymptomatic  PVCs.  In  the  majority  of  patients. 
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PVCs  require  no  treatment  other  than  re- 
assurance by  the  physician.  Therapy  is  needed 
in  only  a minority  of  patients  who  usually  have 
CAD  and  a life-threatening  or  symptomatically 
disabling  arrhythmia.  To  better  define  these 
groups,  Town  proposed  the  following  therapeutic 
classification  in  1979:^ 

Group  1,  primary  VF  unprovoked  by  acute 
myocardial  infarction.  ( Recurrence  of  VF 
is  highest  in  this  group ) ; Group  2, 
myocardial  infraction  within  the  past  year 
and  grade  4 or  5 PVCs  on  24-hour  ambula- 
tory monitoring;  Group  3,  angina  pectoris 
of  new  onset  with  an  advanced  grade  of 
PVCs  (grade  4 or  5);  Group  4,  coronary 
heart  disease  and  VT  from  the  vulnerable 
period  in  monitoring;  Group  5,  coronary 
heart  disease  and  grade  4 or  5 PVCs  and 
S-T  segment  depression  of  two  mm  or 
greater  at  peak  exercise;  Group  6,  prolonged 
Q-T  syndrome,  PVCs  and  syncope;  Group 
7,  mitral  valve  prolapse,  syncope,  and  an  ad- 
vanced grade  of  PVCs;  Group  8,  advanced 
grade  of  PVCs  during  angina  pectoris;  and 
Group  9,  arrhythmia  causing  severe  symp- 
toms. 

Treatment 

Merely  administering  a drug  to  a patient  in 
the  hope  of  preventing  SCD  is  frequently  an 
exercise  in  futility.  One  important  problem  is 
that  available  antiarrhythmic  drugs  are  not  only 
toxic  but  also  have  the  propensity  to  produce 
VT  or  VF.  Schaffer  and  Cobb^  found  that  73 
per  cent  of  64  patients  with  recurrent  VF  at  the 
time  of  SCD  were  receiving  antiarrhythmic 
therapy.  Swerdlow  et  alJ°  found  that  one  of  the 
strongest  predictors  of  SCD  was  the  failure  of 
any  therapy  to  be  identified  as  potentially  effec- 
tive on  the  basis  of  electrophysiologic  study.  Tbe 
other  predictor  was  New  York  Heart  Association 
functional  class. 

To  determine  the  effectiveness  and  proper  dose 
of  a drug  in  controlling  PVCs  in  a specific 
patient,  Lown  uses  a two-phase  approach.^ 

In  Phase  1 a drug  is  given  in  a single  dose 
to  produce  a therapeutic  blood  concentration. 
This  is  usually  half  of  the  commonly  used  daily 
maintenance  dose.  Programmed  trendscription 
is  used  to  display  the  time  course  of  drug  action. 
Blood  for  drug  concentration  during  this  period 
is  taken  to  correlate  the  onset  and  dissipation 
of  antiarrhythmic  or  toxic  effects  (e.g.,  worsen- 
ing of  the  arrhythmias ) . Each  patient  under- 


goes 24-hour  ambulatory  monitoring  and  exercise 
stress  testing.  Exercise  is  necessary  to  precipi- 
tate arrhythmia  in  those  who  have  none  at  rest. 
The  patient  exercises  each  hour  for  five  minutes. 

Phase  2 Testing: 

In  Phase  2 testing  one  or  more  of  the  most 
promising  agents  from  Phase  1 is  further  studied. 
At  least  two  drugs  are  used  in  those  who  have 
had  VE  in  the  absence  of  myocardial  infarction. 
The  patient  is  maintained  on  this  regime  for  48 
to  72  hours.  Drug  efficacy  is  determined  with 
24-hour  ambulatory  monitoring,  maximal  exer- 
cise stress  test  and  blood  drug  levels. 

Because  of  producing  an  inordinate  number  of 
adverse  and  intolerable  reactions,  Lown  could 
not  reduce  PVCs  by  75  per  cent  or  abolish  all 
grade  4 and  5 arrhythmias.  Therefore,  he  tries 
to  suppress  almost  completely  grade  4 and  5 
arrhythmias.  The  presence  of  couplets  ( grade 
4),  if  rare  and  fewer  than  one  per  hour  during 
a minority  of  waking  hours,  is  considered  ac- 
ceptable. However,  if  VT  with  a rate  greater 
than  180  beats  per  minute  is  provoked  during 
exercise,  the  drugs  are  manipulated  until  the 
arrhythmia  is  abolished. 

Town’s  approach  is  only  one  of  many  and  is 
only  presented  as  one  way  to  approach  the 
problem  of  appropriate  management.  Others  pre- 
fer electrophysiologic  studies  to  determine  the 
appropriate  drug  regimen.^'  Either  method  is 
tedious  and  expensive,  and  points  out  the  many 
drawbacks  we  must  deal  with  in  the  treatment 
of  SCD.  The  drugs  that  are  available  are 
potentially  toxic  with  many  adverse  effects. 
Tocainide,  for  example,  has  a 41-per  cent  inci- 
dence of  ataxia.  Quinidine  has  a 21-per  cent 
incidence  of  both  anorexia  and  diarrhea.  Even 
with  the  newer  investigational  drugs  like 
\miodarone,  which  is  more  useful  than  other 
antiarrhythmics,  the  use  of  antiarrhythmic  drugs 
in  cardiac  arrhythmia  therefore  should  not  be 
taken  casually.*^ 

Those  patients  who  are  found  to  be  refractory 
to  medical  management  should  have  placement 
of  an  implantable  defibrillator  or  have  surgical 
resection  of  the  arrhythmogenic  myocardium 
after  mapping  procedures. 
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RED-NECK  PHILOSOPHY 


The  Washington,  D.C.-based,  red-neck  crowd 
of  Carter,  Mondale,  Ferraro,  Galbraith,  Kennedy, 
O'Neill,  Moyer,  Chancellor,  Rather,  Brinkley, 
Koppel,  MacNeil,  Lehrer,  Brokaw,  Jennings, 
Vanocur,  Mudd  and  their  followers  with  their 
heads  screwed  on  backwards  will  be  able  to  in- 
flict little,  if  any  further,  damage  on  our  country 
and  its  citizens  in  the  next  four  years.  Some  of 
them  may  be  educable.  Most  aren’t  even  aware 
they  are  and  have  been  the  red-neck  mentality 
role  models  totally  out  of  touch  with  America  for 
the  past  quarter  of  a century. 

Most  of  the  obstructions  our  patients  face  in 
obtaining  medical  care  are  the  result  of  the  flaw- 
ed red-neck  philosophy  fostered  on  the  nation  by 
this  crowd.  They  understand  virtually  none  of 
the  medical  issues  facing  our  citizens  today,  yet 
they  have  promoted  zealously  the  concepts  of 
first-dollar  coverage,  tax-exempted  health  care 
policies  and  non-means-tested  Medicare  and  Med- 
icaid and  other  schemes  which  deprive  the  gen- 
eral revenues  and  Social  Security  of  needed  funds 
by  avoiding  taxes  otherwise  due  the  U.S.  Treas- 
ury. 

The  largest  controllable  cost  factors  in  Medi- 
cine today  are  the  malpractice  and  defensive 
medicine  expenses  (50  per  cent).  In  Florida  a 
Supreme  Court  judge  threw  out  a citizen-initiated 
malpractice  referendum  signed  by  600,000  per- 
sons ( twice  as  many  as  required  by  law ) asking 
for  a cap  on  non-monetary  damages,  summary 
judgments  where  appropriate  and  repeal  of  joint 
and  several  liability  laws  on  the  technicality  that 
only  one,  not  three,  subjects  could  be  included 
on  a state  referendum.  In  West  Virginia  just  the 
opposite  occurred.  Two  of  five  referenda,  each 
with  multiple  issues,  were  presented  by  the  Leg- 


islature for  constitutional  amendments,  and  the 
West  Virginia  Supreme  Court  allowed  both  of 
these  resolutions  to  stand  for  election.  Can  any- 
one argue  that  government  is  not  the  problem? 
Of  course  government  and  its  pernicious  and 
baneful  bureaucracies  are  the  problem.  No  gov- 
ernment anywhere  has  or  ever  will  provide  an  ac- 
ceptable solution  for  our  problems  in  medical 
care  costs,  availability,  access,  quality  and  liabil- 
ity. That  is  unless  rationing,  restricted  access, 
limited  availability  with  premature  death  and  un- 
necessary disability  are  considered  solutions.  In 
the  eyes  of  the  red-neck  community  these  inhu- 
mane ends  are  an  acceptable  prescription. 

Yes,  we  do  have  red-neck-thinking  members  in 
the  medical  fraternity  who  mischievously  pro- 
long treatment,  misrepresent  subjective  syn- 
dromes and  extend  personal  injury  and  mal- 
practice claims  and  parlay  them  into  astronomical 
costs.  The  trial  lawyers  are  merely  accessories 
after  the  fact  and  function  within  the  sham, 
shame  and  shenanigan  framework  constructed  by 
the  Congress,  state  legislatures,  judges  and  juries. 
All  are  invited  to  become  acquainted  with  the 
recommendations  contained  in  the  WVSMA  posi- 
tion paper  on  malpractice  sent  recently  to  all  par- 
ties concerned.  The  several  recent  AMA  reports 
on  “Professional  liability  in  the  80s”  also  are 
a source  of  further  enlightenment.  Without  leg- 
islative action  to  contain  the  costs  of  malpractice, 
the  world’s  most  humane  system  of  medical  care 
delivery  will  not  long  survive. 


Carl  J.  Roncaglione,  M.  D.,  President 
West  \ irginia  State  Medical  Association 
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Current  medical  literature  appears  replete  with 
articles  on  death  and  dying  and  death  with  dig- 
nity. If  by  dignity  is  meant  nobleness  of  manner 
or  style,  is  death  a dignified  pro- 
DEATHAND  cess? 

DIGNITY  Few  who  die  have  control  over 

the  circumstances  and  manner  in 
which  they  “shuffle  ofl  these  mortal  coils.”  Is  in- 
stant death  on  the  highway  less  dignified  than  the 
demise  in  the  cloistered  area  of  the  hospital  or 
the  home  bedroom?  Survivors  of  the  victim  may 
think  so  but  what  difference  to  the  departed? 

F ew  leave  this  existence  by  “pulling  the  drap- 
eries of  his  couch  about  him  as  lying  down  to 
pleasant  dreams.  ’ Is  death  so  abhorrent?  Dying 
is  a part  of  living.  It  cannot  be  disguised,  defied 
or  avoided.  None  escape. 

Evidently,  the  prolongation  of  the  process  of 
dying  by  days  or  weeks  by  modern  medical  tech- 
niques is  what  is  conceived  as  an  undignified 
death  — and  to  this  we  would  agree.  While  there 
is  no  logical  reason  for  “keeping  the  corpse 
alive,”  we  must,  however,  not  fail  to  employ  every 
reasonable  treatment  modality  where  there  is 
even  a ray  of  hope  of  maintaining  or  restoring  the 
ill  person  to  a cognitive  state  in  which  some  satis- 
faction will  be  derived  from  continued  existence. 
The  ethical  and  moral  issues  loom  large. 

We  have  seen  the  courts  involved  in  the  eval- 
uation of  brain  death.  Should  the  jdiysician  face 
a murder  charge  for  discontinuing  support  to  a 
“brain  dead”  patient?  Compassionate  under- 
standing, consultations  with  family  and  other  col- 
leagues. when  appropriate,  should  resolve  these 
issues  on  an  individual  case  basis  since  no  guide- 
lines can  he  developed  which  will  be  binding  in 
every  instance.  Will  w^e  reach  the  stage  when  the 
courts  will  approve  only  if  we  use  every  device 
and  medicine  up  to  the  final  hour  of  demise,  or 
instruct  us  when  we  “no  longer  must  strive  offi- 
ciously to  keep  alive?” 


These  are  problems  which  we  as  physicians  are 
best  qualified  to  unravel,  and  the  less  the  courts 
are  called  upon  to  intervene  the  better  the  solu- 
tion for  all  concerned. 


Professional  liability  insurance  has  become  a 
“People’s  Problem”  and  not  just  a “doctor  prob- 
lem.” 

While  it  is  easy  for  those  outside  the  medical 
or  health  care  profession  simply  to  dismiss  the 
matter  by  saying,  “If  doctors  didn’t  practice  bad 
Medicine  they  wouldn’t  get  sued,”  or  “Doctors 
can  easily  afford  to  pay  the  insur- 
A 'PEOPLE'S  ance  premiums,”  the  facts  give  the 
PROBLEM'  lie  to  the  statements. 

It  is  not  just  “bad”  doctors  who 
get  sued.  In  most  states  the  list  of  physicians 
currently  involved  in  a professional  liability  ac- 
tion reads  like  a “Who’s  Who”  in  Medicine. 
Some  of  every  state’s  suit  victims  end  up  with 
some  of  the  most  horrendous  cases  referred  to 
them  because  of  their  special  expertise.  Despite 
the  severity  of  the  medical  problem  or  injury,  the 
patient  has  come  to  expect  perfect  results.  When 
the  result  is  less  than  perfect,  somebody  ( trans- 
late doctor  and  insurer)  must  pay.  And  a law^- 
suit  often  becomes  as  much  a personal  vendetta 
as  it  does  a legitimate  seeking  of  fair  compensa- 
tion to  offset  genuine  losses  incurred. 

The  result  has  been  a swelling  in  both  the  num- 
ber of  cases  filed  and  a geometrically  expanding 
payout  of  money  in  actual  awards  or  settlements. 
This,  in  turn,  has  led  to  dramatic  increases  in 
professional  liability  insurance  premiums. 

West  Virginia  physicians  face  premium  in- 
creases averaging  71  per  cent  for  1985  policies. 
The  lowest  risk  class  wdll  experience  a jump  of 
62  per  cent,  from  $2,192  paid  in  1984  to  $3,560 
in  1985.  Translated  into  patient  encounters,  the 
ap})roximately  $1,400  increase  means  it  will  cost 
an  additional  $.70  to  see  a patient  if  a physician 
has  2,000  such  encounters.  Perhaps  this  is  not  a 
big  deal  until  one  begins  to  add  in  the  other  com- 
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ponents  of  the  cost  of  doing  business:  telephone, 
rent,  heat,  light,  personnel,  medical  supplies,  etc. 
All  costs  are  going  up,  yet  government  has  im- 
posed freezes  on  Medicare  payments,  third  parties 
frequently  are  slow  in  paying,  and  commonly  will 
cut  back  severely  in  the  percentage  of  the  amount 
they  will  pay. 

Not  all  our  citizens  are  fortunate  enough  to 
need  only  the  services  of  the  low-risk  physician. 
Thousands  of  West  Virginians  will  need  the  care 
of  general  surgeons,  obstetricians,  urologists, 
neurosurgeons,  cardiac  surgeons  and  others.  All 
of  these  high-risk  specialists  will  pay  substantially 
higher  premiums. 

Obstetricians,  for  example,  are  being  moved 
from  class  six  to  class  seven  risks.  Whereas  they 
paid  $13,477  for  $1  million  worth  of  coverage 
this  year,  they  will  pay  $28,983  for  the  same  pol- 
icy in  1985.  This  $15,500  increase  translates  to 
$51  more  per  delivery  if  he /she  does  300  de- 
liveries per  year.  Will  third  parties  increase  their 
payments  by  $51  per  delivery  in  1985?  We  sus- 
pect not.  Will  private  pay  patients  be  willing  to 
accept  the  increase  as  a direct  pass-through?  Per- 
haps. 

The  doctor  who  chooses  to  stop  delivering 
babies  can  save  $5,800  per  year  on  his  insurance 
premium.  How  many  will  elect  to  stop  offering 
this  or  some  other  medical  service  because  the 
number  of  procedures  done  does  not  justify  the 
additional  expense  of  offering  the  service? 

That’s  where  the  matter  becomes  a people’s 
problem.  Not  only  do  the  people  ultimately  pay 
the  cost  of  the  malpractice  insurance  premium 
either  directly  or  indirectly,  but  society  stands  to 
lose  the  medical  services  it  needs  and  desires  if 
sufficient  numbers  of  physicians  elect  to  conduct 
safer,  less  risky  medical  services.  It  doesn’t  hurt 
the  physician  not  to  offer  a service,  but  it  can 
severely  harm  the  patient  who  cannot  obtain  a 
necessary  service. 

Are  there  no  solutions? 

No,  there  are  several  solutions.  One  is  for 
physicians  to  continue  to  practice  the  best  Medi- 
cine possible  in  as  careful  and  caring  and  cost- 
effective  method  as  possible.  But  this  alone  will 
not  suffice. 

Society  must  play  a role  in  changing  several 
aspects  of  the  tort  system.  If  physician  fees  and 
hospital  costs  are  being  capped  in  a variety  of 
ways,  so  must  awards  be  capped.  Economic 
losses  should  be  covered;  this  is  at  the  heart  of 
any  insurance  program,  but  surely  a cap  on  non- 
compensatory (pain  and  suffering)  awards  could 
be  instituted. 


A more  clearly  defined  statute  of  limitations 
clarifying  joint  and  several  liability,  periodic  pay- 
ment of  awards  over  $500,000,  refinement  of  the 
contingency  fee  system,  proper  definition  of  ex- 
pert witnesses  and  the  development  of  a possible 
indemnity-type  or  “workers’  comp”  system  de- 
claring what  specific  injuries  are  compensibly 
worth  are  all  potential  parts  of  the  overall  solu- 
tion. 

It  is  time  to  assume  the  role  of  physician-teach- 
er. If  2,000  doctors  each  spoke  to  one  patient  a 
day,  in  one  month  we’d  have  40,000  citizens  en- 
lightened. And  if  each  told  one  other  person 
there  would  be  80,000.  Think  what  several  thou- 
sand legislative  contacts  could  mean.  . . 


Eye  Exam  Urged  For  AIDS  Patients 

With  reference  to  the  article,  “The  Acquired  Immune 
Deficiency  Syndrome  in  West  Virginia:  An  ‘Imported’ 
Disease,”  by  Drs.  Bernstein,  Webb,  and  Belshe  (WVMJ 
80:153,  1984),  I want  to  emphasize  the  value  of  an 
ophthalmologic  examination  of  any  patient  with  AIDS. 

In  a recent  prospective  study  l of  patients  with  AIDS, 
31  per  cent  had  ophthalmologic  lesions  on  a single 
examination.  Significant  ophthalmic  findings  were 
observed  in  73  per  cent  of  the  patients  undergoing  serial 
examinations.  The  most  common  finding  was  an  isolated 
retinal  cotton  wool  patch  found  in  27  per  cent  of  the 
patients.  .\ny  patient  being  evaluated  for  AIDS  should 
undergo  a complete  ophthalmological  examination. 

1.  Freeman  WR,  Lerner  CW,  et  ai:  A prospective 
study  of  the  ophthalmological  findings  in  the  acquired 
immune  deficiency  syndrome.  Am  J Ophthalmol  1984; 
97:133. 

Matthew  E.  Farber,  M.  D. 

■\ssistant  Professor  of  Ophthalmology 

West  Virginia  University  Medical  Center 
P.  O.  Bor  6302 
Morgantown  26506  6302 


Association  Scholarship  Helps 

Editor’s  Note:  Miss  Sypolt  {see  following  letter)  was 
one  of  four  state  students  awarded  four-year  scholarships 
by  the  State  Medical  Association  to  West  Virginia  Uni- 
versity and  Marshall  University  schools  of  medicine  in 
1983.  Each  scholarship  is  worth  $1,500  annually. 

Dear  Members  of  the  West  Virginia  State  Medical 
.Association: 

I would  like  to  express  my  continued  appreciation  of 
the  scholarship  that  has  definitely  helped  me  finance  the 
second  > ear  of  medical  school. 

With  gratitude  and  best  wishes  to  all  of  you, 

Susan  Marie  Sypolt 
833  Monongalia  Avenue 
MorgantouTi  26505 
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Mock  Malpractice  Trial  Planned 
For  Physicians’  Session 

A mock  malpractice  trial  will  be  staged  by 
Charleston  lawyers  for  the  Physicians’  Session  of 
the  18th  Mid-Winter  Clinical  Conference. 

The  mock  trial  will 
be  held  at  the  Charles- 
ton Marriott  on  Friday 
evening,  January  25,  at 
8 P.  M.  concurrently 
with  the  Public  Session 
of  the  conference. 

Illustrating  for  doc- 
tors both  successful 
techniques  and  pitfalls 
to  avoid  in  malpractice 
cases,  and  incorporat- 
ing courtroom  “props,” 
the  trial  will  have  as 
participants:  Fred 

Bockstahler,  Vice  President  for  Legal  Services, 
Charleston  Area  Medical  Center,  as  the  “defen- 
dant doctor;”  George  A.  Daugherty  of  the 
Charleston  law  firm,  Daugherty  and  Cantlinger  as 
the  “plaintiff’s  lawyer;”  John  S.  Haight  of  the 
Charleston  law  firm,  Kay,  Casto  and  Chaney  as 
the  “defense  lawyer,”  and  A.  Andrew  MacQueen 
III,  re  -elected  as  a Kanawha  County  Circuit 
Court  Judge  on  November  6,  as  the  “judge.” 

Dr.  Joseph  T.  Skaggs,  Director  of  Medical  Af- 
fairs, CAMC,  and  a member  of  the  conference 
Program  Committee,  will  preside  at  the  mock 
trial  session. 

The  annual  week-end  CME  conference  will  be- 
gin with  a Friday  afternoon  session  at  2 o’clock 
and  end  at  noon  on  Sunday,  January  27. 

Additional  Speakers  Announced 

Elliott  W.  Chideckel,  M.  D.,  Associate  Profes- 
sor of  Medicine,  West  Virginia  University  School 
of  Medicine,  Morgantown,  will  speak  on  “The 
Insulin  Pump”  during  the  opening  Diabetes  ses- 
sion Friday  afternoon,  it  was  announced  by  the 
Program  Committee. 

It  also  was  announced  that  the  speakers  for 
the  Sunday  Morning  session  on  Psychiatry  for 
the  Non-Psychiatrist  will  be  Jobnny  Gallimore, 
M.  D.,  Chairman,  Department  of  Psychiatry, 
Marshall  University  School  of  Medicine,  “The 


Fred  Bockstahler,  J.  D. 


Clinical  Management  of  Depression;”  Donald  S. 
Robinson,  M.  D.,  formerly  MU  Chairman  of 
Pharmacology  and  now  Director  of  Clinical  Cen- 
tral Nervous  System  Research,  Bristol-Myers 
Company,  “Drugs  to  Use  for  Depression,”  and 
Martin  J.  Kommor,  M.  D.,  Associate  Professor 
and  Chairman,  Department  of  Behavioral  Medi- 
cine and  Psychiatry,  WVU  Charleston  Division, 
“Anxiety  and  Psychosomatic  Diseases.” 

The  conference  is  sponsored  by  the  State  Medi- 
cal Association  and  the  WVU  and  MU  schools  of 
medicine;  the  program  has  been  appproved  for 
14  hours  of  CME  credit  in  Category  1,  and  also 
is  acceptable  for  14  Prescribed  hours  by  tbe 
American  Academy  of  Eamily  Physicians. 

A no-smoking  policy  for  all  sessions  will  be 
in  effect  for  the  1985  conference,  the  Program 
Committee  announced. 

Previously  named  speakers  and  topics  are: 

Friday  Afternoon,  Diabetes  — “Management 
of  the  Type  II  Diabetic,”  Stephen  R.  Grubb, 
M.  D.,  Associate  Professor  of  Medicine,  WVU 
Charleston  Division,  and  Margaret  J.  Albrink, 
M.  D..  WVU  Professor  of  Medicine,  Section  of 
Endocrinology  / Metabolism,  Morgantown. 

Saturday  Morning,  New  Technology  - — “New 
Modalities  in  Treatment  of  Atherosclerosis  with 
Referral  to  Laser  Therapy,”  Abnash  C.  Jain, 
M.  D.,  WV  U Professor  of  Medicine  and  Chief  of 
the  Section  of  Cardiology,  Morgantown;  “Lasers 
in  Ophthalmology,”  Robert  E.  O’Connor,  M.  D., 
Charleston,  WVU  Clinical  Associate  Professor  of 
Ophthalmology,  and  “Magnetic  Resonance  Im- 
aging (MRI),”  Ronald  E.  Cordell,  M.  D., 


George  A.  Daugherty,  J.  D. 


Martin  J.  Kommor,  M.  D. 
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Advance  Fee  Of  $60  Set 
For  Mid-Winter  Meet 

An  advance  registration  fee  of  $60  will  be 
charged  for  the  18th  Mid-Winter  Clinical  Con- 
ference to  be  held  January  25-27  in  Charleston 
at  the  Marriott  Hotel. 

The  fee  at  the  conference  registration  desk 
will  be  $75. 

Please  make  checks  payable  to  “West  Vir- 
ginia State  Medical  Association,”  and  mail  to: 
West  Virginia  State  Medical  Association,  P.  0. 
Box  4106,  Charleston,  WV  25364. 

There  will  be  no  fee  for  nurses,  medical 
students  and  residents. 

Advance  registrants  will  receive  from  the 
Association  a postage-paid  Marriott  reserva- 
tion request  card  specifically  designed  for  the 
Mid-Winter  Clinical  Conference.  Group  rates 
at  the  Marriott  will  be  $54  for  a single  room 
and  $62  for  a double  room. 

The  lower  advance  fee  is  being  offered  for 
the  first  time  for  the  1985  conference,  the 
Program  Committee  noted. 


Charleston,  WVU  Clinical  Assistant  Professor  of 
Radiology. 

Saturday  Afternoon,  Preventive  Medicine  — 
“Continuing  Controversy  About  DTP  Immuniza- 
tions,” Edwin  L.  Anderson,  M.  D.,  MU  Associate 
Professor  of  Medicine  and  Pediatrics. 

Speakers  on  “Car  Design  Is  a Factor  in  Motor 
Vehicle  Accidents”  and  “The  Role  of  Exercise  in 
Preventive  Medicine:  How  Doctors  Can  Con- 

vince Patients  of  the  Importance  of  Exercise” 
will  he  announced  for  the  Saturday  afternoon 
session  on  Preventive  Medicine. 

Members  of  the  Program  Committee  in  addi- 
tion to  Doctor  Skaggs  are  Drs.  William  0.  Mc- 
Millan, Jr.,  of  Charleston,  Chairman;  C.  Carl 
Tully  of  Charleston;  Robert  H.  Waldman,  Mor- 
gantown; Maurice  A.  Mufson,  Huntington,  and 
Richard  G.  Starr,  Beckley. 

Remaining  speakers  and  program  details  will 
be  presented  in  the  January  issue  of  The  Journal. 


WVSMA  Holiday  Schedule 

The  Association’s  headquarters  office  in 
Charleston  will  be  closed  for  the  holidays  all 
day  on  Monday,  December  24,  and  on  Christ- 
mas Day.  The  office  also  will  be  closed  all  day 
on  Monday,  December  31,  and  on  New'  Year’s 
Day. 


Nose-Drop  Flu  Vaccine 
Proves  Effective 

An  experimental  nose-drop  flu  vaccine  effec- 
tively protects  children  against  flu  wfithout  caus- 
ing symptoms  itself.  Dr.  Robert  B.  Belshe  of 
Marshall  ETniversity  revealed  at  the  International 
Congress  of  Virology  this  fall  in  Tokyo. 

Doctor  Belshe  and  Dr.  Jack  Bernstein  present- 
ed information  on  vaccines  and  research  methods 
at  the  conference.  Doctor  Bernstein  also  pre- 
sented the  results  of  a study  by  Dr.  Edwin  Ander- 
son and  Doctor  Belshe  showing  that,  contrary  to 
popular  belief,  children  in  day  care  centers  had 
no  more  respiratory  virus  illnesses  (such  as  colds 
and  flu  I than  children  cared  for  at  home. 

All  three  physicians  are  members  of  the  School 
of  Medicine’s  Department  of  Medicine. 

In  the  vaccine  study,  performed  last  year, 
children  were  vaccinated  for  one  of  two  common 
strains  of  flu.  Doctor  Belshe  said.  “The  influenza 
A strain  we  call  H3N2  accounted  for  80  per  cent 
of  the  flu  in  the  Huntington  area  during  the 
study,  and  the  children  who  got  the  vaccine  for 
this  strain  had  significantly  less  flu  than  the  other 
children  in  the  study,”  he  said.  “The  nose  drops 
proved  to  be  at  least  as  effective  as  shots.” 

The  vaccine  presentation  drew  a very  positive 
response  from  the  other  scientists  at  the  con- 
ference, said  Doctor  Belshe,  who  heads  Marshall’s 
Genter  for  Vaccine  Evaluation.  “There  are  just 
a handful  of  centers  in  the  w'orld  doing  this  kind 
of  research.” 

He  said  the  study  is  continuing  to  see  wheth- 
er the  nose-drop  vaccine  provides  longer-term 
protection  than  shots,  wJiich  are  good  only  for 
six  months  to  a year. 


Enjoying  a coffee  break  during  the  1984  WVSMA 
Annual  Meeting  at  the  Greenbrier  are,  from  left, 
Drs.  Tony  C.  Majestro,  Charleston;  Bill  M.  Atkinson, 
Parkersburg,  who  was  elected  to  the  Association’s 
Council  during  the  convention,  and  Antonio  S. 
Licata,  Weirton,  also  a Councilor. 
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Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1984  and  1985,  as  compiled 
by  Charles  W.  Jones,  Ph.D.,  MU  Director  of 
Continuing  Medical  Education;  Robert  E. 
Kristofco,  WVU  Assistant  to  the  Dean /Continu- 
ing Medical  Education,  and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  j)rogram  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street. 
Wheeling  26003. 

Marshall  ITniversity 

Dec.  15,  Huntington,  3rd  Annual  Marshall 
Memorial  Sports  Medicine  Conference  — A 
Program  for  Primary  Care  Providers 

West  Virginia  University 

Jan.  30-Feb.  3,  Snowshoe,  6th  Mid-Winter  Car- 
diovascular Symposium  I Charleston  Division  I 

Feb.  3-6,  Snowshoe,  3rd  Annual  Vascular  Sur- 
gery Conference 

Feb.  13.  Charleston,  Collaborative  Practice 
March  29,  Charleston,  Newborn  Day 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buclihannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Dec.  20 
f vacation ) 


Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Dec. 
12,  “Sexual  Dysfunction:  Strategies  for  Man- 
aging Impotence,”  Nyana  R.  Crellin,  Ph.D. 

Gassaivay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Dec.  5,  “Cardiac 
Telemetry,”  Louise  Magee,  R.N. 

Madison,  2nd  floor.  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — Dec.  11, 
“Update:  Cancer  Research  & Practice,”  Peter 
C.  Raich,  M.  D. 

Jan.  8,  Feb.  12  (vacation) 

March  12,  “Cardiac  Monitoring  & Rehabilita- 
tion,” Louise  Magee,  R.N.,  & Jack  Taylor,  M.S. 

Oak  Hill,  Oak  Hill  High  School  I Oyler  Exit,  N 
19)  4th  Tuesday,  7-9  P.  M.  — Dec.  25  (vaca- 
tion— Christmas  Day) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Dec.  27  ( va- 
cation I 

W'elch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Dec.  19  (vacation) 

W hitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Dec.  26  (va- 
cation ) 

W illiamson,  A|)palachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Dec.  6,  “Pedi- 
atric Emergencies,”  Chandra  Kumar,  M.  D. 


Catterson  Succeeds  Holroyd 
As  Board  President 

Eileen  Catterson,  M.  D.,  of  Rhodell  ( Raleigh 
County  ) has  been  elected  President  of  the  West 
Virginia  Board  of  Medicine. 

Doctor  Catterson,  appointed  to  the  board  in 
October,  1982,  is  board-certified  pediatrician  and 
practices  general  pediatrics  at  Rhodell  Pediatric 
Clinic  and  Pineville  Children’s  Clinic.  A gradu- 
ate of  the  Medical  College  of  Pennsylvania,  she 
completed  her  residency  at  Children’s  Hospital 
Medical  Center  in  Akron,  Ohio. 

She  succeeds  Frank  J.  Holroyd,  M.  D.,  of 
Princeton,  who  was  named  President  Emeritus. 
Doctor  Holroyd,  who  was  appointed  to  the  form- 
er Medical  Licensing  Board  of  West  Virginia  on 
July  1,  1949,  served  as  Chairman  of  the  Board 
from  July,  1953,  until  July,  1963,  and  as  Presi- 
dent from  July,  1966,  until  July,  1984. 
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WVSMA’s  new  headquarters  building:  in  Charleston  is  shown  here  as  viewed  from  MacCorkle  Avenue. 
The  main  entrance  is  on  the  right  side,  and  the  parking  area  is  in  the  rear.  WVSMA  staff  was  to  move  into 
the  new  quarters  in  November.  Memorial  and  other  donations  for  furnishing  the  building  have  been  invited. 


Come  ’n  Visit 


Association  Moves  To  New  Home 

Remember  this  address:  4307  MacCorkle  Av- 
enue, S.  E.,  Charleston,  WV  25304.  This  is  the 
address  of  your  new  headquarters  home,  or  more 
officially,  the  new  headquarters  building  for  the 
West  Virginia  State  Medical  Association. 

The  office  staff  was  to  move  into  the  three- 
story  structure,  located  in  the  Kanawha  City  sec- 
tion east  of  downtown  Charleston,  in  late  Novem- 
ber or  early  December.  The  Association  formerly 
rented  seven  rooms  of  office  space  in  the  Charles- 
ton National  Plaza  bank  building  in  downtown 
Charleston. 

“This  is  a fine  new  facility  of  which  we  can 
all  be  proud,”  said  Dr.  Carl  J.  Roncaglione  of 
Charleston,  Association  President.  “All  members 
are  invited  to  stop  by  and  see  the  new  building,” 
he  continued,  adding  that  tours  are  planned  dur- 
ing the  Mid-Winter  Clinical  Conference  in  Jan- 
uary, and  that  an  open  house  is  scheduled  during 
the  Association’s  Annual  Meeting  in  Charleston 
next  summer. 

More  Space,  Facilities 

Culminating  years  of  dreaming  and  planning, 
the  half-million-dollar  building  offers  vastly  in- 
creased space  as  well  as  on-site  parking.  Two 
major  features  are  a large  conference  room  and  a 
catering  kitchen  permitting  Council  and  other 
meetings  to  be  held  there.  Lack  of  space  in  the 
old  quarters  required  Council  meetings  to  be  held 
outside  the  office  in  rented  facilities. 


The  headquarters  contains  a total  of  9,300 
square  feet,  5,100  of  which  has  been  finished  ini- 
tially for  the  Association  offices  on  the  lower  two 
floors.  The  third  floor  is  “roughed  in”  for  future 
rental. 

An  office  for  the  Association’s  Auxiliary  has 
been  provided  on  the  second  floor  along  with  the 
conference  room,  kitchen  and  additional  rental 
space.  Staff  offices  are  on  the  first  floor. 

The  headquarters  was  constructed  at  a cost  of 
$569,800  by  Carlton,  Inc.,  of  Charleston.  Ground 
was  broken  last  May.  Overseeing  the  financing 
and  construction  was  the  Association-formed 
West  Virginia  State  Medical  Association  Prop- 
erties, Inc.,  of  which  Dr.  John  B.  Markey  of 
Charleston  is  President.  Dr.  L.  Walter  Fix  of 
Martinsburg  preceded  Doctor  Markey  as  the  first 
President.  The  site  is  across  from  Horace  Mann 
Junior  High  School  on  property  previously  ac- 
quired by  the  properties  corporation. 

The  impetus  for  constructing  the  facility  began 
during  the  presidency  of  Dr.  Stephen  D.  Ward  of 
Wheeling  in  1979-80. 

Donations  Invited 

Memorial  and  other  donations  have  been  sug- 
gested by  the  Association  leadership  for  furnish- 
ing the  building  (see  story  on  Page  235  of  the 
October  issue  of  The  Journal).  Individual  or 
group  donors  will  have  their  names  permanently 
displayed  in  the  building.  All  checks  should  be 
made  out  to  the  West  Virginia  State  Medical 
Association  Properties,  Inc.  Furnishing  the  new 
building  with  appropriate  furniture,  draperies. 
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carpet  and  necessary  equipment  is  expected  to 
cost  around  $50,000. 

If  you  wish  to  discuss  specific  gifts  or  furnish- 
ing a specific  room,  contact  Mert  Scholten, 
WVSMA’s  Executive  Director. 


Learning  Disabilities  Topic 
For  Public  Session 


Barbara  P.  Guyer,  Ed.D.  Thomas  P.  Lombardi,  Ed.D. 


“Learning  Disabilities:  Defining  and  Treat- 

ing a Growing  Population”  will  be  the  title  of 
the  Public  Session  for  the  18th  Mid-Winter  Clini- 
cal Conference. 

The  program  will  be  held  at  8 P.  M.  con- 
currently with  the  Physicians’  Session  on  Friday, 
January  25,  the  opening  day  of  the  week-end 
CME  conference  sponsored  by  the  State  Medical 
Association  and  West  Virginia  University  and 
Marshall  University  schools  of  medicine.  The 
site  will  be  the  Marriott  Hotel  in  Charleston. 

Planning  the  session  for  a joint  presentation 
are  Barbara  P.  Guyer,  Ed.D.,  Coordinator,  MU 
Learning  Disabilities  Program,  and  Thomas  P. 
Lombardi,  Ed.D.,  WVU  Professor  of  Special  Ed- 
ucation, Morgantown. 

In  speaking  of  school  children  who  fail  to 
reach  proficiency  of  their  grade  level  in  academic 
areas.  Doctor  Lombardi  observed  that  “there  per- 
sists a unique,  hard-core  group  whose  disajjility 
cannot  be  explained  by  limited  intelligence,  sen- 
sory impairments,  emotional  disturbance  or  cul- 
tural divergency.  They  have  been  recognized  as 
learning  disabilities.” 

Using  visual  aids,  the  presenters  will  discuss 
some  of  the  controversy  surrounding  assessment 
and  treatment  procedures  as  well  as  research 
findings. 

Dr.  John  P.  MacCallum,  Charleston  psychi- 
atrist. will  preside  at  the  Public  Session. 


CNA  Liability  Insurance 
Program  Endorsed 

The  CNA  Physician’s  Protection  Program  for 
professional  liability  insurance  has  been  endors- 
ed by  the  State  Medical  Association.  The  pro- 
gram will  offer  an  optional  claims  made  policy 
for  1985.  The  more  familiar  occurrence  coverage 
also  will  be  offered. 

“It  is  important  that  physicians  understand 
the  claims  made  coverage  in  detail,”  commented 
McDonough  Caperton  Shepherd  Group,  manag- 
ing general  agent  of  the  Association’s  liability 
plan,  adding  that  “your  insurance  agent  has  been 
provided  the  facts  and  will  discuss  them  with  you 
if  requested.” 

One  obvious  difference  is  that  claims  made 
coverage  is  priced  lower  in  the  early  years.  In 
fact,  the  coverage  has  scheduled  incremental 
premium  increases  for  the  first  five  years.  It  also 
requires  the  purchase  of  an  Extended  Reporting 
Endorsement  (tail  coverage)  when  the  policy  is 
terminated. 

Some  basic  questions  and  answers  follow,  but 
full  details  are  best  obtained  from  your  insurance 
agent,  doctors  have  been  advised: 

What  is  the  Difference  Between  Claims  Made 
and  an  Occurrence  Policy? 

The  occurrence  policy  provides  coverage  for 
all  incidents  which  result  from  professional  ser- 


Review  A Book 


The  following  hooks  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virf'inw  Medical  Journal,  Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Review  of  General  Psychiatry,  by  Howard  H. 
Goldman,  M.  D.,  M.P.H.,  Ph.D.  676  pages.  Price 
$24.  Lange  Medical  Publications,  Los  Altos, 
California  94022.  1984. 

General  Urology,  by  Donald  R.  Smith,  M.  D. 
642  pages.  Price  $24.  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022.  1984. 

Current  Obstetric  and  Gynecologic  Diagnosis 
and  Treatment,  edited  by  Ralph  C.  Benson,  M.  D. 
1,047  pages.  Price  $26.50.  Lange  Medical  Pub- 
lications, Los  Altos,  California  94022.  1984. 
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vices  regardless  of  when  the  claims  are  made.  A 
claims  made  policy  provides  coverage  for  all 
incidents  which  result  from  professional  services 
during  the  policy  period  provided  that  the  claims 
are  made  during  the  policy  period.  Claims  made 
after  the  initial  policy  period  are  covered  by  the 
claims  made  policy  in  effect  when  the  claim  is 
made.  Thus,  the  occurrence  policy  covers  the 
risk  of  claims  primarily  reported  in  the  future 
while  the  claims  made  policy  covers  the  risk  of 
claims  reported  during  the  policy  period  and 
not  in  the  future. 

Are  There  Any  Differences  in  the  Types  of  Acts 
Covered  by  the  Two  Policies? 

With  the  exception  of  the  timing  and  reporting 
of  claims  made,  there  are  no  differences  between 
the  type  of  acts  covered. 

How  Is  An  Occurrence  Policy  Priced? 

Since  all  claims  in  the  policy  period  are  cov- 
ered regardless  of  when  the  claims  are  made,  the 
premium  charged  must  anticipate  the  eventual 
cost  of  future  claims.  While  actuarial  science  is 
used,  total  certainty  is  not  possible  because  of  the 
nine-year  projection  generally  believed  to  be 
needed.  The  possibility  of  accurately  predicting 
the  future  claim  climate  over  this  long  period  is 
extremely  difficult.  The  quality  of  the  profit-shar- 
ing agreement  is  important  if  too  much  rate  is 
taken.  The  company  will  experience  a net  loss  if 
too  little  rate  is  taken. 

How  Does  the  Claims  Made  Policy 
Differ  in  Pricing? 

In  the  early  years  of  a claims  made  policy, 
claims  made  coverage  is  less  expensive  than  prop- 
erly priced  occurrence  coverage.  Each  year,  the 
likelihood  of  a claim  being  reported  grows,  and 
this  fact  is  reflected  in  scheduled  incremental 
premium  increases.  At  tbe  fifth  year,  the  cost  and 
number  of  claims  reported  level  off,  and  a mature 
claims  made  rate  is  readied.  Assuming  no  in- 
crease in  claim  frequency  or  severity,  the  mature 
rate  will  remain  the  same  in  future  years. 

What  is  the  Extended  Reporting  Endorsement 
and  How  Much  Does  It  Cost? 

When  a claims  made  policy  is  terminated  or 
cancelled,  it  is  necessary  to  purchase  an  Extend- 
ed Reporting  Endorsement.  This  endorsement 
provides  the  right  to  continue  reporting  claims 
which  are  made  after  the  policy  period  ends.  The 
policy  contains  a contractual  provision  regarding 
the  availability  and  purchase  timing  for  the  en- 
dorsement. The  cost  of  the  endorsement  general- 
ly relates  to  the  number  of  years  that  the  claims 
made  policy  was  in  effect  and  a factor  that  rep- 
resents the  cumulative  difference  between  paid 


claims  made  premiums  and  proper  occurrence 
premiums.  The  purchase  of  the  extended  report- 
ing endorsement  is  essential  in  order  to  have 
coverage  for  all  claims. 

Are  There  Any  Circumstances  Eor  Which  the 
Premium  Charged  Is  Waived  For  the 
Extended  Reporting  Endorsement? 

Yes,  reporting  endorsements  are  provided  at 
no  charge  in  the  event  of  death  or  permanent  and 
total  disability.  Retirement  at  65  or  over  and  five 
years  in  the  program  qualifies  for  a no-charge  re- 
porting endorsement. 

What  Special  Duties  Are  Required 
of  a Claims  Made  Policyholder? 

A claims  made  policyholder  must  report  all 
claims  that  are  reported  during  the  current  pol- 
icy period  since  the  current  policy  is  the  one  that 
will  respond.  A delay  in  reporting  claims  may 
lead  to  a ‘“no  coverage”  situation.  Particular  at- 
tention must  be  given  to  the  policy’s  definition  of 
a claim. 

The  Extended  Reporting  Endorsement  must  be 
requested  by  the  policyholder  within  sixty  (60) 
days  of  termination.  Failure  to  do  this  may  re- 
lease the  company  from  the  duty  to  provide  the 
endorsement. 

All  of  the  terms  of  the  policy  pertaining  to  the 
duties  of  a policyholder  must  be  met. 


CHAMPUS  Provider  Relations 
Representative  Named 

Richard  L.  Beal  has  been  named  Provider  Re- 
lations Representative  for  the  Civilian  Health 
and  Medical  Program  for  the  Uniformed  Services 
( CHAMPUS  I in  West  Virginia  and  Ohio.  He  is 
employed  by  Blue  Cross /Blue  Shield  of  Rhode 
Island,  the  regional  fiscal  intermediary. 

To  contact  Beal,  telephone  1-401-272-8500, 
extensions  2519  or  2520.  The  following  numbers 
also  might  be  helpful:  1-800-622-3131  (toll-free 
number  primarily  for  beneficiaries),  and  1-401- 
272-8500,  extensions  2504,  2510,  2511  and  2560 
( to  check  claims  status  or  to  obtain  routine  in- 
formation). 


Manpower  Shortage  Areas 

Two  portions  of  Cabell  County  have  been  des- 
ignated as  healtb  manpower  shortage  areas 
(HMSAs)  by  the  Public  Health  Service,  U.  S. 
Department  of  Health  and  Human  Services.  The 
Grant  and  Guyandotte  service  areas  in  Cabell 
County  were  identified  as  primary  medical  care 
shortage  areas. 


280 


The  West  Virginia  Medical  Journal 


Revitalized  WESPAC  Backs 
Majority  Of  Winners 

Close  to  100  additional  WESPAC  contributors 
responded  to  the  joint  WESPAC-AMPAC  mail 
effort  launched  in  late  September  and  poured  ap- 
proximately $5,000  into  the  state  House  of  Dele- 
gates and  Senate  races  for  this  year’s  general  elec- 
tion. 

Following  decisions  made  at  the  1984  Annual 
Meeting  in  August  which  found  WESPAC  sup- 
porting 35  different  candidates  for  state  positions, 
the  PAC  Board  met  in  late  October  to  apportion 
the  additional  funds.  In  general,  the  additional 
support  went  to  candidates  selected  in  the  first 
round,  although  the  PAC  Board,  serving  as  a 
Candidate  Selection  Committee,  did  decide  to 
support  several  additional  candidates  it  was  not 
able  to  contribute  to  originally. 

“We  are  gratified  at  the  excellent  response  to 
the  mailing,”  said  both  Frank  Holroyd,  M.  D.,  of 
Princeton  and  Esther  Weeks  of  Wheeling,  Co- 
Chairpersons  of  WESPAC.  “We  still  have  a con- 
siderable distance  to  go,  but  it  is  satisfying  to  see 
the  increase  in  the  number  of  physicians  who 
have  seen  fit  to  lend  their  support  to  the  election 
process,”  they  added. 

Membership  Jumps 

While  contributions  are  still  coming  in,  mem- 
bership in  WESPAC  has  jumped  from  roughly 
165  prior  to  the  Annual  Meeting  to  nearly  300 
at  the  time  of  the  elections.  Especially  rewarding 
is  the  number  of  sustaining  members  which  jump- 
ed from  just  12  to  more  than  50.  A sustaining 
member  contributes  $100  or  more  per  year  to 
political  action  and  earns  the  right  to  wear  the 
“99  + ” pin  A regular  WESPAC-AMPAC  mem- 
bership is  $50. 

Based  on  preliminary  and  unofficial  election  re- 
sults, it  appears  that  WESPAC  supported  about 
65  per  cent  of  the  winners  in  the  House  of  Dele- 
gates and  just  over  80  per  cent  of  the  winners  in 
the  state  Senate  races  it  endorsed. 

Complete  lists  of  candidates  supported  and  a 
list  of  the  official  winners  of  seats  in  the  two 
bodies  will  appear  in  the  January  issue  of  this 
publication. 

Reminder  for  1985 

WESPAC  leaders  remind  all  WVSMA  mem- 
bers to  make  their  WESPAC  contributions  for 
1985  to  continue  their  memberships.  PAC  dues 
are  $50  for  regular  memberships  and  $100  for 
sustaining  memberships.  Physicians  are  also  re- 
minded that  PAC  contributions  should  he  made 
on  personal  rather  than  corporate  checks.  The 
law  prohibits  corporations  from  making  contri- 
butions to  political  races;  therefore  any  money 


coming  in  on  PC  or  corporate  checks  can  be  used 
only  for  “soft”  money  purposes  including  educa- 
tional efforts,  etc.  Send  checks  to  WESPAC,  Box 
4106,  Charleston  25364. 

Even  though  1985  will  not  be  an  election  year, 
it  is  important  for  the  WESPAC  to  continue  so- 
liciting memberships  so  that  it  can  continue  to 
build  its  treasury  for  supporting  candidates  in  the 
next  election,  WESPAC  leaders  note. 


Parasites  Expert  Donates 
Slides  To  Marshall 

Dr.  Harold  W.  Brown,  a world  re-renowed 
expert  on  parasites,  has  donated  his  collection 
of  teaching  slides  to  the  Marshall  University 
School  of  Medicine. 

“We  are  honored  that  Doctor  Brown  has 
presented  these  slides  to  us,”  said  Dean  Robert 
W.  Coon,  M.  D.  “He  has  been  an  acknowledg- 
ed trailblazer  in  his  career,  so  the  slides  have 
a historical  significance  quite  apart  from  their 
educational  value  — which  is  great.” 

The  collection  includes  nearly  400  slides  cov- 
ering common,  significant  parasitic  diseases  en- 
countered worldwide. 

Doctor  Brown,  82,  of  Madisonville,  Ken- 
tucky, is  retiring  this  year  as  a Visiting  Profes- 
sor at  Marshall,  a position  he  has  held  for  the  past 
six  years.  He  is  a Professor  Emeritus  of  Par- 
asitology at  the  Columbia  University  College  of 
Physicians  and  Surgeons  and,  before  bis  retire- 
ment in  1970,  served  as  Director  of  Columbia’s 
School  of  Public  Health.  Earlier  in  his  career,  he 
taught  at  Duke  and  the  University  of  North  Caro- 
lina. 

He  has  made  dozens  of  trips  to  foreign  coun- 
tries, organizing  the  teaching  of  medical  and  pub- 
lic health  students,  medical  administration,  in- 
dustrial medicine  and  planned  parenthood.  He 
also  organized  a four-year  medical  school  in 
Puerto  Rico. 


HGHTLUNG 
DISEASE  WITH 
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Space  coniribuied  by  the  publisher  as  a public  service. 
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Doctors’  Response  Asked 
In  HCFA  Study 

NORC,  a social  science  research  center  at  the 
University  of  Chicago,  is  requesting  physicians, 
if  contacted,  to  respond  to  its  survey  in  a study 
being  conducted  for  the  Health  Care  Finance 
Administration. 

Information  collected  will  be  considered  by 
HCFA  in  calculating  the  reimbursement  formulas 
for  physician  services  when  the  current  freeze 
on  Medicare  fee  and  payment  levels  ends. 

NORC  will  contact  a random  sample  of  ap- 
proximately 5,000  physicians  by  letter  and  will 
request  their  participation  in  this  study.  Shortly 
thereafter  a NORC  interviewer  will  call  the  phy- 
sician to  obtain  information  needed  to  do  a stat- 
istical analysis  for  updating  the  Medicare  Eco- 
nomic Index. 

There  will  be  no  identification  of  individual 
physicians  with  the  data  collected. 


Hearing  Course  Speaker 

William  C Morgan,  Jr.,  M.  D.,  Charleston  on- 
cologist and  Clinical  Professor  of  Otolaryngol- 
ogy, West  Virginia  University  School  of  Medi- 
cine, was  a speaker  in  a recent  workshop  spon- 
sored by  the  Council  for  Accreditation  in  Oc- 
cupational Hearing  Conservation  in  Denver.  The 
purpose  of  these  courses  is  to  promote  continuing 
education  for  course  directors  in  the  field  of  in- 
dustrial hearing  conservation  throughout  the 
United  States  and  abroad.  Doctor  Morgan  has 
been  a member  of  the  Council  for  several  years. 


Taking:  time  out  from  viewing:  the  exhibits  at  the 
1984  Annual  Meeting  of  the  State  Medical  Asso- 
ciation at  the  Greenbrier  are  Judith  G.  Greenwood, 
Ph.D.,  ieft,  Charleston;  Dr.  L.  Clark  Hansbarger, 
Charleston,  Director  of  the  West  Virginia  Depart- 
ment of  Health,  and  Mrs.  Hansbarger. 


Medical  Meetings 


Dec.  1-4 — Am.  Society  of  Hematology,  Miami. 

Dec.  1-6 — Am.  Acadamy  of  Dermatology,  Washing- 
ton, DC. 

Dec.  2-5 — Interim  AMA  House  Meeting,  Honolulu. 

Dec.  8-9,  National  Kidney  Foundation,  Washington, 
DC. 

1985 

Jan.  10-12 — Allergy  & Immune  Diseases  in  Children, 
Maui,  Hawaii. 

Jan.  20-25,  Am.  College  of  Medical  Imaging,  Lake 
Tahoe,  NV. 

Jan.  24-26 — Neurosurgical  Society  of  the  Virginias, 
Hot  Springs,  VA. 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan,  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Jan.  26 — WV  District  Branch,  Am.  Psychiatric 
Assoc.,  Charleston. 

Jan.  26 — WV  Society  of  Internal  Medicine,  Charles- 
ton. 

Jan.  26— WV  State  Society  of  Anesthesiologists,  Charles- 
ton. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  7-8 — University  Assoc,  for  Emergency  Medi- 
cine, Orlando,  FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  20-24 — .\m.  Medical  Student  Assoc.,  Chicago. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 

March  28-31 — Am.  College  of  Physicians,  Washing- 
ton, DC. 

March  29-31 — Am.  College  of  Preventive  Medicine, 
Atlanta. 

April  18-21 — Am.  Medical  Society  on  Alcoholism, 
Inc.,  Washington,  DC. 

April  21-25 — Am.  Academy  of  Neurological  Sur- 
geons, Atlanta. 

April  21-25— International  Congress  of  Group  Medi- 
cine, Dallas. 

April  21-26 — Am.  Assoc,  of  Immunologists,  Anaheim, 
CA. 

April  21-26 — Am.  Assoc,  of  Pathologists,  Anaheim, 
CA. 

April  28-May  4 — Am.  Academy  of  Neurology,  Dallas. 
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WHY  BMW  CHOSE 

TO  CHANGE  THE 

‘HNHHTESSEHTUl 

SPORTS SEDANT 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  refine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car;  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  ^hat^^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THI  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America,  Inc,  The  BMW  trademark  and  logo  are  registered 


Harvey  Shrewe,  he. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News— 


Compiled  from  material  furnished  by  the  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


Research  Professorship  Gift 
Of  Doctor  Benedict 

Dedication  ceremonies  were  held  on  October 
20  at  WVU  School  of  Medicine  for  the  Benedict 
Research  Professorship  of  Occupational  Health 
and  Community  Medicine. 

The  professorship  was  made  possible  by  a 
major  gift  from  Mitchell  M.  Benedict,  M.  D.,  who 
graduated  from  WVU’s  then  two-year  medical 
program  in  1923  and  spent  much  of  his  medical 
career  in  the  U.  S.  Army. 

Doctor  Benedict,  now  86,  spoke  at  the  dedicat- 
tion.  The  keynote  address  was  given  by  Joseph 
Schwerha,  Medical  Director  for  the  U.S.  Steel 
Corporation,  headquartered  in  Pittsburgh. 

In  addition  to  a number  of  years  in  private 
practice.  Doctor  Benedict  worked  in  the  Army 
as  a medical  director  and  safety  director,  in  se- 
curity and  intelligence,  and  as  medical  director 
of  industrial  medicine  and  industrial  hygiene. 

Richard  A.  DeVaul,  M.  D.,  Dean  of  the  School 
of  Medicine,  said  the  professorship  will  expand 


WVU’s  research  into  industrial  illness  and  injury, 
strengthen  the  medical  curriculum,  and  enhance 
clinical  care  in  occupation-related  health  prob- 
lems. 

“Occupational  hazards  are  the  most  prevent- 
able cause  of  illness,  disability  and  death,”  Doc- 
tor DeVaul  said.  “An  estimated  100,000  Ameri- 
can workers  die  each  year  from  work-related  ill- 
ness and  as  many  as  3.2  million  are  disabled  by 
such  illness  and  injury.  Yet  occupational  medi- 
cine is  one  of  the  few  specialties  with  a projected 
manpower  need  rather  than  a surplus  in  the  years 
just  ahead,”  he  continued.  “And  the  need  goes 
beyond  physicians  and  nurses  to  include  the 
industrial  hygienist,  occupational  safety  and 
ergonomic  specialist,  physical  therapist  and  medi- 
cal sociologist.”  The  Benedict  Professorship 
“recognizes  this  need  and  the  potential  for  WVU 
to  address  it,”  he  observed. 

Dedication  ceremonies  began  with  remarks  by 
Doctor  DeVaul,  the  unveiling  of  a plaque  by 
Robert  H.  Waldman,  M.  D.,  Chairman  of  the 
Department  of  Medicine,  and  John  Pearson, 
M.  D.,  Chairman  of  Community  Medicine,  in  the 
lobby  of  the  Basic  Sciences  Building. 


Enjoying  traditional  break  during  the  10th  annual  Hal  Wanger  Family  Practice  Conference  at  the  West 
Virginia  University  Medical  Center  are,  from  left,  Drs.  J.  Miller  Batson,  Karl  HofTmann,  Karen  Gross,  John 
W.  Traubert,  William  Wanger  and  Philip  Horner.  All  are  family  practice  residents  at  WVU  except  Pro- 
gram Director  Traubert,  who  is  Department  Chairman,  and  Wanger,  a Bluefield  physician  and  son  of  the 
late  Doctor  Wanger  of  Shepherdstown  who  founded  the  conference’s  predecessor,  the  Potomac-Shenandoah 
Valley  Postgraduate  Institute. 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 


•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 
•T  raining 

•After  Sale  Support 
•Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


'Patient  Profiles 
'Accounts  Receivable/Billing 
'Insurance  Processing/Tracking 
'Collection  System 
'Recall  Notices 

'Full  line  of  Management  Reports 
'And  much  more  . . . 


•Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure 


Call  Southern  Medical  at  205-945-1840 

or 

Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Third-Party  News,  Views 
and  Program  Concerns 


New  Elderly-Disabled  Care 
Proposal  By  AMA 

Combining  a modified  Medicare  program  with 
private-sector  options  would  offer  the  best  means 
of  assuring  availability  of  health  care  services 
for  the  elderly  and  the  disabled  over  the  long 
term.  This  is  the  conclusion  of  the  American 
Medical  Association  Councils  on  Legislation  and 
Medical  Service  in  a report  that  will  be  consid- 
ered at  the  AMA  Interim  Meeting  of  the  House 
of  Delegates  December  2-5  in  Honolulu. 

The  report  calls  for  substantial  changes  in 
benefits,  payment  methods,  eligibility  criteria, 
and  financing  within  the  existing  system.  In  addi- 
tion, it  recommends  private-sector  approaches 
that  could  be  incorporated  into  Medicare,  in- 
cluding vouchers,  employment-based  health  in- 
surance, and  Health  Individual  Retirement  Ac- 
counts. 

A health  IRA  would  be  like  an  Individual  Re- 
tirement Account,  except  that  the  savings  would 
be  earmarked  for  health  care  needs  to  supplement 
or  supplant  Medicare  coverage.  Workers  would 
receive  a tax  benefit  for  paying  into  their  health 
funds  either  to  purchase  private  health  insurance 
or  to  pay  for  medical  care  directly.  For  retirees 
with  such  health  IRAs,  the  role  of  the  federal 
government  could  be  limited  to  providing  ca- 
tastrophic coverage  based  on  ability  to  pay. 


Alternative  To  Physician  DRGs 
Contained  In  Fee  Plan 

A fee  schedule  with  a professionally  develop- 
ed relative  value  scale  (RVS)  could  provide  an 
acceptable  alternative  to  physician  DRGs,  the 
AMA  Board  of  Trustees  said  in  a report  that  was 
approved  for  transmittal  to  the  House  of  Dele- 
gates. While  noting  that  both  fee  schedules  and 
physician  payment  based  on  diagnosis-related 
groups  can  extend  third-party  control  over  phy- 
sicians, the  board  report  concluded  that  fee 
schedules  are  not  nearly  so  constraining  as  DRGs 
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and  would  be  much  less  disruptive  to  the  ways 
in  which  physicians  practice. 

The  AMA  currently  is  having  discussions  with 
the  Health  Care  Financing  Administration  about 
the  possibility  of  developing  an  RVS  for  physi- 
cians' services  under  Medicare.  It  remains  un- 
clear at  this  time  whether  the  AMA  and  HCFA 
ultimately  will  agree  to  a suitable  working  ar- 
rangement. In  the  event  an  agreement  cannot 
be  reached,  the  board  will  explore  other  avenues 
for  the  development  of  a new  RVS. 


Immediate  DRG  Exemptions 
For  New  Rehab  Units 

The  AMA  Council  on  Medical  Service  report- 
ed that  regulations  for  the  Medicare  Prospective 
Pricing  System  had  been  revised  to  allow  an 
immediate  exemption  for  new  rehabilitation  hos- 
pitals and  units.  The  regulations  now  state  that  a 
new  rehabilitation  hospital  or  unit  may  obtain 
the  exemption  by  providing  written  certification 
that  75  per  cent  of  its  intended  patient  popula- 
tion will  require  intensive  rehabilitation  service 
for  one  or  more  of  10  specific  conditions.  Such 
hospitals  or  units  will  continue  to  be  paid  on  a 
reasonable-cost  basis. 

Previously,  the  exemption  could  not  be  granted 
until  after  the  first  year  of  operation,  when  the 
rehabilitation  hospital  or  unit  could  report  on  its 
previous  12  months.  AMA  Resolution  74  (1-83), 
which  was  sponsored  by  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation,  sought 
to  eliminate  this  12-month  delay.  Academy  rep- 
resentatives noted  that  because  DRG  payment 
rates  are  based  on  acute  care  hospital  data,  they 
are  far  too  limited  to  cover  the  cost  of  rehabili- 
tation services  provided  in  a rehabilitation  hos- 
pital or  unit. 

While  the  mean  length  of  stay  under  DRG  #9 
(spinal  disorders  and  injuries)  is  9.1  days,  for 
example,  the  average  length  of  stay  in  a rehabili- 
tation facility  for  care  of  this  same  condition  is 
approximately  50  days.  The  CMS  report  will  be 
transmitted  to  the  AMA  House  of  Delegates  at 
the  Interim  Meeting  in  December. 

The  West  Virginia  Medical  Journal 


WHY  SETTLE  FOR 
A LITTLE  BROKERAGE  ADVICE 
WHEN  YOU  CAN  OWN  THE 
WHOLE  WORLD  OF  FINANCE. 


With  Kanawha  Valley  Bank's  exclusive  GAIN  System,  you 
can  have  a complete  range  of  financial  services  under  your 
direction.  Cash  management.  Lending.  Asset  management. 
Financial  analysis.  Tax  planning.  Real  estate  management. 
Trust  and  financial  specialties,  and  more.  Money  market 
accounts  with  associated  credit  lines,  easily  accessible 
through  our  automatic  teller  system.  Coordination  of  your 
tax  records.  Securities  management  with  objective  invest- 
ment advice.  Even  preferred  estate  management  services. 

GAIN  LETS  YOU  REVIEW 
YOUR  TOTAL 
FINANCIAL  SITUATION. 
MONTHLY  CLEARLY 

The  GAIN  System®  automatically  presents  you  with  a 
comprehensive  monthly  statement,  easy-to-read,  with  bal- 
ance and  transactions,  for  your  securities,  checking  account 
and  loans.  Additionally,  you'll  receive  an  annual  tax  letter, 
with  full  summary. 

GAIN  IS  PERSONAL. 

GAIN  is  tailored  just  foryou.  by  Kanawha  Valley  Bank 
professionals  with  the  investment  objectivity,  perspective, 
knowledge,  resources  and  services  of  West  Virginia's  leading 
bank.  It's  personal.  And  completely  confidential. 

GAIN  BEGINS  WITH  THE  END  RESULT 
YOUROB|ECTIVES. 

Analysis  is  the  cornerstone  of  any  successful  financial 
plan.  Kanawha  Valley  Bank,  through  a GAIN  System  option, 
offers  you  a comprehensive,  objective  analysis  that  helps 
make  planning  effective. 

If  you  elect  this  option,  we  can  give  you  a total  perspec- 
tive of  your  financial  situation,  analyze  each  area  for  the 


most  effective  action,  unify  your  long-range  planning 
according  to  your  objectives,  and  then  access  the  many 
GAIN  services  available  to  build  you  a personal  program  that 
fits  your  needs  and  expectations. 

GAIN  ISA 

KANAWHA  VALLEY  BANK  EXCLUSIVE. 

Because  it  takes  the  strength  and  security,  assets  and 
services  that  only  a major  bank  can  offer  to  make  a total 
financial  system  work. 

THE  GAIN  SYSTEM®.  IT  KEEPS  YOU  FROM 
BEING  OVERCOME  WITH  OPPORTUNITY 

For  GAIN,  the  ultimate  system  for  total  financial 
services,  call  john  Ziebold  (304)  348-09  I 9 or  Don 
Santee  (304)  348-7381.  You'll  have  all  you  need,  including 
discount  brokerage. 

CALL  NOW 

l-304-348-00l9or  1-304-348-7381 

Yes.  I would  lilte  to  know  more  about  how  CAIN  can  help  me  manage 
my  assets  Please  send  me  more  information. 


HOME 

PHONE(  ). 


ZIPCODE  . 

BUSINESS 
. PHONE  ( ). 


lust  clip  and  mail  ro:  KVBCAIN  PO  Box  1 793  Charleston,  WV  25326 


The  Financial  Management  Account  from  Kanawha  Valley  Bank. 


WeVe 
©Kanawha 


Kanawha  Valiev  Bank. 


■ One  Valley  Square  • Box  I 793  • Charleston,  WVA  2 5326  • Phone  (304)  348-7000  • Organized  I 867  • Member  FDIC 
AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC, 


Obituaries 


H.  H.  FISHER,  M.  D. 

Dr.  H.  H.  Fisher  of  Fort  Lauderdale,  Florida, 
formerly  of  Dunbar,  died  on  October  9 in  a Fort 
Lauderdale  hospital.  He  was  86. 

Born  in  Kenna,  he  practiced  in  Dunbar  for  20 
years. 

Doctor  Fisher  was  graduated  from  West  Vir- 
ginia University,  and  received  his  M.  D.  degree 
in  1935  from  the  University  of  Louisville.  He 
interned  at  the  former  Charleston  General  Hos- 
pital. 

Doctor  Fisher  was  an  honorary  member  of  the 
Kanawha  Medical  Society,  West  Virginia  State 
Medical  Association  and  American  Medical  As- 
sociation. 

Survivors  include  the  wife,  Mrs.  Ethel  R. 
Fisher;  a daughter,  Mrs.  Joseph  A.  Smith  of  Dun- 
bar; a stepson,  Harry  M.  Cogan  of  South  Charles- 
ton; a stepdaughter,  Mrs.  Anita  Nelson  of  Hol- 
lister, California,  and  a sister,  Rhoda  Fisher  of 
Dunbar. 


CARDIOLOGIST 

Opportunity  to  practice  cardiology  with  well-estab- 
lished practice  conveniently  located  to  a large 
teaching  hospital.  Duties  include  supervising  and 
interpreting  Treadmills,  Holter  monitors,  2D  and 
M-Mode  Echocardiography  performed  in  office,  pa- 
tient examinations,  hospital  rounds  and  cardiac 
catheterizations.  Abilities  to  do  streptokinase  and/ 
or  angioplasty  desirable.  Excellent  beginning  salary 
and  fringe  benefits.  Located  in  Pennsylvania.  Im- 
mediate Opening.  Reply  with  CV  to  Box  PAL  c/o 
The  WV  Medical  Journal 
P.  O.  Box  1031 
Charleston,  WV  25324 


CHAPMAN  PRINTING  CO. 


★ 


1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 


THE 

HELPING 

PEOPLE 


Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 
614/885-5381 

George  Harding,  jr . M D , Medical  Diector 
Thon^  Pittman.  M P H , /\3miniajattx 
A Blue  Cross  Member  Hospital 

i^oedited  By  The  Joint  Commission  On  Accreditation  of  Hospitals 


That's  where  you  send  your  patients. 

To  people  like  you. 
People  who  understand. 
People  who  can  help. 

Harding  Hospital  can  be  a valuable  partner 
for  you  as  a health  care  professional. 
Harding  Hospital  provides  a full  range  of 
mental  health  services— from 
residential  to  outpatient  and  emergency  care. 

Harding  Hospital. 
A professional  mental  health  facility 
recognized  nationally  by  professionals. 

Excellent  care. 
Reasonable  fees. 
Comprehensive  mental  health  services. 

That's  Harding  Hospital. 
A professional  organization 
you  can  recommend  with  confidence. 

You  can  trust 
the  helping  people 
at  Harding  Hospital. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIA  TION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantiai  savings  for 
members,  their  famiiies,  and  their  empioyees  on  behaif  of  the 
West  Virginia  State  Medicai  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


If  you  are  not  100%  certain  that  even 
the  best  medical  office  computer 
system  can  help  your  practice,  use 
ours  for  three  months  and  then  decide. 


We  can  make  this  offer  because 
we  have  confidence  in  your 
judgment  and  our  system.  We 
will  install  the  IBM®  Personal 
Computer  XT  with  the  ELCOMP® 
Flexible  Package™  Software  in 
your  practice.  We  will  train  your 
staff  in  the  operation  of  the  sys- 
tem and  provide  maintenance 
and  support. 

For  three  months  the  entire  sys- 
tem is  yours  to  try.  Then,  if  you 
are  not  convinced  that  it  is  the 
best  system  for  your  practice, 
you  may  return  it  for  a full 
refund  of  the  Hardware  and 
Software  price. 


The  ELCOMP/XT  Medical  Man- 
agement Computer  System  has 
been  selected  by  more  than  500 
physicians  since  its  introduction 
in  1978.  Because  we  serve  only 
the  medical  profession,  we  keep 
abreast  of  all  changes  that  may 
affect  your  practice.  We  also 
offer  systems  ranging  from  the 
IBM  PC-XT  through  large  DATA 
GENERAL  mainframes  to  ensure 
that  we  can  address  your  spe- 
cific needs. 

There  has  never  been  a better 
time  or  a better  way  to  answer 
your  questions,  satisfy  your 
curiosity,  or  remove  your  doubts 


about  whether  a computer  will 
help  your  medical  practice.  Call 
now  for  more  information  or  a 
demonstration  by  your  local 
R.E.P.  (Representative  of  Elcomp 
Products)  (800)  441-8386  or  in 
Pennsylvania  call  collect  (412) 
562-9477. 


Personal 

Computers  J i.  I 

IrUataLienerai 


EISEHF^  s^sisms,  hs. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386  In  Pennsylvania— (412)  562-9477 


County  Societies 


MERCER 

The  Mercer  County  Medical  Society  met  on 
October  15  at  Frankie’s  La  Saluta  Club  in  Blue- 
well. 

The  guest  speaker  was  Dr.  Richard  C.  Bozian, 
from  the  University  of  Cincinnati,  who  gave  a 
clear,  concise  discussion  of  Enteral  Nutrition. 

The  address  followed  a social  hour,  dinner  and 
introduction  of  guests. 

Three  new  memberships  were  approved.  — 
David  F.  Bell,  Jr.,  M.  D.,  Secretary-Treasurer. 

» » » 

McDowell 

Dr.  Carl  J.  Roncaglione,  President  of  the  State 
Medical  Association,  was  guest  speaker  at  the 
meeting  of  the  McDowell  County  Medical  So- 
ciety on  October  10  at  Stevens  Clinic  Hospital 
in  Welch. 

Doctor  Roncaglione,  of  South  Charleston,  dis- 
cussed the  activities  of  the  state  and  national 
medical  associations.  He  recommended  reading 


the  June  20  inaugural  address  of  AM  A President 
Joseph  F.  Boyle,  M.  D.  The  address  appeared  in 
the  August  10  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association. 

There  was  much  discussion  of  malpractice  in- 
surance. 

Doctor  Roncaglione’s  message  was  well  re- 
ceived. — John  S.  Cook,  M.  D.,  Secretary. 

» * # 

CABELL 

Dr.  Robert  W.  Coon,  Dean  of  the  Marshall 
University  School  of  Medicine,  was  the  speaker 
for  the  meeting  of  the  Cabell  County  Medical 
Society  on  September  13. 

Dean  Coon  gave  an  informative  talk  concern- 
ing the  origin  and  development  of  Marshall  Uni- 
versity’s School  of  Medicine  as  well  as  where  the 
school  stands  now  and  problems  he  foresees  in 
the  future. 

The  Society  voted  to  hire  a full-time  secretary. 

Dr.  Charles  E.  Turner  of  Huntington,  Vice 
President  of  the  State  Medical  Association,  spoke 
concerning  the  commitment  of  the  Association  to 
deal  effectively  with  local  issues  and  to  present 
problems  of  the  medical  profession  to  the  public. 

There  followed  a discussion  of  Medicare  par- 
ticipation. — S.  Kenneth  Wolfe,  M.  D.,  Secretary. 


THE  WHEELING  CLINIC 


WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M.  D.  (St.  Clairsville) 

A.  M.  Valentine,  M.  D 
W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasia,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C.  A.  Vasquez,  M.  D. 
Nephrology/Hypertenslon 

D.  L.  Latos,  M.  D. 

M.  H Drews,  M.  D 
Pulmonary 

C Begley,  M D. 

GENERAL  SURGERY 
C D.  Hershey,  M.  D. 

E C.  Voss,  M.  D. 

J.  H.  Mahan,  M.  D (St.  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford.  M.  D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D.  C.  Trapp.  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D 
T A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 
OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R V.  Panglllnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D, 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W-  E Schul,  Optician 

Speech  Therapy/ Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R N. 

B.  Muklewicz,  R.  N. 
Electroencephalography 
J.  Stone,  R.  N . CMET 
J.  Green,  R.  N 
Roentgenology 
E Forester,  R T. 
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PROFESSIONAL  LIABILITY 

FOR  YOUR 

PROFESSIONAL  NEEDS 

FROM 

THE  “PROFESSIONALS" 

RAMSEY  INSURANCE  AGENCY.  INC. 

Charleston,  WV  25301 
343-8823  or  1-800-632-3012 

all  lines  of  insurance  — since  1950 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps 
working!  Lease  CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 
IN 

Internal  Medicine 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

★ 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

For  further  information  about  temporary  coverage 

Surgery: 

or  locum  tenens  practice  opportunities,  call: 

J.  W.  Woodford,  M.  D. 

412/741-3310 

Boyd  R.  Wickizer,  M.  D. 

CompHealth 

Internal  Medicine:  Dentistry: 

Karl  J.  Myers,  Jr.,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 
Wm.  A.  SanPablo,  M.  D.  Famiiy  Practice: 

A Physician  Group 

Charles  L.  Arnett,  M.  D. 
Pediatrics:  Jonathan  D.  Moss,  M.  D. 

E.  G.  Kreider,  M.  D.  R.  Gregory  Jucket,  M.  D. 

WILSON  ROSS,  Regional  Administrator 

114  Centennial  Avenue 

Contact:  E.  G.  Kreider,  M.  D. 

Sewickley,  PA  15143 

Telephone:  (304)  457-2800 

XX 
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GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-5115 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 
General  & Thoracic 
B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D, 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 


OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 
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Thagirisa,  Anjaneyulu,  M.D.;  and  Saeed  Ahmad, 

M.D.  — Myxedema  Presenting  as  Profound 
Hypothermia  — Coma:  A Case  Report  July  143 

Thrombocytopenia-Hemorrhage,  Severe,  Due  to 
Trimethoprim-Sulfamethoxazole:  A Case  Report 

— Saeed  Ahmad,  M.D.  Oct.  219 

Thrombotic  Thrombocytopenia  Purpura,  Pericardial 
Effusion  in  — Patricia  J.  Zekan.  M.D.;  Don  V. 

Jackson,  Jr.,  M.D.;  and  David  H.  Buss,  M.D.  Apr.  76 

Trimethoprim-Sulfamethoxazole.  Severe  Thrombo- 
cytopenia-Hemorrhage Due  to:  A Case  Report  — 

Saeed  Ahmad.  M.D.  Oct.  219 

Trophoblastic  Disease,  Ultrasonic  Diagnosis  of: 

Molar  Gestation  — Bruce  R.  Eich,  M.D.;  and 
Morteza  Elayderani,  M D.  Apr.  74 

u 

Ullrich,  Irma  H.,  M.D.  (Edited  by)  — Medical 
Grand  Rounds  from  the  West  Virginia  University 
Medical  Center: 

Differential  Diagnosis  and  Therapy  of  Hypo- 
kalemia Feb.  51 

Carcinoid  Tumors  and  Carcinoid  Syndrome  Sept.  196 

Sudden  Cardiac  Death  Dec.  270 


Verma,  P.  L.,  M.D.:  and  Romeo  Y.  Lim,  M.D.  — 
Cricopharyngeal  Myotomy  for  Dysphagia  with 
Aspiration  May  95 

Vesicostomy,  Lapides,  A New  Indication  for  the  — 

Eli  F.  Lizza,  M.D.;  Stanley  J.  Kandzari,  M.D.; 

and  Gary  A.  Bailey,  M.D.  Nov.  248 


w 

Webb,  Duane  D.,  M.D.:  Robert  B.  Belshe,  M.D.; 
and  Jack  M.  Bernstein.  M.D.  — The  Acquired 
Immune  Deficiency  Syndrome  (AIDS)  in  West 
Virginia:  An  'Imported'  Disease  Aug.  153 

Weisser.  Roland  J.,  M.D.:  Randy  Heavner;  and  Dan 

Holtan  — The  Forging  of  Illness  Feb.  25 

WithersW,  David,  M.D.;  and  Judith  B.  Sokoi,  L.P.N. 

— Effectiveness  of  Biofeedback  in  a Private 
Psychiatry  Practice  Sept.  189 


Y 

Yeager,  Scott  B.,  M.D.;  Arpy  A.  Balian.  M.D.:  and 
William  A.  Neal,  M.D.  — Cervical  Aortic  Arch: 

An  Unusual  Cause  of  a Suprasternal  Notch  Thrill 

and  Diminished  Left  Arm  Pulse  July  141 


Z 

Z’kan.  Patricia  J.,  M.D.;  Don  V.  Jackson.  Jr.,  M.D.; 
and  David  H.  Buss,  M.D.  — Pericardial  Effusion 
in  Thrombotic  Thrombocytopenia  Purpura  Apr.  76 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes; 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 
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This  misread  EKG  delayed  the 
patient’s  admission  & treatment — and 
cost  the  doctor  a malpractice  claim. 


The  doctor  who  read  this  EKG 
diagnosed  the  patient’s  nausea  as 
being  due  to  gastroenteritis  and 
sent  her  home.  Six  hours  after 
being  admitted  the  next  day,  the 
patient  expired  of  an  acute  MI. 

The  result:  A malpractice  claim 
against  the  physician. 

Recent  national  evidence,  and  in- 
formation from  our  own  claims 
files,  suggests  that  Mis  are  fre- 
quently misdiagnosed.  The  EKG 
above,  for  example,  strongly  indi- 
cates an  acute  MI. 

We  know  that  insurance  coverage 
alone  won’t  solve  the  malpractice 
problem.  It  will  also  take  reasonable 


patient  expectations.  And  even 
greater  diligence  by  physicians. 

That’s  why  our  medical  directors 
review  hundreds  of  cases  each  year. 
Their  jobs:  To  spot  problem  areas 
or  emerging  trends  and  warn  policy- 
holders, through  timely  publica- 
tions, medical/legal  seminars  and 
other  educational  presentations. 

So  if  you’re  looking  for  thorough 
insurance  protection  PLUS 
valuable  information  on  avoiding 
potential  malpractice  traps,  look 
into  coverage  from  Pennsylvania 
Casualty  Company. 

See  your  insurance  agent/broker, 
or  contact  us  at  the  address  below. 


PENNSYLVANIA  CASUALTY  COMPANY 

415  Fallowfield  Road  / P.O.  Box  53  / Camp  Hill,  PA  17011  / (717)  763-1422 


1984  Pennsylvania  Casualty  Company,  Camp  Hill,  PA  ■ ALL  RIGHTS  RESERVED 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 


A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1 •800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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CLASSIFIED 


WANTED — Young  physicians  for  growing  town  with 
diversified  industry.  Major  coal  expansion.  West  Vir- 
ginia Wesleyan  College.  Good  place  to  live.  Town  of 
over  7,000.  Rural  setting.  Pleasant  surroundings  easily 
accessible  to  multiple  recreation  areas.  Modern  hos- 
pital. Cooperative  medical  staff.  Openings  for  several 
family  practitioners.  Contact  Joseph  B.  Reed,  M.  D., 
93  West  Main  Street,  Buckhannon,  WV  26201.  Tele- 
phone: (304)  472-6041. 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


WANTED — An  ear,  nose  and  throat,  or  eye,  ear, 
nose  and  throat,  specialist,  to  assume  an  established 
practice  in  an  attractive  southern  West  Virginia  com- 
munity. Fully  equipped  office  available  for  immediate 
occupancy.  Please  contact  Cuzzie  Mathena,  Executrix 
of  the  estate  of  Donald  N.  Ball,  M.  D.,  Professional 
Building,  Princeton,  WV  24740;  office  telephone — (9 
A.M.-3  P.M.)— (304)  425-5640;  home  (After  5 P.M.)— 
(304)  329-9864. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  F.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED— 

West  Virginia:  350  bed  community  hospital  with  full 
service  modern  Emergency  Department.  Annual  visits 
approximately  38,000.  Salary  commensurate  with  edu- 
cation, experience.  Full  fringe  package  included 
(health  insurance,  retirement,  TSA,  CME  expense,  paid 
vacation,  etc.).  Send  salary  requirement  and  CV  to 
Dr.  Robert  Cowan,  Director,  Emergency  Medical 
Service,  Camden-Clark  Memorial  Hospital,  P.  0.  Box 
718,  Parkersburg,  WV  26102.  Telephone:  304-424-2355. 


FAMILY  PRACTITIONER  NEEDED — Excellent  Practice 
opportunity  for  qualified  Family  Practitioner  who  is  in- 
terested in  doing  OB  and  possibly  cardiology  to  serve 
the  community  with  other  hospital  based  specialists  in- 
cluding Pediatrician,  Internist,  OB/GYN,  General  Sur- 
geon, and  E.N.T.  Jackson  General  Hospital  is  located 
conveniently  in  a small  community  35  miles  from  the 
state  capital.  Join  the  active  medical  staff  at  a 95  bed, 
non-profit,  acute  care,  J.C.A.H.  accredited  hospital.  Set 
up  your  practice  in  a private  medical  office  building  ad- 
jacent to  hospital.  Competitive  saiary  guarantee  first 
year,  relocation  expenses  paid  and  professional  help  in 
setting  up  practice.  Reply:  Executive  Director,  Jackson 
General  Hospital,  Ripley,  WV  25271. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


UROLOGIST — Board  Certified/eligible  to  practice  in 
small  college  town;  eastern  mountains.  West  Virginia; 
111  bed  modern  hospital;  approximately  75  miles  from 
WVU  Medical  Center.  Excellent  skiing,  hunting,  fishing, 
canoeing.  Send  CV  to  Robert  Hammer,  C.E.O.,  P.  O. 
Box  1484,  Elkins,  WV  26241. 


PRACTICE  FOR  SALE — Family  practice,  well  estab- 
lished, fully  equipped,  reasonable  terms.  Hospitals 
close  to  office  in  St.  Albans,  West  Virginia.  Send  letters 
of  interest  to  P.  O.  Box  1091,  St.  Albans,  WV  25177. 


WANTED  TO  BUY — Used  X-Ray  equipment  for  pri- 
mary care  practice.  Telephone:  (304)  358-2379. 


PRACTICE  FOR  SALE — Internal  Medicine  in  Charles- 
ton; convenient  to  bus  line  and  parking;  hospitals 
nearby:  terms  negotiable.  Send  inquiries  to  NR,  c/o 
WV  Medical  Journal,  P.  0.  Box  1031,  Charleston,  WV 
25324. 


PROPERTY  FOR  SALE — Luxury  Property  offered  in 
Charleston.  Includes  lovely  4,000  sq.  ft.  home,  situated 
on  approximately  3.6  acres  with  beautiful  pool  and 
gardens,  etc.  Attractive  owner  financing  available. 
Please  call  (304)  343-3079  in  Charleston. 


McLAIN  SURGICAL  SUPPLY,  INC. 

"Our  126th  Year” 

★ 

Ask  About  Our  Complete  Line  of  Blood 
Analyzers  and  Cell  Counters  — Why  lose 
out  on  Medicare  Lab  Procedures? 

★ 

Leasing  with  purchase  option  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


PHYSICIAN’S  ASSISTANT 

Excellent  opportunity  in  the  West  Virginia 
University  Medical  Center  Department  of 
Neurosurgery.  Graduation  from  an  approv- 
ed Physician’s  Assistant  program  and  certi- 
fication by  the  NBME  is  required.  Competi- 
tive salary  and  excellent  benefits.  Send 
resume  to  WVU  Medical  Corporation,  P.  C. 
Box  897,  Morgantown,  WV  26505  or  call 
(304)  599-9108.  An  Equal  Cpportunity  Em- 
ployer M/F. 
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HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D. 

925-4756 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
qpcj-nfiQ.?  maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  otters: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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The  weight  of 
objective  evidence 
supports  the  chnical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory—the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A et  al.  J Clin  Pharmacol  / 7:207- 
213,  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  NJ.  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ.  3.  Zimmerman  AM:  Curr  Ther  Res 
l3:\S-22.  Jan  1971.  4.  Kales  A el  al:  JAMA  24/:1692-I695, 
Apr  20,  1979.  5.  Kales  A,  Scharl  MB,  Kales  JD:  Science 
20/:1039-1041,  Sep  15,  1978.  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  19:576-583,  May  1976.  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970.  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Geriair  Soc  27:54\  S46,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31,  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley  NJ.  II.  Karacan  1,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmajie’^  (£ 

(flurazepam  HCI/Roche) 

Before  prescribing,  piease  consuit  compiete  prod- 
uct information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCl;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instmct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  lor  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  ie.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dmg  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rcire 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pmri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilimbins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adulls:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debililaled  palienis:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 
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Contemporary  HypnoticTherapy 

Dalmane*  [flurazepam  HCl /Roche]  Stands  Apart 


I 
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Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria 

•Rapid  onset  of  sleep 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights.^ 
•Seldom  produces  morning  hangover.^ 
•Avoids  rebound  insomnia  when 


therapy  is  discontinued.' 


15-mg/30-mg  capsules 
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